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THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 1, 1983

Health, United States brings us encouraging news: Our overall health is
better and we are continuing to live longer. More healthful lifestyles are
paying off for millions of us.

Since the turn of the century, we have added more than 27 years in life
expectancy, which has increased from just 47.3 years in 1900 to 74.5 years in
1982. We have also seen a dramatic decline in infant mortality, which has
dropped from about 100 deaths per 1,000 live births in 1900 to an all-time low
of 11.2 in 1982. At the other end of the life cycle, people 65 years of age could
expect to live 11.9 additional years at the turn of the century, compared with
16.2 additional years in 1982.

We have made great strides in our crusade against debility and premature
death. If our 1982 death rates were the same as in 1900, some 400,000 more
Americans would have died of tuberculosis; diphtheria would have elaimed
another 80,000. Moreover, our progress over the past decade in combating
today's leading Killers has been even more remarkable. Approximately 200,000
additional deaths would have occurred in 1982 if heart disease mortality were
at the same level as in 1970.

Of course, much remains to be done. This report underscores the unique
importance of disease prevention and individual health promotion activities.
Many major health problems confronting Americans are due to behavior or
lifestyles. But today, Americans are adopting more healthful lifestyles—and
that will contribute to continued progress for the health of our Nation in the
years to come.

Sincerely,

W,M

Margaret M. Heckler
Secretary



Foreword

Health, United States, 1983 is the eighth annual report on
the health status of the Nation submitted by the Secretary of
Health and Human Services to the President and Congress of
the United States in compliance with Section 308(a)(2) of the
Public Health Service Act as amended. It presents statistics
concerning recent trends in the health care sector and detailed
discussions of selected current health issues. This report was
compiled by the National Center for Health Statistics, Office
of the Assistant Secretary for Health. The National Committee
on Vital and Health Statistics served in a review capacity.

This volume also contains the second issue of the triennial
report Prevention Profile, submitted by the Secretary of the
Department of Health and Human Services to the President
and the Congress of the United States in compliance with Section
404 of Title IV of the Health Services and Centers Amend-
ments of 1978 (Public Law 95-626). Although the legislation
gave primary responsibility for preparation of the profile to the
National Center for Health Statistics, the report was developed
in cooperation with the Office of Disease Prevention and Health
Promotion, Office of the Assistant Secretary for Health. This
profile is an integral part of the Department’s health promotion
efforts and the goals included in Healthy People: The Surgeon
General’s Report on Health Promotion and Disease Preven-
tion. The objectives contained in Promoting Health/Preventing
Disease: Objectives for the Nation provided the base for a
tracking system. The 1983 profile delineates particular health
promotion objectives and presents available data to measure
and evaluate the progress that has taken place since the ob-
jectives were established.

This volume is divided into two parts. Part 1 is Health,

United States, which includes: (a) 12 analytic articles on subjects
of current interest in the health field; (b) a section of 87 de-
tailed tables; (c) appendixes containing discussions of the
sources and limitations of the data and a glossary of terms; and
(d) a guide to the detailed tables. Part 2 is the Prevention Profile.

The analytic articles and detailed tables in Part 1 cover
four major subject areas—health status and determinants, util-,
ization of health resources, health care resources, and health
care expenditures. It is obviously not possible to cover all the
important health issues facing the Nation in a limited number
of articles and detailed tables. Instead, an attempt is made to
provide a balanced, complementary set of information. The
detailed tables are designed to show continuing trends in health
statistics. As a result, the major criterion used in selecting the
detailed tables is the availability of comparable data over a
period of several years. The tables appearing in every volume
of Health, United States cover the same topics to enhance the
use of this publication as a standard reference source. The
articles, on the other hand, are selected to present data that
have recently become available on topics of general interest
and importance. For example, in this volume there are four
articles dealing with obstetric care and maternal characteristics
that affect pregnancy outcome. This emphasis was chosen be-
cause preliminary data from the 1980 National Natality Survey
provide detailed information from mothers, physicians, and
hospitals never before available for a national sample of live
births. The importance of this topic is illustrated by the fact
that the survey was jointly supported by seven different Public
Health Service agencies.
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Highlights

Health status and determinants

After a temporary decline resulting from the 1980 influenza
epidemic, life expectancy resumed its upward trend reach-
ing new highs of 74.1 years in 1981 and 74.5 years in
1982 (provisional data). Life expectancy for females (78.2
years in 1982) exceeds that for males (70.8 years) by 7.4
years.

The infant mortality rate continued to decline, reaching
12.6 deaths per 1,000 live births in 1980. Provisional data
for 1981 and 1982 show continued declines in the infant
mortality rate (11.7 and 11.2 deaths per 1,000 live births,
respectively). However, the mortality rate for black infants
remains almost twice as high as for white infants.
Cigarette smoking and high levels of blood pressure and
cholesterol have been associated with mortality from heart
disease. During the 1970’s, the prevalence of elevated
blood pressure declined substantially. In addition, the
prevalence of cigarette smoking declined slightly (after a
substantial reduction in the late 1960’s). Although the
prevalence of elevated cholesterol did not change during
the 1970’s, a decline did occur during the 1960’s. The net
impact of these changes in heart disease risk factors may
account for a substantial proportion of the decline in heart
disease mortality.

In 1980, the fertility rate was 68.4 live births per 1,000
women 15-44 years of age, a slight increase from 1979
and the highest rate observed since 1973. Continuing the
recent trend, the largest increase in fertility was observed
for women 30-34 years of age. However, provisional data
for 1981 and 1982 suggest that the fertility rate may be
stabilizing,

The average number of lifetime births expected by women
18-34 years of age has decreased during the past decade—
from 2.6 in 1971 to 2.2 in 1980.

About one-third of all married”mothers with live births
during 1980 smoked prior to pregnancy. Approximately
half of the mothers with less than 12 years of education
smoked, compared with only 15 percent of those who
graduated from college. Moreover, those with higher ed-
ucational attainment were more likely to stop smoking dur-
ing pregnancy (10 percent of mothers with less than 12
years of education compared with 24 percent of mothers
with 16 or more years).

Although 55 percent of the married mothers with live births
during 1980 drank alcoholic beverages before pregnancy,
a substantial proportion stopped drinking or reduced their

consumption during pregnancy. As a result, 61 percent did
not drink during pregnancy and 36 percent drank the equiv-
alent of fewer than three drinks per week.

Among married mothers with live births during 1980, 63
percent of those 20 years of age and over worked at some
time during the 12 months before delivery. About 85 per-
cent of mothers with no other children worked, compared
with about 50 percent of those with one other child or
more. Employment increased with increasing educational
attainment. Of those who worked, 72 percent worked full
time. This varied from 82 percent of those with no other
children to about 62 percent of those with one other child
or more. Twenty-eight percent of the employed mothers
worked in blue-collar, service, or farm jobs.

In 1980, among married white-collar workers who were
employed during the first month of pregnancy, 78 percent
were employed at the beginning of the seventh month and
41 percent at the start of the ninth month of pregnancy.
Among blue-collar workers, only 57 percent were still em-
ployed at the beginning of the seventh month and 22 per-
cent at the start of the ninth month of pregnancy.

An estimated 314,000 married mothers with live births in
1980 (17 percent of those employed before delivery) worked
in jobs with potential exposure to one or more selected
teratogens.

During 1979-80, an estimated 4.7 million adults in the
civilian noninstitutionalized population needed functional
assistance from another person for selected personal care
or home management activities. More than half of these
people were 65 years of age and over.

The proportion of adults needing functional assistance in-
creases with age. The increase is especially large for those
needing help in personal care activities. For example, 2
percent of the adults 65-74 years of age required such
help during 1979-80 compared with 18 percent of those
85 years of age and over.

Utilization of health resources

Among mothers 35 years of age and over with live births
during 1980, 30 percent of white mothers and 17 percent
of black mothers had amniocentesis during pregnancy.
Amniocentesis was performed less frequently in the South
and outside metropolitan areas.

About 30 percent of all women with 1980 live births re-
ceived at least one ultrasound examination at some time



during their pregnancy. Women in metropolitan areas were
more likely to receive an ultrasound examination than were
those in nonmetropolitan areas.

Thirteen percent of mothers with 1980 live births received
a medical X-ray during pregnancy. More than one-third of
the mothers with an X-ray could have potentially received
an ultrasound examination instead. X-ray examinations
were more likely to occur outside metropolitan areas.
About half of all mothers with 1980 live births received
electronic fetal monitoring (EFM) during pregnancy. EFM
was more prevalent in metropolitan than in nonmetropol-
itan areas. Black women in nonmetropolitan areas in the
South were the least likely to receive EFM.

In 1980, 17 percent of all live births were delivered by
cesarean section. Nearly 40 percent of the 1980 cesarean
section deliveries were to women with previous delivery
by cesarean section. The cesarean section rate increased
substantially with increasing age. Furthermore, first births
were more likely than higher order births to be delivered
by cesarean section. Differences in the cesarean rate by
marital status, income, or education were minimal. How-
ever, cesarean delivery was more common among births of
infants weighing less than 2,500 grams (5 1b 8 oz) and
infants weighing 4,000 grams (8 Ib 14 oz) or more.

In 1978 and 1980, Hispanic and black people under 65
years of age were much more likely than white people of
the same ages to have no health insurance of any type.
Among Hispanic people, Mexican Americans had the
highest proportion uninsured.

Persons under 65 years of age with no insurance coverage
were more likely to have had no physician visit during the
past year than were those with coverage (35 percent versus
22 percent). Moreover, within each type of insurance cov-
erage, Mexican Americans were considerably more likely
than other ethnic groups to have had no physician visit
during the past year.

In 1980, 35 percent of the civilian noninstitutionalized
population made one or more visits to nonphysician health
care practitioners, Use varied by type of practitioner: 13
percent of the population visited nurses; 9 percent, op-
tometrists; 4 percent, chiropractors; 2 percent, podiatrists;
and 1 percent, psychologists.

For physicians and each of the previous five types of health
practitioners, a considerably higher percent of females than
of males received services in 1980. Utilization of each
practitioner was also higher for white persons than for black
or Hispanic persons. Those with more education tended to
visit all practitioners excluding chiropractors more fre-
quently than did those with less education.

The likelihood of visiting nonphysician health practitioners
increased with increasing use of physician services.
Cardiac catheterization among middle-aged and elderly
men continues to increase rapidly. Between 1979 and
1981, cardiac catheterization increased 97 percent for men
65 years of age and over and 34 percent for men 45-64
years of age (replacing hernia repair as the leading surgical
procedure in this age group). Moreover, during the same
period, coronary bypass surgery increased 27 percent for

men 45-64 years of age (from 3.0 to 3.8 per 1,000) and
89 percent for older men (from 1.8 to 3.4 per 1,000).
Between 1979 and 1981, the use of computerized axial
tomography (CAT scan) among hospitalized persons
doubled, increasing from 0.8 to 1.8 per 1,000 population.
This rapid increase occurred for all age and sex groups.
The use of diagnostic ultrasound among hospitalized
women increased 91 percent between 1979 and 1981. The
increase was particularly notable for women 65 years of
age and over for whom diagnostic ultrasound increased
126 percent.

Lens extraction (cataract operations) among the elderly
increased by about 30 percent between 1979 and 1981.
Furthermore, 57 percent of these procedures were accom-
panied by the insertion of a prosthetic lens in 1981, com-
pared with 36 percent in 1979.

Health care resources

During the past two decades, the supply of health practi-
tioners has increased greatly both in absolute numbers and
in relation to the population. The greatest increase has
occurred in the number of registered nurses, while the
smallest increase has occurred for podiatrists.

The number of active registered nurses increased from
335,000 in 1950 to 1.3 million in 1980. The proportion of
the nurses working part time increased from 11 percent to
32 percent over the same time period.

The proportion of minority group members among first-
year students in health professions schools increased be-
tween the late 1960’s and the early 1970’s. For example,
black students accounted for 2.7 percent of first-year
medical students in 1968, compared with 7.5 percent in
1974. However, this proportion declined slightly in the
late 1970’s. In 1979, 6.5 percent of first-year medical stu-
dents were black.

The proportion of women among graduates of health pro-
fessions schools has increased steadily since the 1960’s.
For example, the proportion of women among medical
school graduates jumped from 5 percent in 1955 to 23
percent in 1980. In 1980, the proportion of female gradu-
ates ranged from 14 percent in dentistry to 41 percent in
pharmacy.

Public general hospitals accounted for nearly one-third of
all short-term, general non-Federal hospitals in 1977.
However, they accounted for 17 percent in metropolitan
areas, compared with 45 percent in nonmetropolitan areas.
In 1977, differences between public and voluntary hospitals
outside metropolitan areas were small. In metropolitan
areas, however, public hospitals treated more minority
patients (20 percent for public versus 11 percent for vol-
untary), more Medicaid patients (15 percent versus 8 per-
cent), and more uninsured patients (12 percent versus 6
percent).

In metropolitan areas, public hospitals had fewer elderly
patients than did voluntary hospitals although the reverse
was true outside metropolitan areas.



Compared with voluntary hospitals, both urban and rural
public hospitals had higher newborn death rates and a
greater incidence of low-birth-weight infants.

Health care expenditures

In 1982, health care expenditures in the United States
totaled $322.4 billion, an average of $1,365 per person,
and comprised 10.5 percent of the gross national product.
Medical care prices continued to increase rapidly between
1981 and 1982 despite the marked decrease in the rate of
price inflation for the general economy. During this period,
the overall Consumer Price Index increased by 6.1 per-
cent, compared with 11.6 percent for the medical care
component. Between 1980 and 1981, the overall index
increased by 10.4 percent and the medical care component
by 10.8 percent.

Hospital care expenditures continue to claim the largest
share of the health care dollar, accounting for 42 percent
of health care expenditures in 1982. Physician services,
dentist services, and nursing home care accounted for 19
percent, 6 percent, and 9 percent, respectively.

In 1980, females represented 52 percent of the population
but accounted for 58 percent of personal health care ex-
penditures. Although the elderly represented only 11 per-
cent of the population, they accounted for 31 percent of
personal health care expenditures.

Diseases of the circulatory system accounted for the highest
amount of personal health care expenditures ($33 billion),
followed closely by diseases of the digestive system ($32
billion, including $15 billion for dental care). Almost $20
billion was spent on each of the following conditions: mental
disorders, injury and poisoning, and diseases of the respi-
ratory system. Finally, about $14 billion was spent on each
of the following: neoplasms, diseases of the musculoskeletal
system and connective tissue, diseases of the genital urinary
system, and diseases of the nervous system and sense
organs.

Hospital care usually accounted for the largest share of
expenditures in each disease class. However, the propor-
tion varied from about 35 percent for diseases of the nerv-
ous system and sense organs and diseases of the digestive
system to more than 60 percent for neoplasms, injury and
poisoning, and mental disorders.

The 1.3 million Medicare enrollees who died during 1978
comprised 5 percent of Medicare enrollment but accounted
for 28 percent of program expenditures for that year. Re-
imbursement per enrollee for medical services received
during the last year of life for those who died was $4,527,
compared with $729 spent in 1978 for those who survived.
Of all Medicare expenses for persons in their last year of
life, 30 percent is spent in the last 30 days and another 16
percent in the 60th to the 31st day before death. To a large
extent, this reflects the intense use of expensive hospital
care in the final months.
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Changes in Heart Disease
Risk Factors

by Michael Rowland, Robinson Fulwood, and Joel C.
Kleinman, Ph.D., National Center for Health Statistics

Introduction

Heart disease is the leading cause of death in the United
States, accounting for more than one-third of all deaths (Na-
tional Center for Health Statistics, 1982a). The economic cost
of heart disease was estimated to be at least $40 billion annually
in the United States in 1977 (Rice, 1981). It accounts for more
than 11 million physician visits each year (National Center for
Health Statistics, 1982b) and is ranked first among disease
conditions in utilization of short-stay hospitals (National Center
for Health Statistics, 1982c).

Since the mid-1960’s, mortality from heart disease has
declined rapidly. Many factors have been cited as possibly
contributing to this decline, including improved medical serv-
ices, greater availability of coronary care units, advanced sur-
gical and medical treatment of coronary heart disease, improved
control of blood pressure, decreased smoking, modified eating
habits, and increased exercise (Gillum, Blackburn, Feinleib,
1982; Kannel, 1982).

Elevated blood pressure, cigarette smoking, and elevated
cholesterol level have been identified as major controllable risk
factors for coronary heart disease in several epidemiologic
studies (McGee and Gordon, 1976; Pooling Project Research
Group, 1978). This article examines changes for adults 35-74
years of age in the national prevalence of these three modifiable
risk factors. It also assesses the extent to which these changes
might account for the reduction in coronary heart disease
mortality.

Methods

The data are from the National Health and Nutrition Ex-
amination Survey Cycles I and Il (NHANES I and NHANES
II). NHANES I, conducted from 1971 through 1975, included
a subsample of 5,350 persons 35-74 years of age who received
a detailed medical examination; and NHANES 11, conducted
from 1976 through 1980, included 8,213 persons 35-74 years
of age.

This article focuses on the proportion of the adult popula-
tion 35-74 years of age with one or more of these three risk
factors for coronary heart disease (CHD). Elevated blood
pressure is defined as systolic blood pressure of at least
160 mmHg or diastolic blood pressure of at least 95 mmHg or
both. Persons with serum cholesterol of at least 260 mg/dl are
classified as having elevated cholesterol level. (Although recent
studies have shown that separating cholesterol level into its

high- and low-density components will result in more appro-
priate indicators of CHD risk, these individual measures are
available from NHANES II but not NHANES I.)

Although the prevalence of risk factors in the population
provides useful information, the complete distribution of actual
values of the risk factors and changes in these values are im-
portant considerations. In particular, epidemiologic studies have
found that the risk of dying from CHD is not only greater for
those with risk factors but that the risk increases steadily with
increasing blood pressure, cholesterol, and number of cigarettes
smoked. Furthermore, the joint impact of two or more elevated
risk factors on CHD is greater than the sum of their individual
effects; that is, the effects are multiplicative rather than additive.

A mathematical form of the risk function that has provided
a good fit to the data in several epidemiologic studies is the
multiple logistic function (Gordon and Kannel, 1982), the im-
plications of which are best illustrated by an example. Using a
modified version of this function (Kleinman et al., 1981), the
probabilities of a man 50 years of age dying from CHD during
a given year according to selected values of systolic blood
pressure (BP), serum cholesterol, and number of cigarettes
smoked per day are shown below:

Cigarettes Probability

Systolic BP Cholesterol per day per 10,000
130 185 0 16
150 185 0 22
170 186 o] 30
130 260 0 26
130 185 20 31
170 260 20 88

Note that the probability of dying increases with increasing
blood pressure even when blood pressure is below 160 mmHg.
If the risk of each risk factor were additive, the probability of
dying for a man who has blood pressure of 170 mmHg, choles-
terol of 260 mg/dl, and who smokes 20 cigarettes per day would
be 16 + (30 — 16) + (26 — 16) + (31 — 16) = 55 per 10,000.
However, the probability estimated by the multiple logistic
function is 88, 60 percent greater than thé additive risk.

The multiple logistic function is used in this article to sum-
marize the joint impact on CHD mortality of changes in the
three risk factors between NHANES I and NHANES II. For
each respondent, a probability of CHD death based on age,
sex, systolic blood pressure, serum cholesterol, and number of
cigarettes smoked per day was calculated. This probability was
computed by applying a logistic equation derived from the
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Framingham Heart Study to the values of the risk factors
measured in NHANES (Kleinman et al., 1981). The mean
value of these probabilities for each age-race-sex group of
NHANES respondents provides an estimate of the group’s “ex-
pected” CHD mortality rate.! Change in the expected death
rates between NHANES I and NHANES II provides an esti-
mate of the potential- impact of risk-factor changes on CHD
mortality.

Several important assumptions underlie this approach. One
is that the effects of the risk factors on CHD have not changed
over time. Second, although different risk-factor effects are used
for men and women, it is assumed that the effects of the risk
factors on CHD are the same for each age and race group.
Although the assumption regarding age has been examined and
found to hold approximately (Shurtleff, 1974), available data
are not adequate to test whether risk-factor effects differ by
race (Gillum, 1982). Finally, it is assumed that the effect on
CHD mortality of a modified risk factor is the same as if the
risk factor were at the lower level “naturally.” For example, it
is assumed that a person who is taking antihypertensive drugs
and, as a result, has a blood pressure of 140 mmHg has the
same risk of CHD death as one who has blood pressure of 140
and has never been treated for hypertension. The latter as-
sumption has recently been called into question (National In-
stitutes of Health, 1982).

Results

Individual risk factors

The prevalence of elevated blood pressure increases with
age and is greater among black people than among white people.
In general, men in the age group 35-44 years are more likely to
have elevated blood pressure than are women of the same age,
but such differences are minimal for those 45 years of age and
over (National Center for Health Statistics, 1982d).

Between NHANES I and NHANES 11, the proportion of
persons with elevated blood pressure decreased substantially
(table A). The relative decrease was greatest for black men (37
percent). As a result, the race differentials so evident in the
1971-75 survey narrowed substantially by the 1976—80 survey.

The prevalence of elevated cholesterol generally varies ac-
cording to age and sex but not according to race. Among men,
the prevalence is lowest in the age group 35-44 years but
prevalence by age varies little for those 45-74 years. Among
women, however, the prevalence increases with age. As a result,
women under 45 years of age have a lower prevalence of ele-
vated cholesterol than do men while the reverse is true for those
55 years of age and over (National Center for Health Statistics,
1978). However, the change in prevalence of elevated choles-
terol between survey periods was not statistically significant
for the four race-sex groups (table B).

In general, the proportion of adults who were current cig-

ISince these probabilities are rough approximations and occasionally result in
unusually large or small values, “trimmed” means (omitting the upper and lower
10 percent of the values) were used to provide more stable estimates of “ex-
pected” death rates.
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Table A. Age-adjusted! prevalence rates of elevated blood pressure?
for persons 35—74 years of age, according to race and sex:
United States, 197175 and 1976—80

Elevated blood pressure

Race and sex 197175 1976-80
White Rate per 100 population
Men. . e L 22.2 19.0
Women us v ) Lo 19.0 14.5
Black
Man. . .ol o0 43.5 276
Women . ... = .. . .. .0 00 378 324

1Age adjusted by direct method to the 1976—80 National Health and Nutrition
Examination Survey population.

2gystolic blood pressure of at least 160 mmHg and/or diastolic blood
pressure of at least 95 mmHg.

SOURCE: National Center for Health Statistics: Data from the National Health
and Nutrition Examination Survey.

Table B. Age-adjusted’ prevalence rates of elevated serum
cholesterol levels? for persons 35—74 years of age, according to
race and age: United States, 1971-75 and 1976-80

Elevated serum

cholesterol/
Race and sex 197175 1976-80

White Rate per 100 population
Men.. . . i.o.0 o i ol i iiean 12.7 19.5
Women.... .o siel il 289 24.9

Black
Men., | | Ly a2 22.6
Women . . . .0 i L i 23.9 24.3

TAge adjusted by the direct method to the 1976—80 National Health and
Nutrition Examination Survey population.
25erum cholesterol of at least 260 mg/dl.

SOURCE: National Center for Health Statistics: Data from the National Health
and Nutrition Examination Survey.

arette smokers decreased between NHANES I and NHANES
IT (table C). The decline was greatest for black women (24
percent)? and intermediate for white and black men (7 percent
and 5 percent, respectively). There was no change in smoking
for white women. As a result, the race differential among women
disappeared in NHANES II. Black men had the highest prev-
alence of smoking in both survey periods.

The proportions of heavy smokers (25 cigarettes or more
per day) in the population did not change significantly between
survey periods. Thus, the decrease in smoking between survey
periods resulted from a reduction in the proportion of light and
moderate smokers.

21t should be noted that the age-adjusted prevalence rate of smoking among
black women estimated from NHANES I (40 percent) is higher than the 35
percent estimate from the 1974 National Health Interview Survey (NHIS). The
decrease in smoking prevalence among black women estimated from NHIS is
about 10 percent, compared with 24 percent from NHANES. NHIS and
NHANES data for the other three groups agree quite well.



‘Table C. Age-adjusted’ rates of current smokers? and those who
smoke 25 cigarettes or more per day for persons 35—-74 years
of age, according to race and sex: Umted States. 1971- 15 and
1976-80

5 25 cigarettes or
Current smoker

mare per day
Race and sex 1971-75 1976-80 1971-75  1976-80
White Rate® per 100 population -
Men.., . ... 40.6 37.6 171 ; 105
Women . ..o, 21 3. . A]3 a0 82
Black
Men..... e 48.7 : " 485 5.6 9.6
Wamen ... .. .: 398 29.9 (e 3.5

‘Age adjusted by the direct method to the 1976—80 Natlonal Health and
Nutrition Examination Survey population.

2A current smoker is a person who has smoked at least 100 cigarettes and
who now smokes; includes occasional smokers. :

3Base of percent excludes persons with unknown smoking status.

SOURCE: National Center for Health Statistics: Data from the National Health
and Nutrition Examination Survey.

Multiple risk factors

As discussed, people with more than one elevated risk factor
are at especially high risk of CHD mortality. The percent of the
population with two or more risk factors is higher among black
people than among white people, but there is little difference

between men and women (figure 1). As previously noted, the
proportion of adults with elevated blood pressure and the pro-
portion of adult cigarette smokers decreased between NHANES
I and NHANES II. These decreases were greater for black
people than for white people and are reflected in a greater de-
crease in the proportion of black people with two or more risk
factors. Despite these marked changes in the risk-factor distri-
bution between surveys, only 27 percent of black men, 35 per-
cent of black women, 41 percent of white men, and 43 percent
of white women had no elevated risk factor in the late 1970’s.

Impact on coronary heart disease
mortality

Previous sections of this article have examined the change
in national prevalence of elevated blood pressure, cigarette
smoking, and elevated serum cholesterol levels among adults
35-74 years of age. In this section, the impact of these changes
on CHD mortality is examined using the approach outlined in
the Methods section. Changes in observed CHD mortality re-
ported from vital statistics are compared with expected CHD
mortality estimated from NHANES risk-factor data for adults
35-774 years of age.

Expected CHD mortality based on risk-factor data from
NHANES declined by 13—16 percent for black people and 7-8
percent for white people (table D). The differences between
men and women were not statistically significant. Observed

100

~ Percent distribution

1’971 -75 1976-80
White men

197175 197680
W‘hite“wumen' '

_ current smoker.

1971-75 1976 80
Black men

1Age adjusted by the direct method to the population at msdpomt of the 1976-80 Naimnal Health and Nutrition Exammatlon Survey .
Risk factors are systolic blood pressure of at least 160 mmHg and/‘or éuastolsc blood pressure of 95 mmHg, serum cholesterol level of at Ieast 260 mg.fdl and

SOURCE: National Center for Health Statistics: Data from the National Health and Nutrition Examination Survey.

l:, 2 or more
risk factors

| 1 risk factor

- 0 risk factor

. 189711715 197680
' Black women

Figure 1. Age-adjusted! percent distribution of persons 35-74 years of age, according to selected number of coronary heart disease risk
. factors,2 race, and sex: United States, 1971-75 and 1976-80.
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~ Percent decreas

17
18
Black . -
Men.. .. . .00 L P . E g 18 _ 1
Women..' .......... e 24 186

'Age admsterf hy direct method to the 1976—-89 Natlonal Health and
Nutrition Examination Survey population.

Zpercent decrease between 1973 and 1977-78.

3Estimated from risk facto measured in the !9?1«?5 and 7973—80 Natnonal
Health and Num n"Exa

NOTE Codas for coronary
Revision |
Umredsmas

Vltal Slétastl.cs System

Health and n Examination Survey and th

CHD mortality declined 24 percent among black women and
16—18 percent for each of the other three groups. Dividing the
percent change in expected rates by the percent change in ob-
served rates gives a rough measure of the portion of the decline
in mortality that can be attributed to risk-factor changes. That
portion was about 41 percent for white men, 44 percent for
white women, 67 percent for black women, and 81 percent for
black men. These results suggest that reduction in risk-factor
levels could account for a substantial portion of the decline in
CHD mortality, especially among black people. This approach
to estimating the impact of risk factors on CHD mortality in-
volves several assumptions previously discussed and is useful
only as a rough indicator. Furthermore, the sampling variation
in the estimates is substantial.

Conclusion

This article has examined recent changes in national prev-
alence of elevated blood pressure, cigarette smoking, and ele-
vated serum cholesterol and the contribution of these changes
to the decline in coronary heart disease mortality. During the
1970’s, there was a substantial decline in the prevalence of
elevated blood pressure. A small decrease in the prevalence of
smoking was also observed. However, the change in the prev-
alence of elevated cholesterol was not statistically significant.

These decreases in risk-factor prevalence are encouraging,
especially in instances where high-risk subgroups show sub-
stantial declines. For example, black men and women showed
the greatest reductions in the proportion with two or more ele-
vated risk factors between NHANES I and NHANESII. As a
result, the race differentials so evident in NHANES I narrowed
substantially by NHANES II. Furthermore, by applying a
model developed in the Framingham Heart Study to the risk-
factor measurements in the two surveys, it appeared that the
joint impact of these risk-factor changes may account for a
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substantial portion of the decline in CHD mortality, especially
among black people.

The declines in risk factors have come about after sustained
effort on the part of voluntary and government agencies to in-
form the public about the benefits of hypertension control, ces-
sation of smoking, exercise, and a more healthy lifestyle in gen-
eral. Although it is not possible to verify a causal link between
these events, the temporal sequence suggests that changes were
accelerated by making information available to the public and
health professionals. For example, the decline in smoking began
just after the release of the first Surgeon General’s Report on
Smoking and Health (Warner, 1981). Similarly, decline in
prevalence of elevated blood pressure was barely evident be-
tween 1960-62 and 1971-75 (National Center for Health
Statistics, 1981). Yet the decline between 1971-75 and
1976-80 coincides with several programs to inform physicians
and the public about the benefits of hypertension control (Hy-
pertension Study Group, 1971; National Heart and Lung Insti-
tute, 1973; Stross, 1981; Stamler, 1976; Levy, 1982).

However, the link between the declines in risk factors and
the decline in CHD mortality is even more difficult to ascertain.
Although the results presented here suggest that risk-factor re-
duction could have accounted for a substantial part of the decline
in CHD mortality, the methodology used is approximate and
subject to many limitations (Kleinman et al., 1979; Klein-
man et al., 1981). The only direct way to investigate the ef-
fects of risk-factor change on CHD mortality is through the use
of randomized clinical trials. Unfortunately, the results of
the few such trials that have been undertaken are somewhat
equivocal.

The Multiple Risk Factor Intervention Trial (MRFIT)
was the largest such study designed to determine whether re-
ductions in smoking, cholesterol, and blood pressure had an
effect on heart disease mortality among high-risk, middle-aged
men (National Institutes of Health, 1982). MRFIT did not
demonstrate a statistically significant difference in coronary
heart disease mortality between a group with “Special Inter-
vention’’ and one with “Usual Care’’ for more than 6 years of
followup. The unexpectedly low CHD mortality rates in the
“Usual Care” group reduced the probability of being able to
detect a significant difference in death rates. It should be noted,
however, that declines in risk factors were nearly matched by
the participants in the two groups.

Other problems in interpreting the results from MRFIT
and other intervention trials have been discussed by several
authors (Freis, 1982; Kuller, 1980; Lundberg, 1982; Marwick,
1982). The efficacy of certain interventions, especially when
risk factors are only moderately elevated, remains controver-
sial. However, the values of not smoking and of reducing very
high blood pressure and cholesterol levels are generally agreed
upon. Previous studies indicate that the prevalence of elevated
cholesterol declined between 1960-62 and 1971-74 (National
Center for Health Statistics, 1978) and that the prevalence of
smoking declined since the mid-1960’s (Kleinman et al., 1979).
The data presented here show that the prevalence of elevated
blood pressure declined between 1971-75 and 1976-80. Al-
though definitive evidence linking the reduction in risk-factor
levels to the decline in CHD mortality is lacking, the results



presented in this article suggest that changes in risk-factor levels
could account for a portion of the mortality decline.
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Introduction

The Surgeon General has warned women about the hazards
to the infants of mothers who smoke cigarettes or consume
alcohol before or during pregnancy:

Smoking slows fetal growth, doubles the chance of low birth
weight, and increases the risk of stillbirth. Recent studies suggest
that smoking may be a significant contributing factor in 20 to 40
percent of low weight infants born in the United States and
Canada. Studies also indicate that infants of mothers regularly
consuming large amounts of alcohol may suffer from low birth
weight, birth defects, and/or mental retardation. Clearly, both
previously developed habits need careful attention during preg-
nancy. (Office of the Assistant Secretary for Health and the Sur-
geon General, 1979)

Excessive alcohol use is also associated with a pattern of
abnormalities called Fetal Alcohol Syndrome (FAS). The
National Institute on Alcohol Abuse and Alcoholism has re-
ported to Congress:

Some clinical studies of alcoholic mothers and some animal studies
give evidence that heavy use of alcohol during pregnancy may
result in a pattern of various abnormalities in the offspring. . ..
Current estimates conservatively suggest an incidence on the
order of magnitude of 1 per 2,000 live births. Some evidence
suggests that among 100 mothers drinking more than 1 ounce of
absolute alcohol per day one might find one case of FAS. On this
basis, FAS would be the third leading cause of birth defects as-
sociated with mental retardation, exceeded only by Down’s syn-
drome and spina bifida. Of the three, only FAS is preventable.
(Malin and Munch, 1980)

Although studies have reported a decrease in drinking
(Little, Schultz, and Mandell, 1976; Stein and Kline, 1983)
and smoking during pregnancy (Hook, 1976), they have been
based on small numbers of women in selected localities. This
article reports on changes in drinking and smoking behaviors
during pregnancy for a national sample of married mothers
who had live births in 1980. Variations in smoking and drink-
ing are examined before and during pregnancy according to
maternal race, Hispanic origin, age, and education.

Data source

Data used in this article are from the 1980 National Natal-
ity Survey. (See Appendix I.) About 6 months after delivery, a
sample of married mothers of live-born infants were mailed a

questionnaire to assess social and demographic characteristics
and prenatal health behavior, including smoking and drinking.
(Unmarried mothers were not sent questionnaires because of
confidentiality constraints in certain States.) This article is
based on the 56 percent of married mothers who responded to
the mail questionnaire (4,405 respondents), the only source of
information on smoking and drinking practices before and dur-
ing pregnancy.

Several things are important to note. The proportion of
births to unmarried mothers varies widely by race, age, and
other variables. For example, in the U.S. population nearly 90
percent of all white mothers are married but only 45 percent of
black mothers are married. The smoking and drinking behaviors
of unmarried mothers may differ from those of married mothers.
It is also important to note that the data in this article are un-
weighted, but selected comparisons with weighted data did not
reveal any serious differences.

Mothers were asked which national origin they identified
with most. Nearly two-thirds of those who identified with the
Hispanic origin reported their race as white. Approximately
one-third reported their race as other than black or white, leav-
ing about 1 percent reporting themselves as black. Therefore,
in this article race and Hispanic ethnicity are not mutually ex-
clusive categories.

Regarding smoking, mothers were asked, “On the average,
how many cigarettes did you smoke per day before you found
out that you were pregnant?”’ and “On the average, how many
cigarettes did you smoke per day after you found out that you
were pregnant?”’ Women who reported smoking one or more
cigarettes per day were defined as smokers.

Regarding drinking, women were asked “Did you drink
any alcoholic beverages (beer, wine, or liquor) during the 12
months before your 1980 delivery?” and, if yes, ‘“How often
did you usually drink alcoholic beverages; that is beer, wine,
and/or liquor?” and “On the day or days that you drank, how
much did you drink on the average per day?” Identical ques-
tions were asked for the periods before pregnancy and during
pregnancy. Convenient check boxes with a wide range of pos-
sible responses were provided.

From responses to the above questions regarding drinking,
alcohol consumption, defined as the average daily consumption
of absolute alcohol expressed in ounces, is calculated as follows:

alcohol consumption = ounces of absolute alcohol consumed per day

on the average
= 0.5 X quantity factor X frequency factor.

19



The factor of 0.5 ounces per drink is used to translate the ques-
tionnaire response to ounces of alcohol consumed. This is ap-
proximately the amount of absolute alcohol contained in one
beer, one glass of wine, or one mixed drink. The quantity factor
is the average number of drinks per drinking day. The frequency
factor translates the answer to ‘“‘How often do you drink?”’ into
a proportion of the time that is spent drinking. A mother who
had one drink three times a week or three drinks once a week
would have had the same average daily consumption of alcohol.

Findings

Prepregnancy smoking and drinking
behavior

Figure 1 shows the distribution of mothers according to
both smoking and drinking. Before pregnancy, nearly one-third
of mothers smoked and more than one-half drank. More than
one-third of mothers abstained from both smoking and drinking,
and one-fifth both smoked and drank. However, these behaviors
varied substantially among different subgroups of mothers.

Smoking—The prevalence of smoking was higher among
white mothers than among black mothers and other mothers
(table A). Almost. one-third of white mothers smoked before
pregnancy, compared with about one-fourth and one-fifth of
black and other mothers, respectively. Less than one-quarter of
Hispanic mothers smoked.

Smoking prevalence decreased with age among white
mothers. Nearly 1 out of 2 mothers under 20 years of age
smoked, but about 1 out of 4 mothers 25 years of age and over
smoked. Among all other mothers, the same pattern of decreased
smoking with age prevailed.

Mothers under 20 years of age are excluded from the anal-
ysis by educational attainment because some of these mothers
would not have had a chance to complete their education. The
prevalence of smoking declined steadily with increased educa-
tion among white mothers. Prevalence ranged from nearly 60
percent of mothers with less than 12 years of education to only
15 percent of those with 16 years or more. Among all other
mothers, college graduates were the least likely to smoke, but
no other differences by years of education were found.

Drinking—As with smoking, drinking was more common
among white mothers than among black and other mothers.
Nearly 58 percent of white mothers drank, compared with 39
percent and 35 percent of black and other mothers, respectively.
Forty percent of Hispanic mothers drank.

Although smoking decreased with age and education for
all mothers, drinking increased with age and education. Among
white mothers, drinking increased from 42 percent for mothers
with less than 12 years of education to 67 percent for mothers
with 16 or more years of education. Among all other mothers,
drinking was less prevalent for those 30 years of age and over
but did not vary by education.

Smoking and drinking—About 22 percent of white
mothers both smoked and drank, compared with about 14 per-
cent of black mothers and 13 percent of all other mothers. The

Before pregnancy

Drinker
but not smoker

Not smoker
34.2 and not drinker
349

*

all-drinkers 55,09

_ Smoker
and drinker

SOURCE: Natjona!_ Center for Health Stativstics: Preliminary data frprn the National Natality Survey.

During pregnancy

Drinker
but not smoker
212

Not smoker
and not drinker
47 .4

Figure 1. Percent distribution of married mothers of live-born infants, according to smoking and drinking.behaviors before and during
pregnancy: United States, 1980

20



Table A. Smoking' and drinking? behavior before pregnancy of married mothers of live-born infants, according to selected characteristics:

United States, 1980

Not
smoker Smoker Smoker  Drinker
All All and not  but not and but not
Characteristic Number smokers  drinkers Total drinker drinker  drinker smoker
Percent of mothers Percent distribution
All mafried mothers . . ... ... . .. o0 o 4,405 30.8 bhi0 100.0 34.9 101 20.8 94.2
Race
White. ..~ o L L e 3,888 32.0 876 100.0 ] 10.2 21.8 35.6
Black .. .. 00 el 250 248 282 100.0 49.6 11.2 13.6 25.6
therr ... .= ... . .. B0 267 19.9 345 100.0 58.4 7.4 12 217
Hispanic origin .
Hispeeic. . . .. o0 . s s 263 23.3 39.9 100.0 51.0 9.1 14.2 25 7
NanHispanie. ..., ... .. | el 4,152 31.4 e 100.0 33.9 10.2 21.2 34.8
Age
All races:
Under 20 years . gl o el s 330 47.3 40.3 100.0 281 20.6 26.7 * 13.8
20024 veabs o0 L B D e 1,393 36.8 530 100.0 351 1.8 248 281
25-29wyeats .. . 0 0 1,608 2:3 58.2 100.0 338 8.0 19.3 389
S0=84years . 0. oLl Ds e e 846 232 58.6 100.0 34.2 T4 16.0 42.7
35yearsandover . ... .0 .0 0 L 0 228 254 581 100.0 37.3 9.6 15.8 373
White:
Under20vears ... ... . ... .0 ... ... 282 48.9 40.4 100.0 48.3 21.3 277 12.8
20-ZA years - o an s s s il B 1,239 37.9 54.2 100.0 33.5 123 257 28.6
25-20wvears. e e e ine e B 1,442 27.9 60.5 100.0 31.8 7.8 20.2 40.3
30-84wvears . ... ., L. 740 24.9 63.4 100.0 29.2 7.4 17.4 459
Bhvedveandover . .0 0 0 L 185 27.6 57.8 100.0 B1.9 10.3 17.3 40.5
All other:3
UnderdOweare . L0 n e e 48 376 39.6 100.0 43.8 16.7 20.8 18.8
2084 ydars . ... 0 0L 154 273 42.9 100.0 48.1 9.1 18.2 24.7
28500 wears. L a0 166 21.7 38.6 100.0 51.8 9.6 120 26.5
30-3dwyears . .. ... . . 0.0 0 106 113 255 100.0 68.9 57 5.7 19.8
dbyedars Endover . oo e D L 43 163 328 100.0 60.5 e 9.3 23.3
Education®
All races:
O-tlvears .. .. ... . ... ... .. . ... .. 432 49.8 40.7 100.0 36.3 229 26.9 13.9
Vayeare ol Al 1,823 34.4 54.5 100.0 35.1 10.4 24.0 30.5
13-18vyears . . .... . . . ... ... .. 936 25.0 59.4 100.0 332 7.4 17.6 41.8
f8vEdlsopmore oo e e e e 884 14.5 63.9 100.0 33.9 2.1 12.3 b1.6
White:
O=llwears ... .. . . .. . 00 . 0 332 57.2 41.9 100.0 304 217 29.5 123
T2verms .o ol e el 1,666 35.7 56.2 100.0 231 10.6 25.0 312
13Abyaars . ... . o L 827 253 62.6 100.0 305 6.9 18.4 44.3
18Veartborpore. .. 0 L 00 L e 781 14.7 67.3 100.0 31 1.b 132 54.2
All other:3
OV lveais o 0l R e 100 250 ara 100.0 56.0 7.0 18.0 19.0
12%ears. . . . L 157 21.7 36.3 100.0 55.4 8.3 13.4 22.9
13-18¥ears ... . . . ... ... i 109 22.9 34.9 100.0 54.1 1.0 11.9 22.9
1Byearsormore. . o0 000 0 00 L 103 12.8 259 100.0 b5 3 6.8 5.8 32.0

1Smokers are those who smoked at least 1 tobacco cigarefte per day.

2Drinkers are those who consumed at least 1 drink (0.5 oz. of absolute alcohol) once a month.

3Includes all other races not shown separately.
4Includes mothers who are 20 years of age and oveF.

SOURCE: National Center for Health Statistics: Preliminary data from the National Natality Survey.

prevalence of the combination of behaviors decreased with age
and education for both white mothers and all other mothers.

Abstention—Abstention from smoking and drinking before
pregnancy was much higher among black and other mothers
than among white mothers. One-half of black mothers, nearly
three-fifths of other mothers, but less than one-third of white
mothers abstained before pregnancy. More than one-half of
Hispanic mothers abstained.

Through 30-34 years of age, abstention increased with
age for other mothers and decreased with age for white mothers
but varied little by educational attainment.

Typically, smokers were white mothers under 25 years of
age with a high school education or less, and drinkers were
white mothers 25 years of age and over with more than a high
school education. Younger white mothers and white mothers
with 12 years of education or less were most likely to consume

21



both alcohol and cigarettes. Hispanic mothers, black mothers,
and other mothers were most likely to abstain and least likely
to either smoke or drink.

Change in smoking and drinking behavior
during pregnancy

Mothers were much more likely to stop drinking than to
stop smoking during pregnancy (table B). Of those who had the
habit before pregnancy, 30 percent stopped drinking and 18
percent stopped smoking. Of mothers who both smoked and
drank prior to pregnancy, 43 percent gave up either cigarettes
or alcohol or both, reducing the prevalence of both habits from
1 out of 5 pregnant women to 1 out of 8 (figure 1). Twenty
percent of mothers with either of these habits before pregnancy

became abstinent during pregnancy, increasing the prevalence
of abstinence from 1 out of 3 to 1 out of 2 mothers.

Change in smoking—No significant differences by age,
race, or Hispanic origin were found in the proportion who
stopped smoking. However, educational attainment was directly
related to the tendency to stop smoking. Of white mothers who
smoked, the proportion who stopped during pregnancy ranged
from 10 percent for mothers with the least education to 24
percent for mothers with the most education. Thus, the differ-
ence between the highest and lowest educational groups in the
prevalence of smoking became even greater during pregnancy
than it was before.

Change in drinking—White mothers who drank were not
as likely to stop drinking as were other mothers. For mothers
under 35 years, the age of the mothers who drank was inversely

Table B. Change in smoking? and drinking? behavior during pregnancy of married mothers of live-born infants, according to selected

characteristics: United States, 1980

With 1 or both habits
With both habits

Stopped Stopped Became and stopped
Characteristic smoking drinking abstinent 1 or both
Percent of mothers
Mmemedmothars... | . ... e 178 29.6 19.6 43.1
Race
Whte . . . L L 1/ 29.0 19.1 429
Blaclk .0 v e e e e s, 129 37.8 26.2 35.3
Other® ... . .. ..., ... 0 00 ol il i el : 20.8 37.0 23.4 55.9
Hispanic origin
Hispaniio. o i e e e e e e 25.4 277 20,2 50.0
NGh Hikpanine 0 0 0e L 1713 29.7 19.6 42.8
Age?
All races:
Dnder20vesrs . o0 oo lonile ol adile i G b e e i 19.9 39.1 17.4 54.5
GO0 2dwaeaes . - L0 o oL e G 17.4 da9.2 191 46.5
BE2Q weara vy L e e D I e e e 18.0 29.5 21.3 41.2
O vaate 0 0 e b e R e LG 18.9 22.4 18.5 333
BByearE AR DVED iy Ll e sy 6.9 28.1 1.5 36.1
White: i
Under20yegars = = 0 v 0 DD U L e 203 39.5 112 551
PO=PA YBAIS . [0 L il v s v e e e i i rma e 17.0 32.4 18.4 459
g5 Sgwdme 0 0L DL e L e 18.1 29.5 212 41.6
el P VR s e e el e 19.6 21.3 17.7 33.3
85 vearsandover . 0. W S e e 7.8 25,2 15.9 34.4
Education?8
All races:
O-11vyears ... .. 0.0, .. e e e e 9.8 29.5 9.5 40.5
T2yetm, o e el L e L s B 16.9 30.8 19.3 42.0
138stbvemrs ¢ 00 0 L L a e B el el 21.8 252 20.0 40.0
18yaanibeinore i ol D e e e 24.2 29.7 Zh.b 45.9
White:
O=11lwyears ... ... .... L 10.0 30.2 e 39.8
TOMRdRE . L L Lo e T 16.5 30.2 18.6 41.7
13-18years . . L Ll el e e e e 23.0 245 19.7 40.8
16 YEarsS OTMONE. .« v - r i ne st are =g s s v it aid il llL L L 24.3 28.5 245 44.7

TSmokers are those who smoked at least 1 tobacco cigarette per day.

2Drinkers are those who consumed at least 1 drink (0.5 oz. of absolute alcohol) once a month.

3Includes all other races not shown separately.

4For all other races, number of cases was too few to meet standards for precision or reliability.

SIncludes mothers who are 20 years of age and over. .

SOURCE: National Center for Health Statistics: Preliminary data from the National Natality Survey.
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related to the tendency to stop drinking. For example, of white
mothers under 35 years who drank, the older the mother the
smaller the proportion who stopped drinking. However, there
were no significant differences by education in the proportion
who stopped drinking.

Change in behavior of mothers who smoked and drank—
Mothers who both smoked and drank before pregnancy were
more likely to give up alcohol than cigarettes during pregnancy.
Of these mothers, 43 percent of white mothers and 35 percent
of black mothers gave up one or both behaviors during preg-
nancy, compared with 56 percent of other mothers. Half the
Hispanic mothers stopped one or both habits during pregnancy
(table B).

Percent becoming abstinent—Of mothers who either
smoked or drank or had both habits before pregnancy, about 1
out of 5 became abstinent during pregnancy.

Quantity and frequency of cigarettes and
alcohol consumed

Table C shows the changes in amount of smoking and
drinking after pregnancy was confirmed. Of the 31 percent of
mothers who smoked before pregnancy, most smoked more
than 10 cigarettes per day. About 12 percent of these stopped
smoking during pregnancy, and an additional 27 percent re-
duced their consumption. In addition, nearly one-third of those
who smoked 1-10 cigarettes per day stopped smoking during
pregnancy. The prevalence of those who smoked more than 10
cigarettes per day dropped to about 14 percent during preg-
nancy, and the prevalence of nonsmokers increased from 69
percent before pregnancy to 75 percent during pregnancy.

Fifty-five percent of mothers drank before pregnancy, but
only 16 percent drank three drinks or more per week. About 17
percent of these stopped their drinking during pregnancy, and
another 65 percent reduced their consumption. In addition,
one-third of those who consumed less than three drinks per

week stopped drinking altogether during pregnancy. The prev-
alence of women drinking three or more drinks per week dropped
to only 3 percent during pregnancy, while the prevalence of
nondrinkers increased from 45 percent before pregnancy to 61
percent during pregnancy.

Conclusion

This article has shown major differences in smoking and
drinking by maternal race, Hispanic origin, age, and education.
However, certain limitations of the data should be noted. First,
it is important to emphasize that these differences are based on
married mothers only. Since the proportions of births to un-
married mothers vary substantially by these same variables,
the differences in smoking and drinking should not be general-
ized to all mothers. Second, the response rate to the mail ques-
tionnaire was only 56 percent. If nonresponding mothers are
more likely to be smokers or drinkers, the estimates presented
here will be low. Finally, mothers may have underreported
their behavior because of guilt feelings aroused by media cam-
paigns to persuade them to reduce smoking and drinking during
pregnancy. If so, the estimates of smoking and drinking could
be considered minimum estimates.

Despite these limitations, however, the results obtained
here for married mothers’ smoking and drinking behaviors before
pregnancy are similar to those for the general population of
women in the reproductive ages 15-44 years (National Center
for Health Statistics, 1979; National Institute on Alcohol Abuse
and Alcoholism, 1982a and 1982b; Malin, Hartsock, and
Frank, 1982). When pregnancy is confirmed, reductions in
smoking and drinking occur. Although the prevalence of drink-
ing is much higher than the prevalence of smoking among
mothers included in the survey, the reduction in drinking is
much more pronounced than the reduction in smoking. This is
opposite to what might have been expected. Media messages
have documented the deleterious effects of maternal smoking

Table C. Smoking and drinking behavior during pregnancy of married mothers of live-born infants, according to level of behavior before

pregnancy: United States, 1980

Before pregnancy During pregnancy
Percent
Behavior Number distribution Total None Level 1 Level 2

Average daily smoking Percent distribution
Allbehaviors, . ..o asiial 0L L 4,405 100.0 100.0 74.5 12.0 135
Nonelir, on - o e e 3,044 69.1 100.0 99.9 0.1 0.0
110 cigerpttes (bevalilyn | o - o e 412 . 94 100.0 31.3 65.8 2.9
11 cigarettesormore {Level 2) . .....ciovicn il 0. 949 21.6 100.0 11.8 26.8 61.4

Average weekly drinking

AlLDENBaVIOrS. . covmiisn il D0 e e 4,405 100.0 100.0 60.9 35.9 3.2
Noned, = - . egmaweiml el e 1,981 45.0 100.0 99.1 0.8 0.1
Lass thand drinks{Levei 193, = . o ine ml i 1.741 355 100.0 34.5 64.6 09
Sdnnkeorinore (Lavel 28 o geian 0] 683 16.6 100.0 17.4 64.6 18.0

'Did not smoke even 1 cigarette a day.

2Consumed less than 1 drink (0.5 oz. of absolute alcohol) less than once a month.
3Consumed 0.01-0.19 oz. absolute alcohol each day on the average.

4Consumed 0.19 0z. or more absolute alcohol each day on the average.

SOURCE: National Center for Health Statistics: Preliminary data from the National Natality Survey.
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for two decades, while messages concerning the hazards of
maternal drinking have been more recent and more modest.
However, it is likely that giving up nicotine is more difficult
than giving up alcohol (Eysenck, 1973). Given the levels of
smoking and drinking observed in this study, smoking may have
been more deleterious to the fetus than drinking.

Since smoking is usually a daily habit, a strong physiolog-
ical and psychological dependency can be created. Most of the
mothers in this survey who smoked did so daily, and most of
the mothers who drank did so less frequently. In fact, the largest
number of mothers who drank consumed the weekly equivalent
of only one or two drinks. Apparently, drinking three or more
alcoholic beverages per week was extremely rare among the
women in this survey. Therefore, alcohol addiction probably
was not a factor for the majority of drinking mothers and may
have accounted in part for the larger reduction in drinking than
smoking. Furthermore, one study suggested that moderate to
heavy drinkers may decrease their drinking during pregnancy
because alcohol becomes distasteful or causes adverse physio-
logical effects (Little, Schultz, and Mandell, 1976).

Studying the smoking and drinking behavior of pregnant
women is the first step in researching the effects of maternal
behavior on fetal growth, development, and survival. The next
step, already underway, is to explore the effects of smoking and
drinking on pregnancy outcome. In these analyses, sociodemo-
graphic factors must be carefully controlled to rule out their
confounding effects.
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Employment Characteristics
of Mothers During Pregnancy

by Diane Makuc, Dr.P.H., National Center for Health
Statistics, and Nina Lalich, National Institute for Occupational
Safety and Health

Introduction

Reproductive hazards in the workplace are receiving more
attention as the number of women in the work force increases.
In 1960, 38 percent of women over 15 years of age were em-
ployed. By 1980, this figure had increased to 52 percent (U.S.
Bureau of the Census, 1981). The proportion of married women
employed increased at an even greater rate, from 32 percent in
1960 to 51 percent in 1980. Married women with children
accounted for most of this increase. Among married women
with children 6-17 years of age, the proportion employed rose
from 39 percent in 1960 to 62 percent in 1980. Among married
mothers with younger children, the proportion employed more
than doubled from 19 percent in 1960 to 45 percent in 1980.

Excess numbers of adverse pregnancy outcomes have been
observed among workers in several occupational groups, but it
has been difficult to attribute these excesses to specific sub-
stances (Strobino, Kline, and Stein, 1978). Women may be
exposed to a variety of potentially harmful substances at work,
including substances that can cause abnormal development of
the fetus. These substances, known as teratogens, include
physical, biological, and chemical agents.

Although many environmental agents have been identified
as teratogens in mammals, only a few have been confirmed as
teratogens in humans. These include alcohol, ionizing radia-
tion, biological agents such as the rubella virus, and pharma-
ceuticals such as thalidomide, dilantin, and diethylstilbestrol
(DES) (Wilson, 1973; Shepard, 1980). Few human teratogens
have been identified because the effects of teratogens on the
human fetus are extremely varied and often difficult to measure.
Teratogens can cause spontaneous abortions, malformations,
low birth weight, stillbirth, neonatal death, developmental dis-
abilities, and childhood cancer (Strobino, Kline, and Stein,
1978). A single hazardous agent may operate by different
mechanisms to produce a variety of cutcomes. Variation in the
amount of exposure or the timing of exposure in relation to the
development of the fetus also may lead to different adverse
outcomes.

Associations between specific occupational exposures and
adverse pregnancy outcomes have usually been demonstrated
by studying women in workplaces where certain exposures are
known to occur. For example, a study of women in the plastics
industry who were exposed to styrene and viscose rayon found
an excess number of spontaneous abortions (Hemminki,
Fransilla, and Vaineo, 1980). Studies of hospital operating
room personnel and other workers exposed to waste anesthetic

gases have found associations between anesthetic gases and
spontaneous abortions, congenital malformations, and low birth
weight (Cohen et al., 1974; Pharoah et al., 1977). Other studies
have shown an increased incidence of congenital malformations
among laboratory technicians (Meirik et al., 1979) and women
exposed to organic solvents during pregnancy (Holmberg,
1979).

In addition to exposures encountered in traditionally female
occupations, women face new exposures as they take jobs that
traditionally employ men. For example, the number of women
in blue-collar jobs increased 20 percent between 1975 and 1980,
from 4.7 million to 5.7 million (U.S. Bureau of the Census,
1981). .

Changing female work patterns and mounting evidence of
associations between maternal employment and pregnancy
outcomes point to a need to monitor more closely the work
patterns of women during pregnancy. This article examines the
work experience of pregnant women, using data from the 1980
National Natality Survey conducted by the National Center
for Health Statistics.

Data sources and limitations

Data used in this article are from the 1980 National Natal-
ity Survey (NNS). (See Appendix 1.) Of the 7,825 married
mothers with live births in the sample, nearly 80 percent (6,223)
responded to questions on maternal employment, including
whether the mother worked at any time during the 12 months
before delivery and a description of the mother’s chief job ac-
tivity during that period. Questions also were asked about em-
ployment dates and weekly hours worked at the chief job activ-
ity. All tabulations in this article are based on the 6,223 married
respondents in the sample. These were weighted up to national
estimates of 2,944,580 married mothers who had live births in
1980. Unmarried mothers were not included in the survey be-
cause of confidentiality constraints in certain States,

The percent of pregnant mothers exposed at work to terato-
gens cannot be estimated directly because NNS lacks data on
occupational exposures to specific hazards. However, adverse
exposures among pregnant workers can be estimated indirectly
by (1) identifying chemical and physical hazards known to be
human or animal teratogens, (2) identifying occupations and
industries where the teratogens have been observed, and (3) esti-
mating the number of married mothers employed in these
occupations and industries during pregnancy. Since all workers
in a particular occupation or industry do not have the same
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exposures, this approach does not estimate the number of preg-
nant workers with actual teratogenic exposures. Instead, this
approach estimates the percent of employed mothers who
worked in jobs where teratogens have been observed by using
NNS and two data bases from the National Institute for Oc-
cupational Safety and Health (NIOSH), the National Occupa-
tional Hazard Survey (NOHS)' (National Institute for Occu-
pational Safety and Health, 1974) and the teratogen subfile of
the Registry of Toxic Effects of Chemical Substances? (Na-
tional Institute for Occupational Safety and Health, 1977).

The teratogens selected for study include three physical
agents and seven chemicals. The chemicals were chosen from
132 chemical compounds that appear in both NIOSH data
bases. The analysis in this article is restricted to the compounds
in this group that were classified in 1979 by NIOSH teratolo-
gists as “recognized animal teratogens™ and have uses other
than pharmaceutical. To be classified as “‘recognized,” the
teratogens were required to have positive findings from at least
two different laboratories and in at least two different mam-
malian species. Three chemicals classified as “recognized
human teratogens” are used only as drugs and are therefore
excluded. By using data from NOHS, it is possible to identify
the occupations and industries where the selected teratogens
have been observed. The distribution of NN'S respondents em-
ployed in those occupations and industries is used to estimate
the percent of employed married mothers working in jobs similar
to those where the selected teratogens were observed.

IThis survey was conduted by NIOSH from 1972 to 1974 on a probability
sample of 4,636 businesses employing nearly 900,000 workers. Its purpose was
to determine the potential for worker exposure to chemical and physical agents
by identifying those agents present in the work area.

2This data base is a compilation of published chemical toxicological and related
data, with information on almost 34,000 chemicals with positive toxic effects,
primarily in animals.

Because questionnaires were sent only to married mothers,
no data are available on the employment characteristics of un-
married mothers. While only 13 percent of white mothers sur-
veyed were unmarried, 60 percent of black mothers were un-
married. Thus, results for black mothers should be interpreted
very cautiously.

Eight percent of the women who responded were under 20
years of age, 68 percent were 20-29 years, and 24 percent
were 30 years of age and over. Because of the small number of
married mothers under 20 years of age and the basic differences
in teenage employment, detailed tabulations are not presented
for this age group. However, some overall data on teenage
mothers are presented in the text. In addition, because only 7
percent of NNS respondents were black, less detailed calcu-
lations are presented for black than for white mothers.

Results

Labor force participation

Among married mothers with live births during 1980, 63
percent of those 20 years of age and over worked at some time
during the 12 months before delivery (table A). Among teenage
married mothers, labor force participation was lower—35 per-
cent for those 15—17 years of age, and 57 percent for mothers
18-19 years of age. The lower labor force participation of
teenagers is at least partially explained by school enrollment.
Among mothers 15-17 years of age, 46 percent attended school
during their pregnancy; among mothers 18—19 years of age, 20
percent attended school. Labor force participation during preg-
nancy also varied by live-birth order, mother’s race, mother’s
education, and interval since a previous live birth. After con-
trolling for these variables, differences in the percent employed
by age are minimal among women 20 years and over.

The number of previous children is the major factor de-
termining whether a woman works before delivery. White

Table A. Married mothers 20 years of age and over employed at any time during 12 months before delivery, according to selected characteristics:

United States, 1980

Race Education for white women?
Less than 12 More than
Live-birth order and interval since last live birth Total White Black 12 years years 12 years
Live-birth order Percent employed
Allbirthorders. ... ... | .0 i 63.2 63.0 66.6 40.4 61.7 711
Istchidisiniis g el e Ll s 85.1 85.7 82.9 59.3 82.8 a1 3
Sdchilds . = o o e e i 57.0 56.1 69.6 49.6 54.5 59.7
Sdehildormore, . ... .. s re sl ciuln. L0t G 42.6 40.5 55.2 28.4 43.0 45.9
Interval

2d child:

Mote than ZYears . . . .akvsnissvi-simiaanebollil ) 0L, 60.3 59.2 74.5 52.1 57.8 63.2

Zyeamorlass ooy E T e 0 il Lo e 45.0 45.0 *46.6 34.1 43.9 48.2
3d child or more:

Mopsithin 2 Veais. . oo con wapdieiiia L iilee 0 ol 44.9 43.0 57.6 297 a4.7 49.8

Dvearsorless o bl L oL L 33.6 31.9 *43.2 *25.4 34.9 317

Includes all other races not shown separately.

2For white women only; numbers for other women too few to meet standards of reliability or precision.

SOURCE: National Center for Health Statistics: Preliminary data from the National Natality Survey.
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women having a first child in 1980 were 50 percent more likely
than those with one other child to work during the 12 months
before delivery and were twice as likely to work as those with
two or more previous children. Black and white women having
a first child were about equally likely to work, However, black
women with at least one previous child were more likely to
work than white women with comparable live-birth order.

The percent of white mothers who work during pregnancy
also differs substantially according to mother’s education. Com-
parable results are not shown for black mothers because of the
small number of black mothers in the survey. Regardless of
live-birth order, the percent employed during pregnancy in-
creases with years of education. The differences are greatest
between those with less than a high school education and other
mothers. For example, among mothers having their first child
in 1980, 59 percent of those with less than a high school educa-
tion were employed, compared with 83 percent of high school
graduates and 91 percent with education beyond high school.

Finally, employment before delivery varies according to
the interval since a previous live birth. Mothers whose previous
live birth occurred more than 2 years before were more likely
to work than mothers with a more recent live birth, regardless
of live-birth order, race, or education.

Full-time and blue-collar employment

Among married mothers who worked during the 12 months
before delivery, 72 percent 20 years of age and over and 58
percent under 20 had full-time jobs, working at least 35 hours
per week. The percent of mothers employed full time varies for
characteristics other than age, but the variation is less than that
shown for labor force participation (table B). Among those 20
years of age and over employed before delivery, 82 percent of
the black mothers worked full time. The percent remained es-
sentially the same regardless of live-birth order. In addition,
among employed white mothers, 82 percent of those with no
previous children worked full time. However, only 61 percent

Table B.

according to race, education, and live-birth order: United States, 1980

of pregnant white mothers with one child and 55 percent of
those with two or more children worked full time.

The percent of white mothers employed full time also varies
with education for mothers with one or more previous chidren.
Less educated mothers were more likely to work full time than
the more educated. Education differentials in full-time employ-
ment could result from fewer opportunities for part-time em-
ployment among less educated women, different reasons for
working, and differences in salaries received.

To study variation in type of employment by maternal
characteristics, it is helpful to define two occupation classes.
The first group, white-collar jobs, includes professional and
technical workers, managers, sales workers, and clerical work-
ers. The second group, including all other occupational cate-
gories, is labeled blue-collar, farm, and service jobs (abbreviated
to blue-collar jobs in subsequent text).

Among employed married mothers over 20 years of age,
28 percent held blue-collar jobs in 1980 (table B). Almost half
(47 percent) of employed teenage mothers were blue-collar
workers. The percent of employed mothers with blue-collar
jobs varies according to education, live-birth order, and mother’s
race. As expected, mother’s education is the most important
variable in determining occupation class. White mothers over
20 years of age with less than a high school education were
more than twice as likely as mothers with a high school educa-
tion and more than five times as likely as mothers with more
than a high school education to work in blue-collar jobs. After
controlling for education among white mothers, those with no
previous children were less likely to hold blue-collar jobs than
mothers with two or more children. Black mothers were more
likely to hold blue-collar jobs than white mothers.

Occupation and industry

The trend toward increasing numbers of women in the
workplace has been accompanied by the movement of women
into a greater diversity of jobs (U.S. Bureau of the Census,

Employment characteristics of married mothers 20 years of age and over employed at any time durlng 12 months before delivery,

Race Education for white women?
Less than 12 - More than
Live-birth order Total White Black 12 years years 12 years
Percent employed full time?
Allbithorders. (o .. ... 000 L e 71.9 70.4 82.2 72.8 715 68.6
Istehild . ..o . L0 L e 81.8 8t.5 84.7 81.5 B2.7 80.2
gdohildas bl il o el e e e 63.4 60.7 82.5 77.8 62.8 54.5
ddehildorpmora. . 0de. L. or nina L EE G 60.2 he 79.6 60.5 57.6 48.8
Percent employed in blue-collar, service, or farm jobs

Alibith orders . 0. 0 0ol L B 28.1 26.7 41.9 72.2 33.6 12.4
Tstehid o il ca s Vil e e L 209 20.2 27.8 555 28.6 10.5
Sdehiid ol L oviBln e DL Sl e i e 209 304 37.0 1.5 34.5 15.7
ddehidormore. . . ... .., L 58.6 82.8 45.1 1356

42.0

39.4

TIncludes all other races not shown separately.

2For white women only; numbers for other women too few to rnest standards of reluabmty or precision.

3Emplayed at least 35 hours per week.

SOURCE: National Center for Health Statistics: Preliminary data from the National Natality Survey.
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1981). Despite this trend, employed mothers are found primarily
in jobs traditionally dominated by women. The occupation and
industry percent distributions for the mother’s chief job activity
during the 12 months before delivery are shown in tables C and
D. National estimates of the numbers of married mothers em-
ployed in each occupation and industry are also shown.
About 39 percent of employed mothers worked in clerical
or similar jobs, mainly secretarial work (13 percent) (table C).
Professional, technical, and similar workers made up 22 per-
cent of employed mothers, with teachers (7 percent) and reg-
istered nurses (4 percent) accounting for half. Fifteen percent
were employed in some service occupation. The majority of
them were food service workers (6 percent) or health service
workers (4 percent). The remaining employed mothers worked
as operatives (10 percent), managers and administrators (5 per-
cent), sales workers (4 percent), craftsmen (2 percent), laborers
or farmers (2 percent), or some other occupation (1 percent).
The industries that employ pregnant women are concen-
trated in a few categories (table D). The largest employers
were professional and related services (32 percent); wholesale
and retail trade (22 percent); manufacturing (15 percent); and
finance, insurance, and real estate (10 percent). Among the
mothers employed in professional services, almost half (15 per-

: Taﬁie"ca

Mamad mothar amploved nt any t| e during 12 months

 Occupation

ol e e

Professional, tachnlca| and kmdred
sworkers:, .0,
_ Registered nurses.

_ Health technologlsts and tec
‘Social and recreation workers.

~ Preschool, elementarv and secondary;
i taaehel‘s

Saies clerks retail
Clem:ai and kindred |
-Bookkeepers '
- Cashmrs. Tl i o
Office machine operator& e
- Receptionists, secretaries,
stenographers, and typ:sts
Craftsmen and kmdred workers. .
Operatwes ‘except transport -
Assemblers ]
j Saamstrssses sewers, and stltchers
Laborers, except farm.. s
Farmworkers i, ., a0,
Service workers ... ...,
Cleanlng service workers
Food service workers
- Health service warkers
~Barbers and hanrdmssers

SOURCE National Cemer for Heaith Stmstlcs Pre!ummarv data fmm the e
Na!lonal Natality Survey. : Gl
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Table D. 'Married mothers employed at any time during 12 months
before delmsrv accordmg to :ndustry Umtad States, 1980 -

E) mpfoyed mamed
mothers
. Percent  Numberin
_ Industry ~ distribution  thousands
POl i e e 100 1,826
‘Agrloultura forsstry and flshenes, Wi A8 27 .
Construction ., ..... = okl 20
Manufacturmg 15.4 231
Metal industries . L 24
Machinery, except eiectﬁcal _ 1.8 33
Electrical machinery and equlpment. 5 19 35
Textile mill prbducts. L o 1.0 . 1B
Apparel and other textile products L. 22 40
_ Printing, publishing, and allied : i
industries . ooo e L : 12 22
Transportation, commumcatlon and : - .
other pubilc utilities’. .. ..., : 40 73
Transportation. . i ; ; 4.7 31
Commumcatlon.k. s 5 . 1.8 cad
Wholesale and retail trade......... o 219 400
Wholesale trade . . .......... e 35
Eamng and drinking places. . 63 115
F|nance insurance, and real esla’(e wilBel '1?7

Business and repair servrces el

'Hotels and other Iodgmg piaces (i,

Beauty and barber shops MEed
Professional and related services . . .
- Offices of de’ntssts‘a d 'hyszcaans
. Convaiescem

"‘Other ealth service
" Elememary and se

SOURGE* Navcmat Center for Hsalih S’c
National Natahtv Snnr&y e

istics: Preliminary data from the

cent) were employed in the health industry and two-fifths (12
percent) were employed in educational institutions.

Potential exposure to teratogens at work

An estimated 314,000 married mothers in the United
States, 17 percent of those employed before delivery, worked
in jobs similar to those where one or more selected teratogens
were observed in the NOHS. Of the seven chemicals that were
defined as teratogens, salicylic acid, methyl salicylate, and
halothane were the most frequently observed in occupations
held by married mothers. All three substances are commonly
used in medical professions, but workers in many nonmedical
occupations also have the potential for exposure to these com-
pounds. Salicylic acid is used in the treatment of skin condi-
tions, as a fungicide, an analytical reagent, and a precursor in
the manufacture of aspirin and related compounds (Van Nos-
trand Reinhold, Co., 1977). Methyl salicylate, which may cause
extreme poisoning when ingested, is used medically as a coun-
terirritant (Merck and Co., Inc., 1976). Halothane is an anes-
thetic gas used in operating rooms. The percent of employed



mothers working in jobs where these substances were observed
and some of their occupations and industries are as follows:

e Salicylic acid was observed in occupations held by 11.2
percent or an estimated 204,000 employed married mothers.
Some of these mothers worked as (1) nurses, technicians,
aides, administrators, and cleaners in the health services
industry; (2) assembly line workers, inspectors, and ma-
chine operators in certain manufacturing industries; and
(3) hairdressers.

®  Methyl salicylate was observed in occupations held by
10.9 percent or an estimated 199,000 employed married
mothers. Some of these mothers were (1) nurses, techni-
cians, aides, food service workers, and cleaners in the health
services industry; and (2) assembly line workers, packers,
machine operators, and clerical workers in certain manu-
facturing industries.

®  Halothane was observed in occupations held by 6.3 per-
cent or an estimated 115,000 employed married mothers.
Some of these mothers worked as (1) physicians, nurses,
technicians, and aides in hospitals; (2) animal caretakers
and health technicians in agricultural services.

Occupations and industries with potential exposures to four
other chemical teratogens were also identified. These teratogens
are lead nitrate, lead acetate, sodium arsenite, and trypan blue.
The percent of employed married mothers in jobs with potential
exposures to these chemicals was less than 1 percent for each
compound.

Occupations and industries with potential exposures to
each of three physical hazards also were identified. The per-
cent of employed married mothers working in jobs where these
substances were observed are as follows:

®  X-rays were observed in occupations held by 10.7 percent
or an estimated 195,000 employed married mothers. The
occupations and industries of these mothers included
(1) physicians, nurses, therapists, technicians, aides, and
typists in the health services industry; (2) assembly line
workers, inspectors, and machine operators in manufactur-
ing industries.

® Jonizing radiation other than X-rays was observed in oc-
cupations held by 8.4 percent or an estimated 153,000
employed married mothers. Among the occupations and
industries of these mothers were (1) physicians, nurses,
technicians, secretaries, and aides in the health services
industry; (2) assembly line workers, inspectors, and machine
operators in certain manufacturing industries.

® Flevated temperature was observed in occupations held
by 1 percent or an estimated 18,000 employed married
mothers. Some of these mothers worked as (1) therapists
in hospitals; (2) laborers, machine operators, welders, and
solderers in certain manufacturing industries.

Months employed during pregnancy

Another maternal employment characteristic of interest is
the length of employment during the pregnancy. Although a
complete work history during pregnancy is not available from

NNS, information is available on the dates of employment for
the mother’s chief job activity. Of the 3,870 married mothers
who worked at some time during the 12 months before delivery,
2,546 reported that they were employed during the first month
of their pregnancy. The remaining mothers either started work-
ing at their chief job activity closer to their delivery date (12
percent), stopped working at their chief job before their preg-
nancy (3 percent), or had dates missing (20 percent).

Among white-collar workers who were employed at their
chief job activity during the first month of pregnancy, 91 per-
cent were employed at the same job at the beginning of the
second trimester, 78 percent at the beginning of the third tri-
mester, and 41 percent were still employed at the start of the
ninth month of pegnancy (figure 1). Each of the comparable
percents for blue-collar workers was lower, with the difference
increasing in the later months. By the ninth month of pregnancy,
only 22 percent of blue-collar workers were still working. The
differences between white-collar and blue-collar workers prob-
ably reflect greater job stability and fewer physical demands
associated with white-collar jobs.

Conclusion

Previous studies have identified a number of reproductive
hazards in the workplace. This article has described the em-
ployment patterns of a representative national sample of mar-
ried women who had live births in 1980. Employment char-
acteristics before delivery differ substantially according to
live-birth order; maternal age, race, and education; and interval
since previous live birth.

The percent employed before delivery was greatest for
women without previous children and with education beyond
high school. Black mothers with previous children were more
likely to work than white mothers with the same number of
children, and women with a live-birth interval greater than 2
years were more likely to work than those with a more recent
birth, Among employed white mothers, a greater percent of the
less educated worked full time and worked in blue-collar jobs.
Black mothers were more likely than white mothers to hold
blue-collar jobs and to work full time. White-collar workers
were more likely than blue-collar workers to remain employed
at their chief job activity as their pregnancy progressed; by the
ninth month of pregnancy, the percent still employed was twice
as high for white-collar jobs as for blue-collar jobs. Of the
women who worked at any time during the year before delivery,
an estimated 17 percent or 314,000 mothers worked in industries
and occupations with potential teratogenic exposures.

A limitation of the results presented in this article is that
they are based on married respondents to NNS with live births.
The response rate to NNS among married mothers was 80
percent; but response was lower for black mothers, teenage
mothers, and those without a high school education. The omis-
sion of unmarried mothers has serious implications, especially
regarding the results for black mothers. About 60 percent of
black mothers were unmarried. Because of the large percent of
unmarried black mothers and the greater nonresponse among
married black mothers, employment data were collected on
only 25 percent of sampled black mothers, compared with 71
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Figure 1. Percent of married mothers 20 years of age and over employed at the beginning of each month of pregnancy among those employed

during the 1st month of pregnancy, according to type of employment: United States, 1980

percent of sampled white mothers. Thus, the generalizability of
the results for black mothers is limited.

Even though the NNS data on employment characteristics
are based only on married respondents, results on the percent
employed are consistent with data from the U.S. Bureau of the
Census, which found that 66 percent of women 20-44 years of
age were employed in 1980 (U.S. Bureau of the Census, 1981).
This is similar to the NNS result that 63 percent of married
women 20 years of age and over were employed at any time
during the 12 months before delivery.

Other previously cited data from the U.S. Bureau of the
Census indicate that women’s labor force participation increased
dramatically between 1960 and 1980, especially among married
women with children. Earlier studies conducted by the National
Center for Health Statistics in 1963 and 1973 show that em-
ployment during pregnancy has also increased (National Center
for Health Statistics, 1968 and 1980).

Among married women having a first child in 1963, 58
percent worked during pregnancy. Employment increased
slightly to 61 percent for married women with a first pregnancy
in 1970-73 and then increased even more to 79 percent in
1980. Among women with at least one other child, the percent
employed during pregnancy has more than doubled between
1963 and 1980. In 1963, only 22 percent of these mothers
worked during pregnancy. This increased to 32 percent for
1970-73 and then to 50 percent in 1980. These data indicate
that dramatic increases in labor force participation during preg-
nancy have occurred since 1963 and that the greatest increases
have occurred during the past decade and for mothers who
have at least one other child. The social and economic implica-
tions of these changes have received a great deal of attention,
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but few research studies provide definitive evidence about the
effects of working on the mother or child.

One issue that has been studied is the adverse health ef-
fects resulting from exposures of pregnant women to harmful
substances in the workplace. It is important to monitor this
expanding segment of the work force to ensure early detection
of adverse effects on pregnancy outcome as new chemicals are
introduced to the occupational environment. Animal testing
cannot provide the only basis for developing safeguards against
adverse occupational exposures during pregnancy because only
a small portion of chemicals have been tested. Of the 4-5 mil-
lion registered chemical compounds in existence today, toxicity
data are available for only about 100,000 chemicals; more than
45,000 of these have exhibited positive toxic effects ranging
from skin irritation to cancer (National Institute for Occupa-
tional Safety and Health, 1982).

This article estimated the percent of pregnant workers em-
ployed in industries and occupations similar to those where
specific teratogens had been observed during NOHS. This
procedure gives an approximation of possible adverse exposures
among pregnant workers. It was estimated that approximately
314,000 married mothers in the United States held jobs with
potential exposures to selected teratogens in 1980. Many other
chemicals show some evidence of human or animal teratogen-
icity but do not meet the selection criteria for this analysis.
Furthermore, NOHS does not provide adequate coverage of
certain workers, for example farmers, so that potential exposure
to chemicals such as herbicides and pesticides is underrepre-
sented. In addition, because the NOHS took place from 1972
through 1974, certain exposures observed in that survey may
not apply to the 1980 NNS respondents. New industrial



applications for some chemical and physical agents may have
been introduced since that time. The use of other agents may
be more restricted or better controlled, especially those, like
X-rays and halothane, which are now known to have adverse
health effects in humans.

The results presented here document the large numbers of
women who work at some time during pregnancy. Future an-
alyses of NNS (together with other surveys) will investigate
the relationship between maternal employment and adverse
pregnancy outcomes such as fetal death and low birth weight.
In addition, further study by public and occupational health
researchers and the obstetric community is needed to increase
our knowledge of the effects of specific occupational exposures
during pregnancy.
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Variation in Use of
Obstetric Technology

by Joel C. Kleinman, Ph.D., Margaret Cooke, Steven Machlin,
National Center for Health Statistics, and Samuel S. Kessel,
M.D., National Institute of Child Health and Human
Development

Introduction

In recent years, the development and use of high technology
diagnostic techniques has increased in all medical specialties.
This increase has been especially rapid in obstetric and new-
born care. Many techniques for information gathering and risk
assessment that were unavailable a few years ago are now fre-
quently used in the management of pregnancy and delivery
(Office of Technology Assessment, 1978).

The spread of technology in medicine has raised several
concerns. For example, the training of medical personnel to
use new technology properly may have lagged behind the ac-
quisition of equipment in some areas (Office of Technology
Assessment, 1978). Furthermore, because the applications of
the technology are constantly evolving and expanding, it is dif-
ficult for physicians to keep abreast of the most appropriate
uses for some procedures. A concern also exists that sophisti-
cated medical technologies may be overused. Finally, another
concern especially important in prenatal care is that the new
technologies may tend to depersonalize medical care (Office of
Technology Assessment, 1978).

In general, the proliferation of new medical technology
follows a certain diffusion pattern. Initially, tests are developed
and used in university hospital centers. Usually other urban
hospitals will follow and begin to use the procedures. Finally,
the technology spreads to rural areas.

This article focuses on the use of four prenatal diagnostic
techniques in the United States: amniocentesis, ultrasound,
X-rays, and electronic fetal monitoring. It describes differentials
by race and location of mother’s residence in the application of
these procedures to pregnant women with live births in 1980.

Data source

The data were obtained from the 1980 National Natality
Survey (NNS), which is the first nationally representative sur-
vey to provide information on obstetric practices for mothers
with live births in the United States. Information was collected
from a variety of sources including the birth certificate, the
mother, the hospital of delivery, the attendant at delivery, the
physician providing prenatal care, and other providers of radia-
tion examinations and treatments,

Data for this article are based on responses from different
combinations of NNS sources. The month prenatal care began
was obtained from birth certificates of all 9,941 births in the
NNS (excluding the 309 births with this item omitted on the
certificate). Information on amniocentesis, ultrasound, and

Metropsiatan

X-ray was obtained from the hospital and physician question-
naires. Data on ultrasound and X-rays are limited to the 5,343
births for which responses were received from all sources of
care (3,980 with both physician and hospital responses, 1,334
with hospital response but no physician source indicated on
birth certificate, and 29 with physician response but no hospital
source). The data for amniocentesis are based on the 4,893
births with responses from all sources of care and responses to
the amniocentesis item. Information on electronic fetal mon-
itoring was obtained from the 7,504 births with responses to
the hospital questionnaire, which was the only questionnaire to
include this item.

Prenatal care

The use of prenatal diagnostic technology requires the entry
of the pregnant woman into the health care delivery system.
Only 1 percent of mothers had no prenatal care. However,
differences were significant in the timing of care (table A).
Overall, a larger proportion of white mothers than black mothers
began prenatal care in the first trimester of pregnancy (80 per-
cent and 65 percent, respectively).

Women living in southern States and in nonmetropolitan
areas were less likely to receive early prenatal care. Black women
in southern nonmetropolitan areas have especially low use; only
57 percent received early prenatal care compared with 67 per-
cent in southern metropolitan areas.

Of the four technologies reviewed, amniocentesis, ultra-

Table A. Mothers beginning prenatal care in first trlmester o‘f '
- pregnancy, according to race and Iocntlon of rasidunca i

; Umted States 1980
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sound, and X-ray are usually performed before labor while
electronic fetal monitoring (EFM) is usually done during labor.
However, under certain circumstances ultrasound may be used
during labor and EFM during the prenatal period.

Amniocentesis

Amniocentesis is performed by inserting a needle through
the abdominal wall into the uterus to obtain a sample of the
amniotic fluid surrounding the fetus. An ultrasound examination
is recommended before amniocentesis to guide the insertion of
the needle (National Institute of Child Health and Human De-
velopment, 1979). A laboratory culture and examination of the
fluid and cell sample can detect chromosomal abnormalities,
metabolic disorders, and associated physical abnormalities of
the fetus.

Since the early 1970’s, midtrimester amniocentesis (at
about 16 weeks of gestation) has been an accepted part of ge-
netic counseling for assessment of fetal conditions. The safety
and efficacy of amniocentesis have been established by several
reviews (National Institute of Child Health and Human De-
velopment, 1978). The 1979 Consensus Development Confer-
ence on Antenatal Diagnosis sponsored by the National In-
stitute of Child Health and Human Development defined several
categories of pregnant women who should be offered amnio-
centesis for prenatal genetic diagnosis. The largest category
consists of women 35 years of age and over.

Amniocentesis is also used to help determine fetal maturity
when an induced delivery or cesarean section is being consid-
ered and the date of conception is uncertain. This type of
amniocentesis is performed during the final weeks of pregnancy.
Unfortunately, it is not possible to determine from NNS data
whether amniocentesis was performed for prenatal genetic diag-
nosis or for fetal age determination.

Since mothers 35 years of age and over are more likely
than younger mothers to have babies with chromosomal ab-
normalities, it has been recommended that they receive amnio-
centesis for prenatal diagnosis (National Institute of Child
Health and Human Development, 1979). Data from the 1980
NNS indicate that 30 percent of white mothers and 17 percent
of black mothers 35 years of age and over received amniocen-
tesis (table B). Rates for specific geographic areas are not sta-

tistically reliable for black mothers in this age group because of
the small number of these women in the survey. However, the
rates for white mothers did vary significantly. Among white
mothers 35 years of age and over in metropolitan areas, amnio-
centesis was done only half as frequently in the South as in
other parts of the country (21 versus 39 percent). Furthermore,
white mothers in metropolitan areas outside the South received
amniocentesis more often than their counterparts in the non-
metropolitan areas. For white mothers in the South, there was
no significant difference between metropolitan and nonmetro-
politan areas. Approximately 5 percent of both white and black
mothers under 35 years of age received amniocentesis during
pregnancy. Geographic differences in use were not significant.

The results of several other studies are reasonably con-
sistent with those presented in this article. A recent report on
use of amniocentesis for prenatal diagnosis in New York in
1980 also found lower rates of use in nonmetropolitan areas
(Hook and Schreinemachers, 1983).

A 1977-78 study of women 35 years of age and over in
Alabama, California, Nebraska, and in Manhattan found low
rates of amniocentesis for chromosomal diagnosis in rural areas
for black women and women 40 years of age and over (Adams
et al.,, 1981). Use of the procedure varied from 6 percent in
Nebraska to 29 percent in Manhattan. The rate for Manhattan
in this study is lower than the 41 percent found for the New
York City metropolitan area in the 1980 New York study, per-
haps reflecting the less widespread use during the earlier time
period.

Finally, a 1978 Georgia study of women 40 years of age
and over at delivery found 15 percent received amniocentesis
for prenatal genetic diagnosis (Sokal et al., 1980). As in NNS,
geographic and racial variations were evident, with particularly
low use among rural black women.

Ultrasound

The technique of ultrasound in obstetrics permits the physi-
cian to view the reproductive organs, the embryo, the fetus, the
placental implantation site, the uterus, and some fetal structures
with little or no discomfort to the pregnant or potentially preg-
nant woman. At the levels used in obstetrics, ultrasound has no
known adverse side effects and can be used in place of diagnostic

Table B. Mothers receiving amniocentesis during pregnancy, according to age, race, and location of residence: United States, 1980
Under 35 years 35 years and over
Location of residence All races White Black All races White Black
Percent of mothers

Allleeations . ........ vl 00 aL e L 3.9 3.8 5.0 29.0 30.0 16.7
Matrobolitan . ... ... .0 o000 0 0 0 aa bl 4.0 3.7 5.4 2330 34.8 #
Bouth ... .. bl 4.1 4.5 <l 23.5 20.6 !
Oterregions ... .o. . iieloil i 3.9 3.5 6.8 35.7 385 o
Nofmsétropolitan. . .00 . 0 il 3.8 38 4.0 22.0 22.0 -
South.. .| il . L e e e 3.5 3.6 3.6 18.5 195 5
OHer tagions e s sise i 0 e i il e 4.1 3.9 T 25.0 24.0 .

NOTE: Based on 4,893 births with responses to the item on amniocentesis on the hospital or physician questionnaire.

SOURCE: National Center for Health Statistics: Preliminary data from the National Natality Survey.
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X-ray procedures (National Institute of Child Health and
Human Development, 1979). Its use expanded significantly
during the late 1970’s. In fact, some obstetricians and some
pregnant women now regard it as a procedure routinely done
during pregnancy (Harvard Medical School, 1983). However,
because obstetric ultrasound has been used for a relatively short
period of time, the long-term effects cannot be assessed.

According to the 1980 NNS, nearly one-third of all preg-
nant women received at least one ultrasound examination at
some time in their pregnancy (table C). Among white mothers,
there were no significant differences in use by region but metro-
politan residents were more likely than nonmetropolitan resi-
dents to receive an ultrasound exam (32 versus 25 percent).
Black mothers in metropolitan areas outside the South had the
highest proportion receiving ultrasound (39 percent). Although
use in the South was much lower for black mothers, metro-
politan residents were still more likely than nonmetropolitan
residents to receive an ultrasound examination (30 versus 19
percent).

Regardless of race or residence, about half the ultrasound
examinations were for fetal age determination and less than 5
percent were for amniocentesis guidance. The remainder were
for reasons such as diagnosis of multiple pregnancy and con-

Table C. Mothers with at least 1 ultrasound procedure during
pregnancy, according to race and location of residence: United
States, 1980

Race

Location of residence All races White  Black

Percent of mothers

Alllocations. ... . .. . iee il 29.3 29.1 30.6
Metropolitan - | e 320 31.6 34.9
Soith:. ., o e inpiinlaE e, 311 31.7 298
Otherregions.. ... . .= ' .. ... 324 31.6 38.6
Nonmetropolitan . . .............. ... 242 245 19.0
Sodth.. .00 0 L L 22.3 231 18.5
Qtherirdgions. . .. . ... .. el 25.6 25.4 %

NOTE: Based on 5,343 births with complete responses from medical sources.

SOURCE: National Center for Health Statistics: Preliminary data from the
National Natality Survey.

firmation of fetal life. Most ultrasound examinations were per-
formed after the first 3 months of pregnancy.

Medical X-rays

Medical X-rays are used during pregnancy to diagnose
obstetric complications, such as inadequate pelvic dimensions,
as well as for reasons not related to pregnancy, such as a sus-
pected fracture. However, the improper use of X-rays during
pregnancy may produce genetic damage in the vulnerable fetus.
Although the exact radiation dosage that causes fetal damage
is unknown, the greatest potential for fetal damage from X-rays
is believed to occur in the early part of pregnancy. Therefore,
women are generally advised to avoid radiation exposure during
pregnancy, particularly during the first 3 months (Cooke and
Dworkin, 1979).

In the past, the use of X-rays during pregnancy was more
extensive than is currently considered safe. Ultrasound is now
considered a potential X-ray replacement for such obstetric
purposes as determination of fetal age, fetal position, and mul-
tiple pregnancy. In the future, ultrasonography may be used to
diagnose an even wider range of obstetric conditions. If the
long-term safety of ultrasound is established, it may replace
X-rays as an obstetric diagnostic technique for pregnant
women.

Thirteen percent of the NNS sample received a medical
X-ray during pregnancy (table D). The percent of white mothers
with one or more X-rays during pregnancy is slightly larger in
nonmetropolitan than in metropolitan areas (16 versus 12 per-
cent). This difference is even larger for black women; those
living in the rural South were twice as likely to be X-rayed as
those in urban areas (17 versus 8 percent). In metropolitan
areas, black women were less likely to be X-rayed than were
white women (8 versus 12 percent).

An attempt was made to identify those X-ray procedures
for which ultrasound could have been used. This group, labeled
as “Potential ultrasound” in table D, includes X-rays for de-
termination of fetal position, fetal age, and multiple pregnancy.
Approximately one-third of the mothers with an X-ray could
have potentially received ultrasound instead (table D). Reasons
for the remaining X-rays included assessment of pelvic dimen-

Table D. Mothers with at least 1 medical X-ray during pregnancy, according to reason for X-ray, race, and location of residence: United States,

1980

All reasons Potential ultrasound

Location of rasr’den;e All races White Black All races White Black
Percent of mothers

Allitecations o - . oo sniiian Rl L L e 131 13.5 10.8 4.9 4.9 45
Masropolitan.: . ol G e o e 11.8 124 8.3 3.9 4.1 24
Bl e e 12.2 12.9 8.0 4.3 4.1 3.4
OlHerregions /. . oo ooinil 0 L 117 12.3 8.5 3.8 4.1 1.7
Nohmetropalitan,.. ... u il vl L e e 15.5 15.3 17.4 6.8 6.3 10.1
Sotthe pomled e e L D es s s e B 16.8 16.6 16.9 8.5 7.8 10.2
Otherrepidns . wlia s o il L e e 14.6 14.6 . 5.5 5.4 b

NOTE: Based on 5,343 births with complete responses from medical sources.

SOURCE: National Center for Health Statistics: Preliminary data from the National Natality Survey.
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sions, obstetric complications, chest X-rays, and trauma. Most
of the X-rays (about 80 percent), however, took place during
the last trimester when risks to the fetus are lower. Incidentally,
about 5 percent of the mothers in the survey received a dental
X-ray during pregnancy.

Geographic and racial variation also occurred in the pro-
portions receiving X-rays for procedures for which ultrasound
potentially could have been substituted. Overall, about 5 per-
cent of all mothers received such X-rays but black mothers
showed much greater geographic variation than white mothers.
Ten percent of the black mothers in the nonmetropolitan South
received X-rays when ultrasound potentially could have been
used, compared with only 3 percent in southern metropolitan
areas.

In summary, mothers in nonmetropolitan areas received
X-rays more frequently for procedures that might have been
accomplished through ultrasound than did mothers in metro-
politan areas. The more extensive use of X-rays in nonmetro-
politan areas is consistent with the finding that a smaller pro-
portion of these mothers received ultrasound. These results
suggest that obstetric ultrasound may not be available in some
nonmetropolitan areas.

Electronic fetal monitoring

Electronic fetal monitoring (EFM) is a procedure usually
used during labor to monitor the fetal heart rate and the strength
and frequency of uterine contractions. EFM may also be used
for various tests during the prenatal period. During labor, EFM
is used to detect patterns in the fetal heart rate that indicate
insufficient oxygen and blood are reaching the infant’s brain,
which could lead to brain damage or death (National Institute
of Child Health and Human Development, 1979).

Monitoring can be either external or internal. In external
monitoring, sensors are placed on the woman’s abdomen. Later
in labor, part of the external monitor can be replaced by an
electrode attached to the head of the fetus. This procedure,
internal monitoring, is more invasive but is generally considered
more accurate than external monitoring (National Institute of
Child Health and Human Development, 1979).

EFM has become a controversial procedure for several
reasons. Some authors have suggested that false indications of
fetal distress from EFM are frequent, leading to many unneces-
sary cesarean section deliveries (Banta and Thacker, 1980).
Whether this is true remains questionable. Still others are con-
cerned about the intrusion of yet another technology in what is
usually a natural and uncomplicated delivery (National Institute
of Child Health and Human Development, 1979).

The 1979 Consensus Development Conference on Ante-
natal Diagnosis concluded that evidence of benefit from EFM
is not clear in low-risk patients but that its use should be strongly
considered in high-risk patients. The Office of Technology As-
sessment concluded, however, that ““although many believe that
electronic fetal monitoring is useful, its relative efficacy and
benefit have not been established” (Office of Technology As-
sessment, 1978).

Information from NNS indicates that in 1980 about one-
half of both the white and black mothers in the survey received
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EFM (table E). About 51 percent of the white mothers in
metropolitan areas received EFM, compared with 40 percent
in nonmetropolitan areas. The use of EFM for white mothers is
about the same in the South as in other regions. The use of
EFM by black women in metropolitan areas (55 percent) was
similar to use by white women. However, black women in the
nonmetropolitan South received EFM much less often than
black women in urban areas (29 versus 55 percent).

Conclusion

The 1980 National Natality Survey is the first source of
national data on the use of amniocentesis, ultrasound, and elec-
tronic fetal monitoring during pregnancy and delivery. The data
presented in this report indicate that these obstetric technologies,
which became available for general use in the 1970’s, were
used in the management of many pregnancies by 1980,

While amniocentesis is largely regarded as a recommended
procedure for pregnant women 35 years of age and over, about
30 percent of the women surveyed in this age group received
amniocentesis. Furthermore, this study found that this proce-
dure was used less frequently among black women and among
women in rural areas, as has been found in two other studies
(Adams et al., 1981; Sokal et al., 1980).

In contrast to amniocentesis which has reasonably clear
guidelines for use, the indications for ultrasound use are still
changing. The 1979 Consensus Development Conference on
Antenatal Diagnosis recommended limited use of ultrasound
because its long-term effects on the fetus are unknown. Yet the
National Natality Survey of the following year shows that
about 30 percent of the mothers received at least one ultrasound
examination during pregnancy. Even if ultrasound waves pose
no danger, routine use of ultrasound may risk the ““possibility
that a normal image will be misinterpreted and inappropriate
action taken” (Harvard Medical School, 1983). Furthermore,
routine use of ultrasound will inevitably raise the cost of pre-
natal care. It should be noted that ultrasound is an evolving
field, making it difficult to formulate long-lasting guidelines
(National Institute of Child Health and Human Development,
1979).

An important benefit of the development of obstetric ultra-



sonography has been the ability to use ultrasound to perform
some obstetric examinations during pregnancy that previously
required an X-ray. Nevertheless, 13 percent of mothers had at
least one X-ray in 1980. Furthermore, the use of X-rays during
pregnancy is more frequent in rural than in urban areas and is,
as might be expected, negatively correlated with the use of
ultrasound. This pattern suggests that ultrasound may not yet
be available in some rural areas.

In 1980, about 50 percent of the women received EFM,
which is the most frequently used fetal technology discussed in
this report. A primary concern associated with routine use of
EFM is that it may contribute to a rise in the rate of unnecessary
cesarean section deliveries (Banta and Thacker, 1979). As for
amniocentesis and ultrasound, the frequency of EFM in rural
areas is lower than in urban areas. Race differentials in use
occur only in the rural South, where black women are less
likely to receive EFM than white women.

The data presented in this report suggest that black women
(especially in the South) and women in rural areas have less
access to prenatal care and these obstetric technologies. The
results are consistent with other studies showing lower utiliza-
tion of medical care in nonmetropolitan areas, the South, and
among black people (especially in the South). For example,
ambulatory care utilization is considerably lower for residents
of nonmetropolitan areas than for those of metropolitan areas
(National Center for Health Statistics, 1981a). In general, black
people and people in nonmetropolitan areas have lower utiliza-
tion of dental services (National Center for Health Statistics,
1981b). For certain age groups, black people have lower rates
of surgery than white people and the largest race differentials
are in the South (National Center for Health Statistics, 1980).

The fetal technologies discussed in this article were devel-
oped to improve pregnancy outcomes but concerns have been
expressed over the intrusion of technology into the natural
birthing process (National Institute of Child Health and Human
Development, 1979). On the other hand, the use of these tech-
nologies may reduce anxiety for many women. For example,
the use of amniocentesis by women 35 years of age and over
and other high-risk women reduces the concern about possible
fetal abnormalities (Roghmann and Doherty, 1983). A positive
side effect of ultrasound is that the procedure allows the par-
ents to view the fetus and thereby may accelerate parental
bonding with the fetus early in the pregnancy (Fletcher and
Evans, 1983).

The data presented here show marked differentials in the
use of four obstetric technologies according to mother’s race
and residence. However, these data alone cannot be used to
determine whether a procedure is used appropriately, inappro-
priately, too frequently, or not frequently enough. The costs,
risks, and benefits of these procedures need further evaluation.
Determination of standards of care most often require carefully
conducted clinical trials, well beyond the scope of the survey
from which these data were derived. Nevertheless, knowledge

of the extent to which these procedures are used is an important
consideration in planning future studies and understanding the
process of diffusion of medical technology.
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Maternal and Infant
Characteristics Associated
With Cesarean Section
Delivery

by Paul J. Placek, Ph.D., Selma M. Taffel, and Kenneth G.
Keppel, Ph.D., National Center for Health Statistics

Introduction

Only a decade ago, cesarean section delivery of an infant
was relatively infrequent. Usually, it was performed when the
mother or infant could not physically withstand the stress of
vaginal delivery or the fetus was in serious distress. In recent
years, however, the number and rate of cesarean deliveries have
increased dramatically at a time when many women are asking
their physicians to make their deliveries as “natural” as pos-
sible. This has focused attention on cesarean section delivery.
This report examines maternal and infant characteristics as-
sociated with cesarean section delivery, based on 1972 and
1980 data from national surveys of maternal and infant health.

Methods

In 1972, the National Center for Health Statistics con-
ducted the National Natality Survey (NNS), which sampled 1
of every 500 live births to married mothers in the United States.
Questionnaires were sent to all married mothers, physicians,
and hospitals named on certificates of live birth. These poten-
tial respondents were “followed back™ through a nationwide
mail survey to expand the amount of information reported
through the National Vital Statistics System.

In 1980, the Center again conducted this survey and ex-
panded the scope to include all infants, not just infants born to
married mothers. However, the methodologies for the two sur-
veys were similar in most other ways. The 1980 NNS is dis-
cussed further in the Technical Appendix. The 1972 NNS has
been extensively described in other publications (National
Center for Health Statistics, 1977 and 1978).

Data on type of delivery were obtained from the hospital
questionnaires in both the 1972 and 1980 surveys. In 1972, 85
percent of the 5,632 hospital deliveries had completed hospital
questionnaires, compared with 79 percent of the 9,842 hospital
deliveries in 1980.

Findings

The percent of married women delivering their babies by
cesarean section more than doubled from 1972 to 1980, as
cesarean section deliveries of live births increased from 7 per-
cent in 1972 to 17 percent in 1980 (table A). This steady in-
crease in the rate during the 1970-80 period has been verified
in other studies (National Center for Health Statistics, 1980;

'Table A. Percent distribution of live births to marria& mothers in

“hospitals, according to type of delivery: United States, 1972

- and 1980 » o 4
. yeqr
Type of delivery Ao rale
) i In thousands

Aldeliniee o 0 L i gaie 2,921
- . . : Percent distribution
Tatal. = 0 SE e s 100.0 100.0
Spomtaneous! o0 L = o Bl 0 e 62.0
BOrgepe: s e 36.8 17.8
Cesarean section, . ., .. ... .. .\, i, . 7.8 172
Brabch . e 2.3 0.9
Allathel 00 e D 0.9 2.1

!Spontaneous birth is one in which the entire fetus is expelled by natural forces
of labor without traction or manipulation other than support of the body of
the fetus. : |

SOURCE: National Center for Health Statistics: Final data from the 1972
National Natality Survey and preliminary data from the 1980 National Natality
Survey. :

Placek and Taffel, 1980, 1981, and 1982). Reasons for this
increase include the following:

®  An effort by physicians to reduce the number of particularly
difficult forceps deliveries because of the high risk of birth
injury to the fetus.

® The growing reluctance of obstetricians to deliver breech
babies (e.g., buttocks first) vaginally because of high peri-
natal mortality and morbidity among these births (National
Institute of Child Health and Human Development, 1981;
Placek and Taffel, 1983).

® The policy of repeating cesarean section deliveries after a
woman’s first delivery by cesarean section because of
concern about rupturing the first cesarean scar (Taffel and
Placek, 1983; Marieskind, 1979).

Cesarean section rates for 1972 and 1980 can be com-
pared according to maternal characteristics (figure 1). A twofold
to threefold increase in the cesarean section rate occurred for
almost all maternal characteristics examined. For example,
6.6 per 100 deliveries to married mothers under 20 years of
age in 1972 were by cesarean section, compared with 13.9 per
100 in 1980.

Comparisons in the cesarean rate can also be made ac-
cording to infant characteristics (figure 2). As with mothers, a
twofold to threefold increase is observed for a variety of infant
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Figure 1. Cesarean section rate per 100 deliveries of live births to married mothers in hospitals, according to selected maternal
characteristics: United States, 1972 and 1980
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Figure 2. Cesarean section rate per 100 deliveries of live births to married mothers in hospitals, according to selected infant
characteristics: United States, 1972 and 1980

characteristics. For example, in 1972, 11.6 per 100 deliveries
of infants weighing 2,500 grams (5 lb 8 oz) or less were by
cesarean section, and this increased to 27.3 in 1980. Apparently,
a fundamental and widespread change took place because the
increase in cesarean section rates was nearly uniform for
mothers of all races, educational levels, ages, birth orders, and
health statuses, and for infants regardless of sex, birth weight,
plurality, and period of gestation.

The 1972 and 1980 national estimates compare only births
to married women because the 1972 NNS was limited to the
study of marital births. However, the 1980 NNS provides na-
tional estimates for all births, including those to unmarried
women. Information on type of delivéry was obtained for all
hospital births in 1980, which accounted for 99.0 percent of all
live births that year (National Center for Health Statistics,
1982). Therefore, all data that follow are national estimates for
hospital deliveries in the United States in 1980.

In 1980, 612,000 cesarean deliveries were performed, a
rate of 17.1 cesareans per 100 deliveries. Nearly 40 percent
(236,000) were repeat cesareans. Furthermore, about two-thirds
of the cesareans of higher order births are repeats. Since it has
been a common obstetric practice to automatically repeat ce-
sareans (National Institute of Child Health and Human De-

velopment, 1981), it has been suggested that a clearer picture of
the risk of cesarean delivery is obtained by excluding the repeat
operations (Zdeb, Therriault, and Logrillo, 1980; Neutra,
Greenland, and Friedman, 1980). This risk can be measured
by the primary cesarean rate, defined as the number of cesarean
sections per 100 deliveries to mothers who have never had a
cesarean. Unfortunately, the NNS only collected information
on whether the 1980 delivery was a first or repeat cesarean;
therefore, it is not possible to exclude from the denominator
women whose 1980 delivery was vaginal but whose prior de-
livery was cesarean. However, because the number of such
births is relatively small (National Institute of Child Health
and Human Development, 1981), the primary rate is hardly
affected by their inclusion in the denominator. Thus, the
primary cesarean rate will be estimated in this article by cal-
culating the number of first cesareans divided by all deliveries
less repeat cesareans.

The total cesarean rate indicates that first births are some-
what more likely than second or higher order births to be de-
livered by cesarean section (18.1 compared with 16.3 per 100,
respectively, table B). This pattern persists within almost every
age group for white and black mothers. Also, the total cesarean
rate generally increases with maternal age, rising from 14.7 for
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Table B. Total cesarean section rates and primhrv cesarean section rates for live births in hospitals, according to race and age of mother and

live birth order: United States, 1980

Total cesarean sections Primary cesarean sections

: ..Age of mother an.d live-birth order ,, :

 Allraces'  White  Black

All races! White Black

. Alibighe .

Under 20 years :
20-24 years.......

25-29 years. ...... ; "
30vearsdndover .. ... 0 oel o0 D0 .

Under20years .. ... .. .....
20-24 years.......... - L

Under20vwears .. ... .. 5. & o 4o & e
20—-24 years. .. .. i o i i i :
26=29vears.......

30 years and over

Rate? per 100 deliveries

121 16.9 17.5 112 111 11.1
14.7 15.5 2 A4t 12.7 13.8 10.1
152 15.0 15.8 9.8 9.9 9.4
18.4 17.4 £04.7 121 11.5 15.5
202 20.1 185 11.1 10.9 10.4
18.1 18.1 16.8 17.6 17.6 165
- 15.4 165 12.5 153 16.3 125
AB.7 15.7 16.5 15.2 15.1 15.7
e 20.6 28.4 21.4 20.4 28.4
277 26.0 v 26.0 24.5 ' *30.3
16.3 15.9 18.0 5.8 5.4 7.1
120 10.9 14.3 *2.5 .6 *4.0
147 14.4 15.3 3.8 35 5.0
16.8 15.6 23.6 6.8 6.0 11.0
184 18.6 16.9 7.3 72 *75

Tincludes all other races not shown separately.

2Figures for primary cesareans exclude repeat cesareans from both numerator and denominator. |

SOURCE: National Center for Health Statistics: Preliminary data from the National Natality Survey.

mothers under 20 years of age to 20.2 for mothers 30 years of
age and over.

The primary cesarean rate reveals these patterns more
clearly than does the overall cesarean rate (table B). Birth order
has the major effect on the primary cesarean rate. The primary
rate for first births is 17.6 per 100 deliveries, significantly higher
than the 5.8 rate for second or higher order births. In fact,
women in every age group are at least three times as likely to
have a primary cesarean with a first birth than with a second or
higher order birth. Apparently, once a woman has demonstrated
the ability to successfully deliver a vaginal birth, the probability
of a later cesarean is greatly diminished. Also, the primary rate
generally increases with increasing maternal age for both first
and higher order births.

In tables C and D, primary cesarean rates are presented in
relation to maternal and infant characteristics. These rates are
for first births only and are age adjusted to control for the effects
of birth order and age.

Regardless of race, differences are not statistically signifi-
cant in the primary cesarean rate for the married compared
with the unmarried, for low income compared with high income,
and for low education compared with high education (table C).
For white mothers, the primary rate is significantly higher for
mothers with one or more underlying medical conditions,' com-

Nncludes varicosity, congenital heart disease, thyroid condition, obesity, anemia,
cardiovascular-renal disease, asthma, other chronic pulmonary, orthopedic
condition, Rh incompatibility, diabetes-gestational only, diabetes-juvenile,
diabetes-adult onset type, sickle cell anemia, alcoholism, other drug abuse, and
other unspecified.
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plications of pregnancy,? or complications of labor.? For black
mothers, the primary rate is significantly higher only for women
with one or more complications of labor.

Table D shows age-adjusted primary cesarean rates for
first births according to selected infant characteristics. For
mothers in each race category, the primary rate is nearly twice
as high for plural births as for single births. Also, first-born
infants weighing less than 2,500 grams (5 Ib 8 oz) and infants
weighing 4,000 grams (8 Ib 14 oz) or more are generally about
14 times as likely to be delivered by cesarean as infants weigh-
ing 3,000-3,499 grams (6 1b 10 0z-7 Ib 11 oz), the most com-
mon birth-weight category. The likelihood of cesarean delivery
appears greater for infants with long and short gestations, but
the differences are not statistically significant.

Conclusion

Data from the National Natality Survey (NNS) can be
used to examine trends from 1972 to 1980 in the rate of cesarean
section deliveries for married women. Based on NN data, the
rate of cesarean sections per 100 deliveries to married mothers

Includes urinary infection, anemia, rubella, obesity, inadequate weight gain,
excessive weight gain, abnormal position of cord, hypertension, toxemia pre-
eclampsia, eclampsia, embolism, and other unspecified.

3ncludes inadequate pelvis, transverse lie, multiple birth, premature rupture of
membranes, unusual bleeding or hemorrhage, prolonged labor, anesthesia reac-
tion, abruptio placentae, abnormal position of placenta (placenta previa), ab-
normal position of cord, hypertension, toxemia preeclampsia, eclampsia, em-
bolism, and other unspecified.



Table C. Age-adjusted’ primary cesarean section rates for first
births, according to race of mother and other selected maternal
characteristics: United States, 1980

Table D. Age-adjusted’ primary cesarean section rates for first
births, according to race of mother and selected infant
characteristics: United States, 1980

Race of mother

Maternal characteristic All races®  White Black

Race of mother

Infant characteristic All races®  White Black

Rate? per 100 deliveries
Alifirsthirthe .. .~ .. ... .. ...; 17.6 17.6 16.5

Marital status

Maded 00 0 0 17.6 112 19.4
Notmarried . .. 0 . 0 125 18.8 18.1

Annual family income?

Less than $8.000 | ...+ v inaes 15.0 16.56 } *12.7
$9000-%514988 . . .. ... . ... . ... . 18.0 17.6 !

$15,000-520.999 - . . .. 18.9 18.1 21,56
$21,000-$29/999 ....... .. ... ... 18.7 175 *35.9
$30000 6rtove . . 16.8 16.0 19

Education®
Lbss than 1 2:ivears . o0 o0 17.9 18.6 *15.56
129egig™ " = v o o 18.6 18.1 16.4
13-1byears . .. .........00.00. 0 18.5 18.4 18.3
IBysavaorihome s, e 19.56 16.9 42.0
Underlying medical condition
Nomedn .o i bl 2l s o 16.7 16.5 16.4
FoPmare, o e pol B B 221 2356 16.6
Complication of pregnancy
Nombe ... ...... ... ........... 14.9 14.5 5.2
Jamoye . . 23.8 25.0 18.9
Complication of labor

LR e e 6.8 6.7 7.5
1ermore.. ... sionia i 34.6 350 413

Rate?® per 100 deliveries
All firstbirths. L. lL 000 Uovlon o 17.6 17.6 16.5

Number at birth

Single, . vl e 175 17.4 16.4
Plggalu i e 00 0 0 *30.4 *322 t97.3
Birth weight

less than 28€C0grams .. ..., . .| 26.3 28.8 1949

Less than 1,500 grams......... 29.5 *28.9 *28.1

1,5600-2,499 grams s-..v. 0. e 25.6 28.6 78
25002008 geee 0 L L 14.2 14.7 10.3
3.000-3,499.grams ... . ...ov i 15.8 15.3 18,5
35003990 giams . 00 L 179 118 19.1
4,000 gramsormore ....... ... .. 243 23.6 *28.5

Length of gestation

Undar B2 waaks 1 o0 *203 2236

B2- 3B Weeks . . e 17.8 21.0 } 13.8
dBwesks a2 15.7 *13.8

37-SGwegks = 18.9 18.6 19.2
A0 WeBKE . e 16.7 16.9 13.8
diweelks: | 00 L0 a0 14.8 14.1 *16.1
42 weeksandover.............. 19.3 19.5 16.3

1Age adjusted by the direct method, using the 1980 distribution of all first births
by age of mother as the standard population.

?Includes all other races not shown separately.

3Figures for primary cesareans exclude repeat cesareans from both numerator
and denominator.

4For married mothers only.

5For mothers 20 years of age and over.

SOURCE: National Center for Health Statistics: Preliminary data from the
National Natality Survey.

rose significantly from 7.3 in 1972 to 17.2 in 1980. Increases
of about this magnitude were observed for almost all maternal
and infant characteristics considered. Part of this increase is
attributed to the shift away from attempting forceps deliveries
(and to a much lesser extent, breech deliveries) because cesar-
eans may represent less risk to the infant. Another part of the
increased cesarean rate is attributable to the obstetric norm
“once a section, always a section.”” The number of women who
have previously delivered by cesarean continues to rise, thereby
making it likely that nearly all their subsequent deliveries will
be by cesarean. Nearly 40 percent (236,000) of the 612,000
hospital cesareans to all women (married and unmarried) in
1980 were repeat cesareans.

Data from the 1980 NNS can be used to examine the rate
of cesarean section deliveries for all women. Most analyses use
the overall cesarean rate (17.1 for all women in 1980), calcu-
lated by dividing total cesareans by total deliveries. However,

1Age adjusted by the direct method, using the 1980 distribution of all first births
by age of mother as the standard population.

?2Includes all other races not shown separately.

3Figures for primary cesareans exclude repeat cesareans from both numerator
and denominator.

SOURCE: National Center for Health Statistics: Preliminary data from the
National Natality Survey.

the primary cesarean rate (11.2 in 1980) is particularly useful
because it indicates the probability of a first cesarean section to
women who have not previously had a cesarean delivery. Thus,
the primary rate better indicates the maternal and infant char-
acteristics associated with cesarean section delivery. The pri-
mary rate clearly showed, for example, that first births are
about three times as likely to be delivered by cesarean as higher
order births.

When the primary cesarean rate for first births is adjusted
for age, there is no statistically significant association between
education or income and the cesarean section rate. Plural births
and both low-birth-weight and very high-birth-weight infants
are much more likely to be delivered by cesarean. Thus, the
relationship between cesarean section and virtually any char-
acteristic of interest is clearer if the focus is on primary cesarean
section alone.

Cesarean delivery is a major surgical procedure that has
become common among obstetricians as an intervention strategy
for maternal complications and fetal distress. It is routinely
repeated for subsequent deliveries. The cesarean section’s risk
to mother and fetus and higher cost must be weighed against
possible benefits such as reduced mortality and morbidity and
future medical costs averted throughout the infant’s lifetime.
Thus, data on maternal and fetal benefits derived from cesarean
delivery are necessary for cost-benefit comparisons.
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In the absence of definitive studies on costs versus benefits,
the rising cesarean delivery rate continues to be a matter of
concern (National Institute of Child Health and Human De-
velopment, 1981; Minkoff and Schwarz, 1980). The policy of
repeating cesarean sections has been addressed by the Ameri-
can College of Obstetricians and Gynecologists; in February
1982, the College issued Guidelines for Vaginal Delivery after
a Cesarean Childbirth. Greater public awareness and patient
education relating to cesarean birth may also increase maternal
participation in the decisionmaking process regarding type of
delivery.
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Health Insurance Coverage
and Physician Visits Among
Hispanic and Non-Hispanic
People

by Fernando M. Trevino, Ph.D., and Abigail J. Moss,
National Center for Health Statistics

Introduction

The United States has the sixth largest Hispanic popula-
tion in the world. Demographic projections indicate that the
U.S. Hispanic population will double in size every 25 years if
it sustains its present growth rate (Cruz and Sheir, 1982). The
ability of the Nation’s health care system to effectively serve
the ever-increasing health needs of Hispanic Americans will
depend to a large degree on a sound body of data regarding
their health status, use of services, unmet health care needs,
and the health resources available to them. Unfortunately, many
of these data are unavailable at present and much of the avail-
able data fail to differentiate the Hispanic population on the
basis of national origin (e.g., Mexican American, Puerto Rican).
Therefore, important geographic, socioeconomic, and cultural
differences among these groups are ignored (Trevino, 1982;
Roberts and Lee, 1982).

Hispanic families are generally larger and have lower in-
comes than non-Hispanic families and therefore would be ex-
pected to have less disposable income to pay out-of-pocket
expenses for health care. Yet few comparative studies have
been made of health insurance coverage among the Hispanic
and non-Hispanic populations. Aday and others (1980) reported
that Mexican Americans are less likely than the general popu-
lation to have health insurance coverage. The authors attributed
much of this difference to Mexican Americans’ employment in
firms that generally do not provide health insurance. In another
study, Andersen and others (1981) found that one-third of the
Hispanic population had neither public nor private health in-
surance, compared with 11 percent of the general population.
However, these findings are specific to the Hispanic population
of the southwestern United States (Colorado, Texas, New
Mexico, Arizona, California) and only 10 percent of the His-
panic people in the sample were of Puerto Rican or Cuban
origin, Thus, only limited geographic and ethnic generalizations
can be made from these findings. Until now, no national data
have been available on health insurance coverage among His-
panic people by national group.

This article compares public and private health insurance
coverage among white and black non-Hispanic people, Mexican
Americans, Puerto Ricans, and Cuban Americans under 65
years of age. It also explores the relationship between the health
insurance coverage of these groups and their use of medical
services as measured by physician visits. Because physician
visit rates also reflect the availability of physicians, the analysis
was limited to the standard metropolitan statistical areas

(SMSA) in the United States to minimize urban and rural dif-
ferences in physician availability.

Data source and limitations

Data source

The data are based on information obtained in 1978 and
1980 from the National Health Interview Survey. This is a
continuous, nationwide survey consisting of a probability
sample, representative of the U.S. civilian noninstitutionalized
population. In the 2 survey years, interviews were conducted in
the 50 States with more than 210,000 persons, 132,000 of
whom were under 65 years of age, resided in SMSA’s, and
constituted the sample for this report. This sample represents
66 percent of white non-Hispanic people; 77 percent of black
non-Hispanic people; and 86 percent of all Hispanic people,
including 82 percent of Mexican Americans, 94 percent of
Puerto Ricans, and 87 percent of Cuban Americans.

Health insurance questions in the National Health Inter-
view Survey identify which family members are covered by
Medicare, Medicaid, and/or private health insurance. Reasons
for noncoverage are also obtained.

According to the definition used for this report, insured
persons include those covered by either private health insurance
or public health insurance, i.e., Medicare or Medicaid or both,
The Medicaid-covered population consists of persons who
(1) had a valid Medicaid card at the time of interview, (2) were
receiving Aid to Families with Dependent Children or Supple-
mental Security Income payments, or (3) reported Medicaid
coverage as a reason for not being covered by any private health
insurance plan. The uninsured population includes persons not
covered by private health insurance, Medicare, Medicaid, or
by military or Veterans Administration health benefits. A
physician visit is defined as consultation with a physician, in
person or by telephone, for examination, diagnosis, treatment,
or advice. Also included are visits where the service %as pro-
vided by a nurse or other person acting under a physician’s
supervision.

Data limitations

The National Health Interview Survey questionnaire has
not been translated into Spanish. Consequently, in households
where the adult respondent does not speak English, interviewers
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must rely on translators (often a bilingual household member)
to translate the questions and answers or must act as translators
themselves. This practice may result in a certain amount of
misinterpretation of the questions and some misclassification
of responses.

To identify persons of Hispanic ancestry or origin, re-
spondents were given a flashcard containing the following list of
Hispanic groups—Puerto Rican, Cuban, Mexican, Mexicano,
Mexican American, Chicano, Other Latin American, and
Other Spanish. Similarly, a flashcard was used by respondents
to select each family member’s racial background. Data on the
Hispanic population are combined estimates for all Hispanic
people regardless of race. Furthermore, estimates for the His-
panic population include those specifying Other Latin American
or Other Spanish, whereas estimates by national origin include
only those who specified that national origin.

Health insurance coverage

Uninsured population

As shown in table A, about 12 percent of the U.S. popula-
tion under 65 years of age residing in SMSA’s was uninsured
for medical expenditures. Nearly 30 percent of the Mexican
American population was uninsured, compared with only 9
percent of the white non-Hispanic population. Black people,
Cuban Americans, and Puerto Ricans had about the same pro-
portion uninsured (nearly one-fifth).

People with low family incomes were less likely to have
health insurance coverage (table B). Almost one-half of Mexi-
can Americans with an annual family income less than $7,000
were uninsured, compared with approximately one-third of
Cuban Americans, one-fourth of the white and black non-
Hispanic populations, and one-fifth of the Puerto Ricans. The
proportion uninsured was somewhat lower for the $7,000-9,999
income group (compared with the less than $7,000 income

Table B. Percent of population under 65 years of age not covered
by health insurance, according to family income, Hispanic origin,
and race:; Standard metropolitan statistical areas, average annual
1978 and 1980

Family income

£7,000-
$9,999

$10,000
or more

Less than

Hispanic origin and race $7,000

Percent of population
Allpersons .. . ... 0. .. 29.1 23.8 6.4

Non-Hispanic

Aflracesl .ol DL 27.3 21.4 57
NVRItE e e 21.9 19.9 53
Black ... .. ... 0. 259 24.6 9.1

Specified Hispanic

AllHispanie?: - capiille 39.2 37.6 16.4
Mexican American . . ... icuai ., 48.6 46.0 18.3
PueroRican. .../ .. .. 21.0 25.4 16.8
Guban ... T e 30.6 23.7 10.6

lincludes all other races not shown separately.
?Includes Other Latin American, Other Spanish, and those with unknown specific
Hispanic origin.

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

group) for white people and Cuban Americans but was es-
sentially the same for the other ethnic groups.

Reported reasons for not having health insurance were ob-
tained for uninsured persons. Inability to pay was the most
frequent reason provided by all ethnic groups described in this
report. Approximately one-half of each group reported this as
their main reason for being uninsured. Mexican Americans,
the group with the highest percent uninsured, were among the
most likely to report they could not afford insurance and the
least likely to report unemployment as their chief reason for
noncoverage.

Table A. Percent distribution of persons under 65 years of age, according to insurance coverage status, Hispanic origin, and race: Standard

metropolitan statistical areas, average annual 1978 and 1980

Coverage status

Medicaid Not
Hispanic origin and race Total Private only covered Other!
Percent distribution
Allpamon. 2 it oinL D s e LT 100.0 80.0 6.1 LD 2.4
Non-Hispanic
Allacesz® 2. = e e 100.0 82.1 5.3 10.2
White, . ... .. e Tl 100.0 86.1 2.7 8.7 2.5
Black: . - o D el 100.0 61.3 20.0 1/.8 1.0
Specified Hispanic
AiHEpaniches . 0 0 s ine L e e 100.0 58.6 134 28.7 2.3
Mexitan Amercan. .. | e os 0L Tl L L 100.0 59.0 10.7 299 0.4
Pueta Rican. . . oo isies il L0 L cn il L 100.0 47.7 319 19.7 07
CuBah - . . e e e L L e 100.0 74.2 5.4 16.6 3.8

Tincludes persons covered by military or Veterans Administration health benefits, persons whose health insurance coverage is unknown, and all others.

2|ncludes all other races not shown separately.

3|ncludes Other Latin American, Other Spanish, and those with unknown specific Hispanic origin.

SOURCE: National Center for Health Statistics: Data from the National Health Interview Survey.
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Table C. Percent of population under 65 years of age covered by
Medicaid only, according to family income, Hispanic origin,
and race: Standard metropolitan statistical areas, average annual
1978 and 1980 e - ‘

Family income

$10,000
or more

§7,000—-
$9,999

Less than

Hispanic origin and race $7,000

Percent of population
Allpersons ......... ., .. . . 30.2 8.8 11

Non-Hispanic ]
P87 7. 0.9

Allraces! s .o iiii ]l L

White. .. ... .o .0l i 18.2 4.8 0.7

Black = - AEa s e 46.6 17.2 3.4
Specified Hispanic

All Higpanie2. - L 37.5 14.2 29

Mexican American . ... .. s 31.b el 13 3.0

Puarto Rican . .....chsuib sinseis 63.4 2683 59

Coban (0 00 o G A 18.5 1.3 e

Includes all other races not shown separately. -
?Includes Other Latin American, Other Spanish, and those with unknown
specific Hispanic origin.

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

Insured population

Black non-Hispanic and Hispanic people were considerably
less likely than white non-Hispanic people to be covered under
private health insurance. Eighty-six percent of white people,
61 percent of black people, and 59 percent of Hispanic people
had private health insurance (table A). Puerto Ricans had the

lowest rate of private coverage of all groups, with less than half
having private health insurance.

However, the Puerto Rican population was the most likely
to have only Medicaid; about one-third had such coverage
(table A). Black people had the second highest proportion
covered by Medicaid only (20 percent), followed by Mexican
Americans (11 percent), Cuban Americans (5 percent), and
white non-Hispanic people (3 percent).

Even considering only persons with low family incomes,
the Puerto Rican population was still considerably more likely
than other groups to have only Medicaid (table C). Almost
two-thirds of the Puerto Rican population under 65 years of
age with an annual family income under $7,000 had Medicaid
coverage, compared with one-half of the black population, one-
third of the Mexican American population, and one-fifth of the
white and Cuban American populations.

Physican visits

Analysis of age-adjusted data revealed that Mexican
Americans and Cuban Americans had the highest proportions
with no physican visit in the past year (table D). For each
ethnic group, people with only Medicaid coverage had the
smallest proportion with no physician visit in the past year. In
general, the Medicaid population uses more health services
because it experiences a higher level of illness (Rabin and
Schach, 1975).

Obviously, the lack of health insurance reduces an indi-
vidual’s financial access to health care. After age adjustment, a
higher proportion of uninsured persons than insured persons
had not consulted a physician in the past year, 35 percent com-
pared with 22 percent, respectively (table D). Uninsured

Table D. Age-adjusted’ percent of population under 65 years of age with no physician visits in the past year, according to insurance coverage
status, Hispanic origin, and race: Standard metropolitan statistical areas, average annual 1978 and 1980

Hispanic origin and race

Coverage status

Type of coverage

All Medicaid Not
persons Total? Private only covered

Allpersbns avieil L om0 G
Non-Hispanic
Allraces® . ... . ....000 . oaah 0 e
White. . ompieisl 0 cnm s B e e
Black ..ol 0B e
Specified Hispanic
All Hispanic® ', Coonailill L i

Percent of population

238 22.4 22.8 15.9 34.6
23.1 22.0 224 15.3 33.2
22.7 21.8 22.0 15.3 33.2
23.3 21.6 23.6 14.6 31.1
30.5 27.0 29.0 18.4 40.8
35.8 31,7 33.3 26.5 45.8
21.8 19.8 24.7 1.4 30.9
28.5 28.0 27.9 15.7 31.2

'Age adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 age groups.
?Includes persons covered by military or Veterans Administration health benefits, persons whose health insurance coverage is unknown, and all others.

Includes all other races not shown separately,

4Includes Other Latin American, Other Spanish, and those with unknown specific Hispanic origin.

SOURCE: National Center for Health Statistics: Data from the National Health Interview Survey.
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Mexican Americans were the least likely to have seen a physi-
cian in the past year.

Conclusion

Hispanic and black people were much more likely than
white people to have no health insurance of any type. Twenty-
six percent of Hispanic people, 18 percent of black people, and
9 percent of white people had no coverage. Among the groups
investigated, Mexican Americans were identified as the group
with the highest proportion uninsured (almost one-third). Al-
though about one-quarter of all low-income persons (annual
family income less than $10,000) lacked insurance, almost half
of low-income Mexican Americans did not have insurance.

Medicaid provides a substantial portion of the insurance
coverage for low-income persons. States participating in the
Medicaid program are required to cover all persons who are
receiving public assistance under Aid to Families with De-
pendent Children and most receiving Supplemental Security
Income for the aged, blind, and disabled. At State option, cov-
erage may be extended to financially eligible pregnant women,
families in which the parent who is the principal wage earner is
unemployed, and families determined to be ““medically needy”’
(U.S. Department of Health and Human Services, 1981).

Almost two-thirds of the Puerto Rican population under 65
years of age with incomes less than $7,000 had only Medicaid
coverage, compared with one-half of the black non-Hispanic
population, one-third of the Mexican American population, and
one-fifth of the white non-Hispanic and Cuban American pop-
ulations. There are several possible reasons for the greater
Medicaid coverage rates among Puerto Ricans and black people.
First, 40 percent of Puerto Rican and black families are headed
by a female with no husband present, compared with 12 per-
cent of white families and 16 percent of Mexican American
families (U.S. Bureau of the Census, 1979a and 1979b). (Figure
for Cuban Americans is unavailable.) Therefore, it is probable
that greater numbers of Puerto Rican and black people are
qualifying for Medicaid coverage under Aid to Families with
Dependent Children. Second, Puerto Rican and black non-
Hispanic people may be more likely to reside in States that
provide greater optional coverage under Medicaid. Also, al-
most 5 percent of Mexican Americans reside in Arizona (U.S.
Bureau of the Census, 1980), which did not participate in the
Medicaid program during the same time period of this study.
This group was thus excluded from participation in the Med-
icaid program. Finally, it is unknown how many undocumented
Mexican workers, who may be less likely to have public health
insurance, were interviewed in the National Health Interview
Survey.

Mexican Americans were among those most likely to re-
port they could not afford health insurance as the main reason
they did not have coverage. However, they were also the least
likely to cite unemployment as the main reason for noncoverage.
While not providing direct evidence, these findings would lend
support to the hypothesis of Aday and others (1980). Their
theory is that low rates of private health insurance coverage
among Mexican Americans may result largely from their low

48

income and employment in firms that generally do not provide
such coverage.

The uninsured were more likely to have experienced a long
time interval since their last visit to a physician. Among all
groups except Cuban Americans, persons without insurance
were 50 percent more likely than insured persons to have not
visited a physician in the past year. Mexican Americans ex-
perienced the greatest proportion with a long time interval since
their last physician visit.

Black people, Puerto Ricans, and Cuban people lack health
insurance coverage at twice the rate of white people. Among
Mexican Americans, the noncoverage rate is 3% times greater
than that of white non-Hispanic people. Compared with Mex-
ican Americans, the smaller noncoverage rate among black
people and Puerto Ricans is largely attributed to the fact that
proportionately twice as many black people and three times as
many Puerto Ricans have Medicaid coverage. The smaller
noncoverage rate among Cuban Americans largely results from
their higher participation in private health insurance, which
may be attributed to a higher per capita income and/or em-
ployment in firms that provide employee health insurance
coverage.
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Visits to Physicians and
Other Health Care
Practitioners

by Robert H. Mugge, National Center for Health Statistics

Introduction

Although physicians (doctors of medicine and doctors of
osteopathy) predominate in providing or administering health
care services in the United States, various other health practi-
tioners also provide direct health services to patients. In 1980,
71 percent of the civilian noninstitutionalized population made
ambulatory visits to physicians. Thirty-five percent made one
or more visits to other practitioners, which did not directly in-
volve a physician. This article will focus on five specific types
of practitioners: nurses, optometrists, chiropractors, podiatrists,
and psychologists.

These practitioners vary widely in the kinds of services
they provide, their methods for delivering services, and their
roles in relation to those of physicians. Many nurses work very
closely with physicians in providing services, although a large
number of nurses work independently. The other four types of
practitioner generally provide their services independently of
physicians.

How do these types of practitioners vary in terms of their
relationship to physicians? Do they tend to replace or supple-
ment physician services? These are important questions in re-
lation to society’s needs for health care resources. During the
1960’s, when it was generally thought a serious shortage of
physicians existed, a proposal was made that “other practi-
tioners” be trained to replace physicians in providing certain
services (Rafferty, 1974). Although apparently a physician
shortage no longer exists, concern over a maldistribution of
certain physician specialists persists (Bureau of Health Profes-
sions, 1982; National Commission on Allied Health Education,
1980). Therefore, it has been proposed that other health practi-
tioners be used to help alleviate local shortages (National In-
stitutes of Health, 1975).

This article examines the extent of overlap among those
people who visit physicians and those who visit these other
types of practitioners. In addition, the degree of association
between frequency of visits to physicians and frequency of visits
to the other practitioners is considered. The discussion will
provide a general answer to the question whether other practi-
tioner services tend to replace or supplement physician serv-
ices. Findings also will suggest areas of further analysis to
determine the kind and character of supplementation or sub-
stitution that occur.

Data source and limitations

Data for this paper are derived from the household survey
component of the National Medical Care Utilization and Ex-
penditure Survey, which sampled 17,123 persons who repre-
sented the U.S. civilian noninstitutionalized population. Infor-
mation about all family members was collected from one
household member during five interviews conducted approxi-
mately 3 months apart. Data on health conditions, health care
services, and expenditures for health care covered calendar
year 1980.

Only ambulatory visits to practitioners are included in this
report; health care visits in emergency rooms or involving
hospital inpatients are excluded. Visits to other practitioners
are counted only when a physician was not seen in the same
visit.

Because sex and age are two strong determining factors
influencing the extent of services received from physicians and
also from each of the other practitioner types, estimates are
adjusted for sex and age.

Findings

Variables related to utilization

Data in tables A, B, and C show the relationships between
various individual characteristics and the utilization of services
rendered by physicians and by each of the five other types of
practitioner. These data provide some insight into factors ac-
counting for the overlap between those patients visiting physi-
cians and those visiting other practitioners.

For each of the six practitioner types, a considerably higher
percent of females than of males received services in 1980.
This was especially notable for podiatric services, where the
proportion of females having visits was more than double the
proportion of males (table A). Age also was strongly related to
the receipt of services for all practitioners, but in different pat-
terns. For physician and nurse services, the relationship was
U-shaped, with utilization highest for young children and the
elderly and lowest for other age groups. Utilization was highest
among adults for optometrists and chiropractors, and it increased
markedly with age for podiatric services. Psychological services
were used most heavily by older children and younger adults.
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Table A. Percent of population receiving services from selected medical practitioners, according to type of practitioner, sex, and age: United
States, 1980

Population Medical practitioner
in
Sex and age thousands = Physician'  Nurse  Optometrist = Chiropractor  Podiatrist = Psychologist

Percent of population

TotE) e e 222,876 70.8 13.1 8.2 4.0 2.0 153
Male
Alldges. ... .0 ... 000 0 e 107,539 64.9 11.0 79 3.7 12 1=
UnderGyears, . ol .. . .l a0 G 10,717 82.6 19.0 11 i 0.4 0.5
G=lbyears b0 B 0 s 20,898 63.9 14.0 b 1.0 0.5 2.0
172498818 . .. ... .. 15,765 56.5 7.2 6.8 2.9 0.7 1
204 baare. ... . 0. 0 29,840 58.7 1.4 8.2 5.0 1.3 1.2
d5=Bd wedrs =l . e L e 20,828 67.0 9.1 11.6 6.1 1.0 0.8
bE yeamsandover i Ll Ll s e 9,491 76.7 18.1 92 5.2 4.4 *.
Female
Alleges. . ... .0 .. L il 115337 76.3 14.9 10.56 4.4 27 1.5
UnderGyears 0. 5 gm0 10.088 81.6 19.6 1.3 0.9 *. 0
B-lBvearmer - o o S o i e 19,924 63.8 14.3 8.2 21 0.8 1.6
1724 y8ars. . .. ... ... o e e, 17121 115 17.6 13.1 B 1.6 1.8
2b8dwpars, B e o g o Ll 31,476 79.0 12.0 10.7 6.2 15 26
AG-—B4vyelrs.. .. . ... . il 22,750 T 13.2 13.8 LA 4.0 0.9
BSyearsandover .. ... .. .00 L 13978 = 81.3 18.5 11.3 5.6 9.5 0.2

Tincludes doctors of medicine and doctors of osteapathy.

SOURCE: National Center for Health Statistics: Data from the National Medical Care Utilization and Expenditure Survey.

Table B. Percent! of population receiving services from selected medical practitioners, according to type of practitioner, race, Hispanic origin,
education, and family income: United States, 1980

Population Medical practitioner
Race, Hispanic origin, education, in
and family income thousands  Physician?  Nurse Optometrist  Chiropractor  Podiatrist ~ Psychologist

Percent of population

Total ... . ..o w0l 222,876 70.8 13.1 9.2 4.0 2.0 1.3
Race

Mihite .. .0, .. il i 191,722 J1.9 13.6 9.8 4.4 2.1 1.4

Blable w o 7L. 0 il o Bl e Bl o 26,050 64.3 9.1 4.6 15 1 0.5

Cther .0 e 5,104 65.6 1o 10.7 2.3 1.3 -

Hispanic ;... .. . il - Gl 15013 66.9 7.9 6.4 27 1.8 0.6
NoosBlispanie .o o7 0 e s e 0 207,863 112 134 9.4 4.1 Fa b
Education3
bess thanBivears. . il v e 0L ollems o o0 24,137 65.3 8.8 7.4 35 2.2 1.4
S-dlyears | . il s 28,604 68.7 10.7 10.0 4.8 2.7 11
12vears .= . . ... Lo 00 59,792 70.4 11.2 111 6.2 2.2 0.8
13-15vyears. . ...... ..iiis..o .l 26,450 j2.2 14.6 10.6 51 2.6 1.2
16YeRrB OEMONBILT L 0 o e i e 22,267 76.0 141 12.0 4.3 2.9 3.1

Family income

leks than B10A00 00 L. e 45,658 68.9 131 7.9 i i 12 13
$10000=514899. . e oy B e 31,314 68.3 13.2 7.8 5.0 s a
$15000-519999. . ., .0 Ll W 28,423 69.8 13.5 9.8 3.9 1.9 1.3
S0000824 999 e i 31,987 71.8 13.1 9.7 4.2 2.0 0.9
$25000-334,899., .. .. .. ... e 42,631 J1.1 12.0 10.2 4.3 P 1.2
IR 000 ooty il T s e 42,864 72.9 12.2 9.0 4.0 2.6 4

! Adjusted for age and sex by the direct method to the 1980 civilian noninstitutionalized population using the age groups shown in table A.
2Includes doctors of medicine and doctors of osteopathy.
3persons 17 years of age and over. Adjustment based on 1980 population 17 years of age and over.

SOURCE: National Center for Health Statistics: Data from the National Medical Care Utilization and Expenditure Survey.

50



The relationships of other factors to the utilization of prac-
titioner services were examined after adjustment for age and
sex (tables B and C). For all six practitioners, a significantly
higher proportion of white than of black persons received serv-
ices. Those not of Hispanic origin visited all types of practi-
tioners except podiatrists significantly more than those of His-
panic origin. Persons with more education tended to visit all
practitioners except chiropractors more frequently than those
with less education. With respect to chiropractic services, per-
sons with 12 years of education had the highest utilization, and
those with less than 9 years or more than 16 years had the
lowest. Utilization tended to increase with income for physician
and optometrist services but not for the others. Since income
tends to increase with education, it is surprising that nurse,
podiatrist, and psychologist services did not clearly increase
with income as they did with education, This may be explained
partly by the fact that higher education of younger adults may
not yet be reflected in higher incomes.

Regional differences were also found (table C). Higher
proportions of the population received physician services in the
North Central and Northeast Regions than in the West and the
South Regions. Nursing services were utilized most in the North
Central Region and least in the Northeast. Optometry utiliza-
tion was highest in the North Central Region and lowest in the
South. Chiropractic use was highest in the West and North
Central Regions. Podiatric services were used much more in
the Northeast than in the other Regions. Finally, psychological
services were used most in the Northeast and West Regions.

Persons perceived to have fair or poor health or having
activity limitation resulting from chronic illness saw physicians,
nurses, and psychologists in higher proportions than those re-
ported to have excellent or good health (table C). However, the

Table C.
health, and activity limitation: United States, 1980

use of optometric, chiropractic, and podiatric services was not
related to perception of having fair or poor health.

Generally, in relation to these characteristics, the pattern
of services from physicians seems to be most similar to those of
nurses and psychologists and least similar to those of chiro-
practors and podiatrists.

Visits to physicians and other practitioners

Substantive findings on the question of substitution or
supplementation are presented in table D. In this table, two
comparative measures indicate the existence and general char-
acter of any patient overlap in terms of services:

e The percent of population seeing a nonphysician practi-
tioner at least once during the year varies according to the
number of physician visits they had during the year. Are
persons more or less likely to see the other practitioners as
their visits to physicians increase? A positive relationship
would tend to support the supplementation assumption.
For persons with one or more visits to another practitioner,
the average number of such visits varies according to the
number of times they visited physicians. The question is
whether, as their visits to physicians increased, the number
of their visits to other practitioners also increased, further
testing the supplementation assumption.

Data in table D indicate that the likelihood of visiting each
type of practitioner increased with increasing use of physicians.
The relationship was strongest for utilization of psychologists:
Those with four or more physician visits were almost nine times
as likely to see a psychologist as those with no physician visits.

Percent' of population receiving services from selected medical practitioners, according to type of practitioner, region, perceived

Population Medical practitioner
in -
Region, perceived health, and activity limitation thousands  Physician? Nurse  Optometrist Chiropractor  Podiatrist  Psychologist
Percent of population
Jota) e oo i el e e 222,876 70.8 13.1 9.2 4.0 2.0 13
Region
Noithedst ... 0w e nae Doe el o 46,902 y2.3 10.6 89 3.1 343 1.8
MorthCentral - vlo vl a0 e el 59,265 712.8 14.7 . 1.7 5.3 e by
Sotths = =0l B e 69,500 69.0 13.4 6.9 25 12 0.8
West ..... 47,209 69.5 12.8 9.8 5.6 1.5 17
Perceived health?®
Excellent. . .00, 0 WL L e L 110,597 67.2 12.0 9.1 3.8 1.8 1.1
Good. . . e 81,873 71.2 13.2 8.8 4.4 2.0 13
Faerpope. . om0l D 0 D 28,805 82.2 16.7 8.6 4.1 22 g2
Activity limitation
Somedimitation oo i e 20,906 82.3 15.3 9.5 4.5 2.0 3.3
No known |Imlta'l'10ﬂ ......................... 201,970 69.4 12,7 9.3 4.0 1.8 12

'Adjusted for age and sex by the direct method to the 1980 civilian noninstitutionalized pnpulatmn using the age categories shown in table A,

?Includes doctors of medicine and doctors of osteopathy.
3Excludes unknowns.

SOURCE: National Center for Health Statistics: Data from the National Medicél Care Utilization and Expenditure Survey.
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The use of chiropractors and optometrists showed the weakest
relationship to physician visits.!

There are also substantial differences in the way these
practitioners are utilized. People who used psychologists and
chiropractors tended to see them frequently, averaging 8.9 and
7.9 visits per year, respectively. Optometrists and podiatrists
were on the other end of the scale with averages of 1.4 and 2.8
visits per year, respectively.

Although people who saw physicians more frequently were
also more likely to see another of these practitioners, the rela-
tionship to volume of services was not consistent. However,
those with four or more physician visits had significantly greater
numbers of visits to nurses, podiatrists, and psychologists.

Conclusion

The data presented indicate that people who visit physi-
cians are more likely to have visits with selected other practi-
tioners than the people who do not. Furthermore, the more
physician visits that people have, the more likely they are to
have one or more visits to each of these other practitioners.
Also, the number of visits to nurses, podiatrists, and psycholo-
gists (for those with any such visits) is greatest for those with
four or more physician visits. The reasons for these relation-
ships may be quite complex. In many cases, other practitioners
are brought into the treatment programs by the physicians
themselves; this is especially true for nurses.

Frequently, positive relationships between physician visits
and other practitioner visits may result from the effects of in-

ISee also: National Center for Health Statistics, Optometric manpower, Char-
acteristics of optometric practice, United States, 1968, by H. K. Koch and H.
M. Phillips, Vital and Health Statistics, Series 14-No. 13, DHEW Pub. No.
(HRA) 74-1808, Health Resources Administration, Washington, U.S. Gov-
ernment Printing Office, June 1974.
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tervening variables in addition to age and sex. A poor state of
health may prompt more frequent visits to physicians and also
to other practitioners, bringing about a positive relationship
between the two types of visit.

The data relating to chiropractic services are of special
interest because cooperation between chiropractors and physi-
cians is minimal; only rarely would physicians refer patients to
chiropractors (Von Kuster, 1980). Yet people with physician
visits are more likely to have chiropractic visits than are those
with no physician visits. Stated another way, 80 percent of all
persons who saw chiropractors during the year also saw physi-
cians. Apparently, most people who receive treatment from
chiropractors do not depend on them entirely for their health
care. Rather, they appear to use physician services and chiro-
practic services in a complementary fashion. Since physicians
seldom refer patients to a chiropractor, it may be assumed that
most of the people who saw chiropractors in addition to physi-
cians went on their own initiative. Those who had large numbers
of physician visits undoubtedly did so in many cases because
of concerns over special health problems; the data suggest that
a number of them also decided to go to chiropractors for addi-
tional treatment. Similarly, many who had been receiving care
from chiropractors also sought help from physicians, either for
the same or other conditions.

The weakest relationship is between optometric services
and physician services, suggesting that optometric visits seldom
occur because of physician referrals. It seems that people tend
to decide themselves when to see an optometrist. This may
indicate that needs for the two types of service are substantially
unrelated. The relationship is also complicated because many
people use ophthalmologists instead of optometrists.

Can it be said, then, that services from the other practi-
tioners largely supplement physician services rather than sub-
stitute for them? The relationships are strongest between physi-
cian services and psychological and podiatric services, and they



are weakest between physician services and optometric and
chiropractic services. For whatever reason(s), most people
who utilize these other practitioner services also utilize physi-
cian services; therefore, people tend to use these practitioners
in addition to physicians in order to meet their perceived health
needs. Very few use the other practitioners exclusively, that is,
as a substitute for using physician services. Of course, the serv-
ices provided by some of these practitioners are somewhat dif-
ferent from those provided by physicians. Still, any visit to
another health care practitioner may in effect substitute for a
physician visit and may thus reduce the personal workload of
physicians.
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Trends in Health Personnel

by Gloria Kapantais, National Center for Health Statistics

Introduction

During recent decades, dramatic and significant changes
have occurred in the number, composition, and characteristics
of the Nation’s health personnel. Federal legislation has encour-
aged and promoted these changes through various means, in-
cluding programs of educational subsidies to train and place
health personnel. These programs have resulted in the growth
in the number and supply of health professionals and an increase
in the number of minorities and women in formerly white male
professions.

It is now largely accepted that the overall supply of health
personnel is sufficient, although problems caused by the uneven
distribution of some health specialties may still exist. Attention
is now focused on the problem of containing escalating health
care costs, on which health personnel obviously impact, through
private practitioners’ fees and through the staff costs of health
facilities and institutions.

The information presented in this article provides a brief
overview of changes that have occurred in the Nation’s health
personnel during recent decades. More detailed information is
presented in the annual reports which the Secretary of the
Department of Health and Human Services submits to the Presi-
dent and the Congress (Bureau of Health Professions, 1982a).
The first section deals with selected health practitioners and
presents trend data to illustrate the numerical increase that oc-
curred from 1965 through 1980. The supply of these practi-
tioners is also examined in relation to their distribution by geo-
graphic region and age. The major changes that occurred among

nursing personnel, which constitute the largest group of health
care personnel, are considered in more detail. Selected informa-
tion on public health and allied health workers is also presented.
The final section of this article documents the increasing repre-
sentation of women and minorities in health occupations.

Private health practitioners

Number of personnel

The supply of health practitioners (physicians, dentists,
optometrists, pharmacists, podiatrists, veterinarians, and reg-
istered nurses) has increased greatly during the past two
decades, both in absolute numbers and in relation to the popula-
tion. This growth has been particularly striking during the past
15 years, although it has not been uniform among these seven
professions (table A). The number of registered nurses per
100,000 population increased by 76 percent, the largest in-
crease. The next largest increases, nearly 40 percent, occurred
among physicians and veterinarians. The number of pharma-
cists per 100,000 increased by 24 percent during this period,
while the supply of dentists and optometrists each rose by ap-
proximately 15 percent. The number of podiatrists per 100,000
population increased by only 3 percent, the smallest rise. This
is largely because in 1965 most podiatrists were in the older
age groups. Many of them have since died or retired (Bureau of
Health Professions, 1982a). The large influx of foreign medi-
cal graduates to the United States during the late 1960’s and

Table A. Active health professionals and number per 100,000 population, according to type of profession: United States, selected years

1965-80
' i Percent increase
Health professional 1965 1870 1975 1980 1965 1970 1975 1980 1965-80
Number of active professionals Number per 100,000 population
Phvgioian .0 Sone s i e 288,700 323,200 377,400 449,500 145.5 154.5 176.8 202.3 39.0
Doctorof medicine...... ... . ... . 277,600 311,200 363,300 432400 1399 1487 1702 19486 39.1
Doctor of osteopathy .., ,......... 11,100 12,000 14,100 17,100 87 6.0 6.6 A7 35.1
Dentist. . ... ... ... . ., 96,000 102,200 112,000 126,200 49.0 49.6 52.2 56.4 156.1
Optometit o . a0 . e 17,300 18,400 19,900 22,300 8.8 9.0 9.3 10.0 138
Pharmaecist ... ... 00, .. .. || 104,100 113,700 122,800 144,200 B25 54.4 57.3 64.9 23.6
Podiatrigt ... .. ... o o 7,600 7,100 7,300 8,900 3.9 3.5 3.4 4.0 2.6
Veterinanan. .. 00 o0 a0 23,300 25,900 31,100 36,000 11.9 12.6 14.6 16.2 36.1
Registéred ntifse.. . 7 ... 0o .0 621,000 750,000 961,000 1,273,000 319.0 3656 4490 560.4 75.7

SOURCES: Bureau of Health Professions; Third Report to the President and Congress on the Status of Health Professions Personnel in the United States. DHHS Pub.
No. (HRA) 82-2. Health Resources Administration. Washington. U.S. Government Printing Office, Jan. 1982; Source Book—Nursing Personnel. DHHS Pub. No. (HRA)
81-21. Health Resources Administration. Washington. U.S. Government Printing Office, Sept. 1981; The Registered Nurse Population, An Overview. DHHS Pub. No.
(HRSA) 83-1. Health Resources and Services Administration. Washington. U.S. Government Printing Office, Mar. 1983. -

55



1970’s was an important factor in the rapid growth in the num-
ber of physicians. Immigration of foreign-trained personnel has
not been significant in the other professions.

Geographic and age distributions

The distribution of practitioners varied by geographic
region, county, and age. (See Detailed Tables 56, 57, and
62.) In 1980, the Northeast had the greatest supply in relation
to population for several health professions: doctors of medi-
cine, dentists, podiatrists, and registered nurses. The South,
with generally much less favorable ratios, had or shared the
lowest regional ratio for six of these health professions—doc-
tors of medicine, doctors of osteopathy, dentists, optometrists,
podiatrists, and registered nurses (Bureau of Health Profes-
sions, 1981a). Osteopathic physicians and podiatrists are the
most unevenly distributed practitioners among the regions. The
number of osteopathic physicians ranged from 225 per 100,000
population in the Northeast to 159 per 100,000 population in
the South. For podiatrists, the number per 100,000 population
in the Northeast was almost triple the number in the South.
Only pharmacists were evenly distributed in relation to popula-
tion among all regions.

Metropolitan areas and nonmetropolitan counties also had
uneven distributions of most of these health professions, ranging
in 1979 from relatively minor disparities to considerable differ-
ences (Bureau of Health Professions, 1981a). The greatest dis-
parity occurred with podiatrists, the occupation with the smallest
number of practitioners. Their ratio per 100,000 population
was 4.6 for metropolitan areas and only 1.5 for nonmetro-
politan. The next greatest disparity occurred with doctors of
medicine. Their ratio was 213 per 100,000 population in metro-
politan areas, which was more than double the ratio in non-
metropolitan counties. It should be noted, however, that many
metropolitan areas contain large medical centers that draw pa-
tients from beyond their boundaries. As a result, these physi-
cian-population ratios tend to exaggerate the metropolitan-
nonmetropolitan disparities. In contrast, pharmacists and
optometrists were distributed much more evenly. There were
65 pharmacists per 100,000 population for metropolitan areas
and 57 for nonmetropolitan areas and 10 optometrists for both
metropolitan and nonmetropolitan areas.

The age distribution of active health practitioners sheds
some light on the future supply of these professions (Bureau
of Health Professions, 1981a). In 1980, the age levels of these
eight professions varied considerably. Registered nurses were
the youngest group, with a-median age of 38 years. They also
had the lowest proportion (13 percent) of active practitioners
55 years of age and over. Pharmacists and veterinarians were
the next youngest groups, with median ages just under 40 years.
Approximately one-fifth of each of these groups were 55 years
of age and over. In 1980, the median age of physicians (doctors
of medicine and doctors of osteopathy) and dentists was 42
years and 41 years, respectively. About 26 percent of the physi-
cians and 22 percent of the dentists were 55 years of age and
over. The median age of podiatrists in 1980 was 43 years, with
almost a third of them 55 years of age and over. Among these
eight professions, optometrists constituted the oldest work force;
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their median age was 48 years. Nearly 36 percent of the active
optometrists in 1980 were 55 years of age and over.

Nursing personnel

Nursing personnel are by far the largest group of health
care providers. (The term nursing personnel in this article in-
cludes registered nurses, licensed practical nurses, aides, order-
lies, and attendants.) They function in all parts of the health
delivery system at many different position levels. In 1980, an
estimated 1,273,000 registered nurses and 549,000 licensed
practical nurses were in active practice.

The number of registered nurses actively engaged in nursing
has nearly quadrupled since 1950 (table B). As more nurses
have entered or remained in the work force, the number of
registered nurses employed part time has increased. In 1950,
about 11 percent of all registered nurses worked part time. By
1980, the proportion had increased to nearly one-third. These
nurses, who are an integral part of the staffing in most fields of
nursing employment, are very frequently married with young
children (Bureau of Health Professions, 1983).

Employment

The regional distribution of registered nurses in 1980 fol-
lowed similar patterns for physicians. The Northeast had the
largest number (735 active nurses per 100,000 population),
and the South had the lowest (444 nurses per 100,000 popula-
tion) (Bureau of Health Professions, 1983).

Hospitals, nursing homes, and related health facilities have
remained the predominant employers of registered nurses. Since
1962, 2 out of every 3 registered nurses have been employed in
such facilities (Bureau of Health Professions, 1981b).

A 1980 study revealed that 24 percent (nearly 400,000)
of all nurses licensed in November 1980 were not employed in
nursing. Of this group, 8 percent were actually seeking nursing

i Tub[u B. Active nglltmd nurns. ueoordlng to amplovmont statua.
~ and number per 100.000 popalatlms Unltod smu wlqcud .

yean 18&0-80 _» : b
g Emﬁloyngeht;étﬂuvs*; Nugﬁbcrpﬁbn_
Yea  Total  Fulltime Parttime population
ol 335000 209000 36000
430,000 388,000 42,000
527,000 424,000 -

© 534,000 .
0 . Ga2000
- 863 500_:‘ o

1Ther dates. for 7950-?8 uwmrtu are nctuuﬂv Jnnﬁuw of the year !elluw :
_year listed (rather than Jtnuarv 1 of the year listed) to achieve greatest

comparability with oecemher 31 data for othar haalth occupatiom in tm:
report.
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employment. More than two-thirds of those looking for nursing
employment were seeking part-time jobs (Bureau of Health
Professions, 1983). An estimated 75,700 registered nurses were
employed in nonnursing occupations. However, about 32 per-
cent of those in nonnursing occupations were nevertheless in
health-related occupations. Apart from those seeking nursing
employment or employed in a nonnursing capacity, the study
found that 286,600 registered nurses were not working. About
81 percent of these nurses were married, and most of them had
children at home.

Education

The nursing educational system consists of several differ-
ent programs of basic preparation and several levels beyond
the education required for registered nurses. During the three
decades from 1950 to 1980, a changing pattern has emerged in
the various programs providing initial preparation to become a
registered nurse. Each year more nursing career programs have
been merged into the general higher education system. Thus,
college or university programs leading to a baccalaureate degree
have shown substantial growth (up from 195 programs in Janu-
ary 1950 to 368 in October 1979). In addition, the number of
programs leading to an associate degree has increased from
only 18 programs in the 1955-56 academic year to 707 pro-
grams in the 1980-81 year. The ‘“‘traditional” educational
method of preparing nurses—a hospital program leading to a
diploma—decreased from 967 in the 1955-56 academic year
to 311 in the 1980-81 academic year (Bureau of Health Pro-
fessions, 1981d).

The number of registered nurses who have a baccalaureate
or higher academic degree has increased from 8 percent in 1952
to 15 percent in 1970 to 27 percent in 1980. About 5 percent
had master’s or doctor’s degrees in 1980 (Bureau of Health
Professions, 1981b, 1983).

Public health personnel

In the late 1970’s, interest heightened in disease prevention
and health promotion. As a result, the Nation is turning increas-
ing attention to disease prevention rather than just treatment as
the most humane and cost-effective strategy (Bureau of Health
Professions, 1982b). Public health—the attempt to control or
prevent disease and promote health through organized com-
munity efforts—contributed significantly to earlier achieve-
ments such as the virtual conquest of infectious diseases. It will
be no less important in attaining the disease prevention and
health promotion goals. Public health personnel contribute to
environmental health-hazard detection and control, health edu-
cation of the public, better nutrition, epidemiologic study of the
causes and patterns of disease, management of health resources
and services, and the provision of preventive and personal health
services to high-risk groups, the needy, and the disadvantaged.

Relatively few individuals are responsible for public health
activities in the United States. However, they contribute to the
overall health of the American people in far greater measure
than their actual numbers would suggest. Only 7 percent (about
500,000 persons) of the health work force perform such func-

tions, and only half this number spend the majority or all of
their time working in public health. Although voluntary organi-
zations make significant contributions, public health workers
are principally employed by local, State, and Federal govern-
ments. The responsibilities of public health personnel are inter-
disciplinary and multidisciplinary and include detection of health
problems, assessment of community health status, health edu-
cation and promotion, as well as other areas. The work force
comprises a great variety of personnel with technical, profes-
sional, or specialist backgrounds in public health, personal health,
and other occupations not related to health.

Of the 250,000 workers who spend the majority of their
time working in public health, about 106,500, or 43 percent, are
in public health practice and program management. Nearly 65
percent (69,000) of these are public health nurses. In addition,
there are about 82,000 environmental and occupational health
personnel. This includes 20,000 sanitarians, 6,000 industrial
hygienists, 4,000 teachers and researchers, 26,000 occupa-
tional health and safety specialists, 2,000 occupational physi-
cians, and 24,000 occupational health nurses. About 50,000
persons are health services administrators and planners in hos-
pitals, nursing homes, public health agencies, medical group
practices, and other settings (Bureau of Health Professions,
1982b).

Allied health personnel

Allied health personnel is another group of health workers
encompassing a wide variety of occupations. More than 100
allied health occupations and specialties now exist. They are a
cadre of professional and technical workers that complement
as well as supplement the services provided by independent
practitioners. Many of them perform work that was once the
responsibility of longer-established professions. This delega-
tion of responsibility has resulted from increased workloads on
practitioners, from attempts to provide additional services in
areas thought to be underserviced, from attempts to contain
costs by using less expensive manpower, and in some cases
from the realization that a new type of specialist or technician
could provide health care more efficiently. Technological ad-
vances such as the heart and lung machine and the computer
have also required entirely new health care skills that must be
provided by persons trained for new clinical roles (Bureau of
Health Manpower, 1979). The number of allied health workers
doubled since 1966 to nearly 1 million in 1978.

Minority groups

Minority groups are generally underrepresented among
health professionals. For example, black physicians, dentists,
and pharmacists comprised only 2—3 percent of the total supply
of practitioners in these professions in 1980, when black people
comprised 12 percent of the total U.S. population. A desire to
increase the number of minorities and women in health has
resulted in the enactment by Congress of a variety of Federal
programs to provide financial support and other incentives to
enroll more minorities and women in health professional schools.
Many of these programs were incorporated into the Health
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Professions Educational Assistance Act (Public Law 94-484,
as amended).

The proportion of minority group members among first-
year students in health professions schools increased between
the late 1960’s and the early 1970°s. For example, black stu-
dents accounted for 2.7 percent of first-year medical students in
1968, compared with 7.5 percent in 1974. However, this pro-
portion declined slightly in the late 1970’s; in 1979, 6.5 percent
of first-year medical students were black.

By the early 1980’s, the racial and Hispanic representation
in health professions schools ranged from 5 percent for veter-
inary medicine to 12 percent for doctors of medicine and to a
high of 22 percent for schools of public health (table C). Black
people were generally the largest minority group in all health
occupations schools (Bureau of Health Professions, 1981c).

Table C. Minority enroﬂmaﬁt in selected health professions
schools, according to type of profession: United States. selected
academic years 1977-81

Enrollment

: Academic  Number of  Percent

Health profession year students minority
Doctor of medicine .......... 1979-80 63,800 11.6
Doctor of osteopathy. . ....... 1979-80 4,479 5.4
DEntEtY. o e 1980-81 22,842 1.6
Optometny c.a v s i L 11979-80 4,500 7.6
Charpacys 0. .. 1979-80 22,560 10.8

Podifitey = "= e e e e 1980-81 el parall o b o i
Veterinary medicine. ...... iy 1980-81 8,156 . 48
Registered nursing .......... 1977-78 219,582 = 8.3
Baccalaureate. .......... o 1977-78 94,610 9.4
MEsonite e L ol 1977-78 80,344 8.0
Biplomal. /7. 0 n e 1977-78 44,628 4.9
Practical nursing ... . .l 1977-78 48453 = 149

1979-80

Publichealth ............... : 7,276 221

SOURCE: Bureau of Health Professions: Minorities and Women in the Health
Fields, 1982 Edition. DHPA Report No. 7-82. Division of Health Professions
Analysis. Health Resources Administration. Hyattsville, Md., Oct. 1981.

Table D.
States, selected academic years 194980

Based upon recent projections, the proportions of black
and Hispanic people in the total supply of physicians and den-
tists will increase much less than will their proportions in the
population during the next two decades. To achieve representa-
tion among these professions equal to their proportion of the
total population, minority enrollments in the health professions
schools will have to increase substantially. As previously men-
tioned, black people comprised 12 percent of the total popula-
tion in 1980. To achieve this same percent of total new entrants
to medical or dental schools, the percent of black entrants would
have to double (Bureau of Health Professions, 1982c).

Women

Generally, there has been a greater degree of success in
increasing the entry of women into health professions schools
(table D). The proportion of females among medical school
graduates jumped from 5 percent in the 1954-55 academic
year to 23 percent in the 1979-80 academic year (American
Medical Association, 1981). Similar large increases occurred
for several other professional schools, By the 1979-80 academic
year, the proportion of female graduates ranged from 14 per-
cent in dentistry to 41 percent in pharmacy (table D).

Changes can be expected in the future composition of
health practitioners because of the recent increases in the en-
rollment of minorities and women. However, these changes
will be gradual because new graduates make up a relatively
small proportion of the total supply. In addition, changes will
be much more evident in the sex composition than in the racial
and ethnic composition because of the differences in enroll-
ment growth between women and minorities.

Conclusion

From 1965 through 1980, the supply of selected health
practitioners (physicians, dentists, optometrists, pharmacists,
podiatrists, veterinarians, and registered nurses) increased

First professional degrees' awarded by major health professions schools to women, according to selected health professions: United

Health profession
] Veterinary
Academic year Medicine = Osteopathy Dentistry  Optometry Pharmacy Podiatry  medicine
Percent of degrees
1989-80. . .. .. .0 o 0 10.4 s 0.7 1.1 iy --- 1.6
j98d-80. . 0 4.8 1.7 09 na 9.7 --- 1.3
1968=8B6.. .. . .- 5.6 1.9 0.8 1.2 11.9 1.2 2.2
s I e e e 6.5 25 0.7 2.2 192 0.7 3.9
196970, .. .. . . i 0 aliEl il il ool 8.5 28 410 62 19.0 0.8 7.5
e Rl i D 13.2 53 Ll 5.1 28.1 1.3 169
1978-76. .. .. = 0 i e 16.2 72 S Ah T 31.0 2.6 18.1
1978577 G 0w el sl el 19.2 8.8 7.4 119 33.1 2id 228
187778, | lovien el e oo e 216 12.5 112 131 363 4.8 24,5
OB e e e e 23.0 16.2 1.2 15.3 39.9 .- - 29.3
197980, .. woien s il il oL oL 23.1 - 13.6 165 405 - 334

TFirst professional dEQree is the earliest degree that signifies completion of the academic requirements to begin practice in the profession.
SOURCE: Bureau of Health Professions: Minerities and Women in the Health Fields, 1982 Edition. DHPA Report No. 7— 82. Division of Health Professions Analysis.

Health Resources Administration. Hyattsville, Md., Dct 1981,
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greatly, both in absolute numbers and in relation to the Nation’s
population. The greatest increases have occurred among regis-
tered nurses, followed by doctors of medicine, doctors of osteop-
athy, and veterinarians, all of whom increased by more than
35 percent.

Several significant changes are occurring in the supply and
characteristics of the Nation’s registered nurses. In addition to
the dramatic increase in number, part-time employment has in-
creased sharply to about one-third of all active registered nurses
in 1980. The education program for registered nurses is also
changing as more students enroll in 4-year or junior college
programs leading to a baccalaureate or associate degree rather
than in the traditional hospital program leading to a nursing
diploma.

The estimated 500,000 persons employed in public health
are an increasingly important segment of the Nation’s total
health personnel, considering the current emphases on disease
prevention and health promotion. About half of this number
work in public health agencies or spend most of their time carry-
ing out public health functions.

More than 100 allied health occupations and specialties
now exist, and about 1 million people are employed in these
occupations. These persons constitute a group of professional
and technical workers that complements as well as supplements
the services provided by independent health practitioners.

The proportion and number of women in health professions
has risen substantially in recent years. This is especially evi-
dent in the fields of pharmacy and veterinary medicine. Minority
representation has also increased among the various health pro-
fessions, but not to the same degree as for women. Even with
these gains women and minorities are still underrepresented in
these professions given their representation in the total U.S.
population.
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Patients in Public General
Hospitals

by Rosanna M. Coffey, Ph.D., Division of Intramural Research,
National Center for Health Services Research

Introduction

Public general hospitals are regarded as institutions com-
mitted to serving the poor and providing charity care. It is con-
tinually claimed that patients in public hospitals generally have
more severe health problems than persons using other hospitals.
This assertion is used to justify the continued existence of public
hospitals and to argue for Federal, State, and local financial
support. However, much evidence is only anecdotal. Although
some administrators provide supporting statistics from their own
hospitals, little national evidence is available to assess the situa-
tion for all public hospitals.

In light of current debate over the future of public hospitals,
empirical investigation is needed to determine whether public
and private hospitals do indeed treat different types of patients.
This article compares characteristics of patients admitted to
public general hospitals and those admitted to voluntary (private,
not-for-profit) hospitals. These data should provide a base from
which to evaluate claims that public general hospitals serve
poorer and more severely ill patients,

Comparisons between public and voluntary hospitals should
consider the hospital’s location. Urban and rural public hospitals
are characterized as distinct groups with different missions,
resources, and financial problems (Brown, 1978, and Ginzberg
etal., 1979). Compared with rural public hospitals, the plight of
urban public hospitals is generally seen as more serious and has
received greater attention in the literature. Sager (1982) shows
for 52 large cities that transfers to public hospitals from other
hospitals rose from 3 percent of admissions in 1973 to 7 percent
in 1981, while transfers to voluntary hospitals remained around
1 percent. Urban public hospitals, which may be in direct com-
petition with private hospitals, complain that private hospitals
often transfer Medicaid and uninsured patients to public hospi-
tals. This is possible in urban areas because densely populated
areas can support many hospitals within limited distances. Such
transfers are less likely among rural hospitals because the public
hospital is often the only hospital serving a large area.

Methods

The Hospital Cost and Utilization Project (HCUP) of the
National Center for Health Services Research provides a valu-
able data base of nearly 400 hospitals for studying patient char-
acteristics of public and voluntary hospitals. For this article,
1977 data are compared for 67 public and 247 voluntary, short-
term general, non-Federal hospitals. These hospitals provide
general medical and surgical services to communities, and the

average length of stay for patients is less than 30 days. Patients in
long-term care units of acute care facilities are excluded from
these data. More than 355,000 patient records (a 10-percent
random sample of records obtained from 12 major discharge
abstract services) from the 314 hospitals were combined with
institutional characteristics as reported in the American Hospi-
tal Association’s Annual Survey of Hospitals. Information about
counties in which the hospitals are located was obtained from the
Area Resource File and combined with hospital and patient
data. In addition, a system of rating disease severity was applied
to these data (SysteMetrics, 1983). Using this approach, pro-
portions of patients at various stages of disease can be compared
across hospital types for specific diagnoses.

Demographic, economic, and medical characteristics form
the framework for comparisons of patients across types of hospi-
tals. Demographic characteristics are measured by proportions
of patients in age, race, and sex categories. Economic status is
reflected by the distribution of patients according to type of
payment, Medical descriptors include patient diagnoses and, for
selected conditions, proportions of patients in specific stages of
severity. Conceptual distinctions between urban and rural hospi-
tals are important, and measures that compare public and volun-
tary hospitals without accounting for location can be misleading.
Therefore, public and voluntary hospitals are compared only
within similar locations.

Hospital control refers to the type of organization responsible
for setting overall policies of the hospital. Public hospital policies
are set mainly by officials of counties, municipalities, and a few
States; and voluntary (private, not-for-profit) hospital policies
are set by a private board of trustees.

Results

Public general hospitals accounted for 31 percent of the
5,753 short-term general, non-Federal hospitals in the United
States in 1977, according to the Annual Survey of Hospitals by
the American Hospital Association. In standard metropolitan
statistical areas (SMSA’s), public hospitals represented 17 per-
cent of the 2,816 short-term general, non-Federal hospitals,
while their proportion was 45 percent outside SMSA’s. In terms
of hospital discharges, public hospitals accounted for 16 percent
of discharges inside SMSA’s and 37 percent outside SMSA’s.
Their share of inpatient days was similar to discharges: 16
percent inside SMSA’s and 35 percent outside. The average
length of stay in public hospitals was 7.5 days compared with 7.8
days in voluntary hospitals. This difference occurs both inside
and outside SMSA’s. The average occupancy rate of public
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hospitals is well below voluntary hospitals, 68 percent compared
with 74 percent inside SMSA’s and 58 percent versus 63 percent
outside SMSA’s. For the HCUP sample, patient discharge data
are aggregated by hospital type and presented to describe patient
characteristics in more detail.

Demographic characteristics

Public general hospitals have about twice the proportion of
minority patients as voluntary hospitals (table A). Public hospi-
tals in SMSA’s serve a younger population than do voluntary
hospitals. This conclusion holds even when obstetrical patients
are excluded (not shown). Outside SMSA’s, the reverse is true;
that is, the elderly account for more patients in public than in
voluntary hospitals.

Economic characteristics

The economic status of patients can be inferred from expected
source of payment ascertained at time of admission to the hospital.
Although the expected payment source may differ from the
eventual bill payer, the expectations are relevant to admission
decisions. Urban public hospitals have a higher proportion of
Medicaid patients. Fifteen percent of public hospital patients
were Medicaid reimbursed compared with 8 percent of volun-
tary hospital patients (table B). Furthermore, self-payers were
12 percent of public hospital admissions and 6 percent of ad-
missions in voluntary hospitals inside SMSA’s. In rural areas,
the percents of Medicaid and self-pay patients were almost the
same. The percent of Medicare patients was lower in public than
in voluntary hospitals inside SMSA’a and the opposite outside
SMSA'’s, reflecting the patient age distributions.

Table A. Percent distribution of patients in public and voluntary
hospitals inside and outside standard metropolitan statistical areas
(SMSA), according to race, age, and sex: United States, 1977

Inside SMSA  Outside SMSA
' Race, age, iand se:?  Public Vol&ntary_ nyubIt,'c ’Vbluntary
Race . Par;:ént distribution
ol 0 10D WHho w6 ieuo
Whited. |, s .. BOO @ BaS 934 96.1
Other than white .. ..... 20.0 g = g3 39
. Age , ;
Fold 1000 T loon. . 1000 1000
Newborn orstillbomn.... 99 62 95 89
Undar I5yasm 5. o, 20 96w 10 g5 10.2
15-d4 years.....i..... "y 438 . 369 358 384
45-64vyears. .. .. ..., g9 244 180 204
65—74 years. . ....... L 32 114 Ay 120
76 years and over .. .... - 79 102 14 I - 1058
’ : Sex ' : : G ;
To. 9 g .. 1000 . 1000 . fobo0. " 1000
Mala, .. L L A 428 - 404 424
Female o .~ H67 672 5868 . 576

SOURCE: Nahonai Center for Health Semces Research: Data frorn the Hospital
Cost and Utilization Prolect 5
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Table B. Percent distribution of patients in public and voluntary
hospitals inside and outside standard metropolitan statistical areas
(SMSA), according to expected source of payment United States,
1977

 Inside SMSA Outside SMSA

Payment source Public ~ Voluntary  Public  Voluntary
Percent distribution
Salal vl - 100.0 1000 . 1600 100.0
Medicaid ............. ' 14.6 o8t J.5 8.8
Madicare ... .... ... 18.9 224 28.6 241
Blue Cross, Blue Shield. . . 221 30.5 19.9 26.5
- Other private insurance. . . 227 28.3 29.6 255
Sell e 12.0 6.0 11.6 119

Otherl ... . 9.6 4.7 2.8 32

Tincludes workman's compensation, government agencies, and other unspecified
insurance or program covefage .

SOURCE: Nauonal Csnler for Health Services Resesrch Data from the :
Hosp(tal Cost and Utilization Project.

Medical characteristics

Diagnostic categories—Diagnoses differ between public
and voluntary hospital groups within SMSA’s but are similar
outside SMSA’s. Compared with voluntary hospitals, public
hospitals in SMSA’s treat more patients with mental disorders,
pneumonia, normal and complicated deliveries, perinatal mor-
bidity and mortality, and injuries (table C). Urban voluntary
hospitals more frequently treat neoplasms and diseases of the
nervous, circulatory, respiratory, genitourinary, and musculo-
skeletal systems. Some diagnoses frequently involve discretion-
ary admissions, including enlarged tonsils and adenoids, inguinal
hernia, enlarged prostate, and osteoarthritis. A higher percent of
patients with these diagnoses are admitted to SMSA voluntary
hospitals. Also cancer and heart patients, who may require
costly intensive care facilities, are admitted relatively more fre-
quently at voluntary hospitals.

Severity of illness—Major diagnostic categories indicate
nothing about the severity of problems treated within specific
medical conditions. To indicate this, the Hospital Cost and
Utilization Project developed a system to classify stages of
severity for 400 diseases. The judgments of a panel of physicians
who based their decisions on medical literature and experience
were used to develop the system (SysteMetrics, 1983). It describes
most medical conditions in four stages, with the higher stages
indicating a greater threat to life. Generally, stage 1 is a diagnosed
disease without complications; stage 2 is a localized complica-
tion; stage 3 affects other body systems; and stage 4 is death
(Hornbrook, 1982).

There should be a word of caution. If certain hospitals are
less likely to report secondary diagnoses or complications on
patient charts, then the staging algorithm will have less informa-
tion with which to classify patients. This may result in patient
allocation by the level of detailed reporting rather than by level of
severity. The hospital with more detailed reporting will poten-
tially have more higher staged patients. Until this issue is re-
solved, comparisons for public and voluntary hospitals must be
suspect.

For illustration, three primary staged conditions and a brief



Table C. Percent of patients in pubhc and voluntary hospltsls mmde and outsida standawd matrapolrl:an statistmal areas (SMSA) nccordmg to

dlagnostu: catogunes United Stataa 1977

]ns:de SMSA 'oal‘s,-ae sMsA

Laceratnons and open wounds ........... e e G el Sl

. Diagnostic category | Public Vafuntary Pubi:c 3 Valuntsry
‘lnfactwe and Darasmc dlseases ...... nL e e L e L e 26 0 22 @ 3'.5 e 910l
Neoplasme..l. 0 .00 a0l S e e SR 56 7.0 - . 4.4 0.5
Matignant| o o 00 e A 4.9 <l 3.9
Benignand unspecified. .. ..o .00 L0 il e el D 156 2.1 1.3 1.7
,Endncrme. nutritional, and metabollc dlseases L 16 1.7 1.8 1.4
Diabetesmellinus-. .. ... ... . 1. . =1 1 1.3 0.9
Diseases of blood and blood-formmg organs 0.6 0.5 0.4 0.5
Mentaldisorders. .. ... ... ... ... . ' a8 a8 o 26 25
’Dlseases of nervous system and sense organs 3.3 53¢ 20 3.8
sCatergetn i) il Lo e 0 o 0.6 a9 02 0.8
~ Diseases of ear and mastmd procass 0.6 21 07 1.3
Dlseases of circulatory system . . e 98 13.1 12.8 121
_Hypertensive disease . ..., = : 0.9 07 11 0.5
Acute myocardial infarction ........... 0.8 12 . alg 1.7
Miscellaneous ischemic hsart dlsease 1.2 2.9 21 1.8
_ Cerebrovascular disease . 7 18.. .24 2.0
Diseases of respiratory svstem : . 69 - . 90 107 = . 94
Acute upper respiratory !!’!TECUDH excludmg influanza - g 0 D9 T4 1.3
Poeumonias., ... .0 0. 0 - 15 + 10 = 20 . 38
~ Hypertrophy of tonsils and adenmds‘ i o8 d3 12 @ 18
 Diseases of digestive system ..., . 86 .. @ 96 T2 113
Appendiciis:. o0 |l 0.6 0.6 1.1 1.0
Inguinal hernia. .., ... i 10 13 1.3 1.7
~ Diseases of gallbladder. A 1.3 et 1.3 1.6
Diseases of genitourinary system. 7.0 9.0 8.0 83
Benlgn prostatic hypertrophy 0.5 0.7 D4 0.5
Disorders of menstruation. . . ! 1.0 3 e i
~ Normal delivery and complications of prsgnancy Chlldbll‘th and the puerperlum' 11.6 8.1 11.6 101
o Nomgldelivery g e T 4.7 42 6.8 ‘55
Diseases of musculoskeletal system and connective tissue. : i 3.5 56 « 3.0 31
Osteoarthritis and allied conditions................ L 0.4 08 05 0.5
Disorders of intervertebraldisc. .. ... . ... ... .. .| e 0.8 1.0 06 0.8
_Certain causes of perinatal morbidity and mnrtallty 0.4 0.1 07 0.0
Symptoms and ill-defined conditions .................. LaE e D i 63 43 3.1 5.1
Injuries by accldents. pousomngs or wolence ! i A 124 93 98 9.4
Fractorgaidllsites . o0, a0 ol Ll el o : 3.8 32 3.2 3.4
Intracranial injuries, excludmg skull fractures wuthout mtracramsl m;ury 1 09 1:1 0.9
1.3 0.6 0.6 0.7

NOTE: Condition categories are based on the H-/CDA HospnafAdaptatian of ICDA, 2d Edition. |
SOURCE Natlonal Center for Haalth Samces Ressarch Data from the Hospital Cost ancl Utlllzatlon Prolect :

description of their staging criteria are as follows:!

e Diabetes mellitus

Stage 1: Sugar elevation without complications.

Stage 2: With infection, acidosis (without coma), retinop-
athy (without vision loss), glomerulosclerosis,
neuropathy, or gangrene.

Stage 3: With acidosis and coma, retinopathy and vision
loss, necrosis, coma, or shock.

Stage 4: Death.

® Diarrhea, gastroenteritis

Stage 1: Diarrhea without abnormal weight loss.

Stage 2: With abnormal weight loss.

Stage 3: Disorientation, stupor, coma, or shock.

Stage 4: Death.

e  Cholecystitis
Stage 1: Chronic gallbladder disease.
Stage 2: Acutely inflamed gallbladder, necrosis, or abscess.

IAn examination of severity for seven diseases can be found in the full report
(Coffey, 1983) from which this paper is drawn.

Stage 3: Fistula, bile peritonitis, biliary sepsis, or shock.
Stage 4: Death.

Cases of diabetes mellitus are clearly more severe in public
SMSA hospitals (table D). Public urban hospitals have relatively
fewer, uncomplicated stage 1 diabetes cases and almost twice
the proportion of complicated stage 3 cases as voluntary hos-
pitals. In rural areas, public hospitals have a higher proportion
of complicated stage 3 patients, but similar proportions for other
stages.

For diarrhea or gastroenteritis, patients at public hospitals
in both urban and rural areas are less seriously ill. Public hos-
pitals have significantly higher proportions of stage 1 patients
and lower percents of stage 2 cases. For cholecystitis patients,
the severity levels appear similar between public and voluntary
hospitals. Four additional diseases show few differences interms
of severity between public and voluntary hospital patients (Coffey,
1983).

Newborns—Low-birth-weight ratios and neonatal mortality
rates for minorities in the United States are almost twice those
for white people (National Center for Health Statistics, 1980).

63



Table D. Number and percent distribution of patients in public and voluntary hospitals inside and outside standard metropolitan statistical
areas (SMSA), according to stage of severity for selected diseases: United States, 1977

Inside SMSA Outside SMSA

Disease and stage of severity Public Voluntary Public Voluntary
Diabetes Number
Alpason o - o0 L Ll L e D e 497 3,561 356 688
Percent distribution
Tatal ... .. ... 0 L L 100.0 100.0 100.0 100.0
Stage 1t Whthoit complication e .. 0, o b0 i i el Ul e 44 .4 54.8 53.5 54.1
Stage 2: loealiZed complication . o o el onL o e el R L 0l 40.0 36.3 36.5 39.7
Stage 3 Affacts 6therbodysvstems = o0 n0 0 o0 a0 b ol o nD L L 13.8 7.4 8.2 3.6
Staged: Dgath . - e il o a e L ol e L s 13 15 1.8 26
Diarrhea, gastroenteritis Number
Alléages =« o b el o0l Dl 456 2,769 554 1,004
Percent distribution
Totall ... ... L 100.0 100.0 100.0 100.0
Stage 1: Withedtcomplication .. ..., ... ... .- - - . ol 0 LoC oo il 86.1 76.0 82.7 67.9
Stage 2. -1 gealized complicayion.. .~ e oL B el ol a0 0 13.8 238 142 320
Stage 3: Affectsotherbodysystems ... ... .. ... .. ... ..o L L0 0L 0.1 0.1 0.2 0.0
Staged: Death. ... .. LD i sl e 0.0 0.1 0.0 0.0
Cholecystitis Number
Allcases .. ... ... L L L L L 393 3,636 361 774
Percent distribution
Tatall . . 0 L 100.0 100.0 100.0 100.0
Stage 1 Witholureomplieatione = o0 00 adbn o e ol el lan s e T 72.1 69.3 713 76.3
Stage 2: localized complication.. .0 .. .00 00 ol e el g Dol L 22.0 242 246 21.8
Stage 3: Affects otherbadysystems ... .. ... .. . ... ... 0 il o oo n L b5 6.0 38 1.8
Staged: Beath. . .. . L e 0.4 0.5 0.6 0.1

NOTE: Condition categories are based on the H-/ICDA Hospital Adaptation of ICDA, 2d Edition.

SOURCE: National Center for Health Services Research: Data from the Hospital Cost and Utilization Project.

Table E. Characteristics of newborns in public and voluntary
hospitals inside and outside standard metropolitan statistical
areas (SMSA): United States, 1977

Inside SMSA Outside SMSA

Characteristic Public Voluntary  Public Voluntary
Low-birth-weight' ratio
per 100 newborns. . ... 10.5 6.6 6.4 4.6
Discharged dead per
1,000 newborns . ..... 10.9 6.8 6.6 4.4

'Weighing less than 2,600 grams (5 Ib 8 oz).

SOURCE: National Center for Health Services Research: Data from the
Hospital Cost and Utilization Project.

Since public hospitals are more likely to serve minorities and
economically disadvantaged mothers, the need for more intensive
newborn care is greater in public hospitals. For example, low-
birth-weight ratios and newborn death rates were about 60 per-
cent higher in public than in voluntary hospitals in SMSA’s
(table E). However, even outside SMSA’s where the two types
of hospitals had the same racial mix, public hospitals experienced
40-50 percent more low-birth-weight deliveries and newborn
deaths.
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Conclusion

In general, differences between public and voluntary hos-
pitals outside metropolitan areas are small. In SMSA’s, however,
public hospitals treat more patients who are minorities, expect to
use Medicaid, and do not have health insurance. Compared with
voluntary hospitals, they also treat more patients with mental
disorders, pneumonia, and injuries.

Information about the differences in the severity of illnesses
between public and voluntary hospitals is somewhat ambiguous.
Inside SMSA’s, public hospitals have fewer elderly patients
than do voluntary hospitals, while the reverse is true outside
SMSA’s. Both urban and rural public hospitals have higher
newborn death rates and a greater incidence of low-birth-weight
newborns.

Three illnesses were compared in terms of the severity of
cases treated at each type of hospital. Cases of diabetes at public
hospitals were clearly more serious than those at voluntary
hospitals. On the other hand, hospitalized cases with a diagnosis
of diarrhea or gastroenteritis were rated as more severe in the
voluntary hospitals. Cholecystitis cases showed no differences
between the two. Four additional diseases show few differences
between public and voluntary hospitals (Coffey, 1983).

Based on seven diseases, it is difficult to reach general



conclusions about the severity level of patient illnesses seen at
the different types of hospitals. Differences may result from the
health problems of the community being served and the avail-
ability of alternative sources of care. For example, the lower
severity of diarrhea cases treated at public hospitals could reflect
the fact that the poor are less likely to be treated on an outpatient
basis than are more affluent people who have access to private
office-based physicians.

In addition, third-party reimbursement policies may make
certain diagnoses more profitable to treat and, therefore, moti-
vate voluntary hospitals to retain certain patients but refer other
patients to public hospitals. Furthermore, the advantage of
specialization in disease treatment may stimulate referrals for
medical reasons in both ways among all hospitals. Additional
analyses of these data are now being planned to resolve some of
the issues.
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Need for Care Among the
Noninstitutionalized Elderly

by Barbara A. Feller, National Center for Health Statistics

Introduction

A large proportion of the elderly require a wide range of
health care services. Although the elderly comprise about 11
percent of the population living outside of institutions, they
account for about one-third of hospital days. They average 6.3
physician visits per person per year, compared with 4.4 among
those under 65 years of age. In addition to high use of am-
bulatory and hospital care, some elderly people require assist-
ance in carrying out everyday activities. This relatively high
level of utilization of health care services results from the higher
prevalence and severity of illness experienced by the elderly.
Furthermore, almost half of the elderly report some degree of
limitation of activity resulting from chronic disease or impair-
ment (National Center for Health Statistics, 1981a). Therefore,
the elderly are at high risk of institutionalization. In 1977,
almost 5 percent of people 65 years of age and over were nurs-
ing home residents; the proportion was more than 20 percent
for people 85 years of age and over (National Center for Health
Statistics, 1981Db). It has been estimated that about 1 out of 4
elderly people will be institutionalized at some time during their
lives (Palmore, 1976).

Concern about the quality of life among the elderly and the
high cost of institutional care has led to the exploration of al-
ternatives to institutionalization. Needs assessment programs
and alternative settings for long-term care have been developed
in response to the concern over inappropriate placement (Wil-
liams et al., 1973; Kleh, 1977; Rossman, 1977; National Center
for Health Statistics, 1978). To provide the most appropriate
services, it is necessary that information on all aspects of health
status be made available. Until now, information about the
nonmedical health care needs of the elderly living in communi-
ties has been scarce.

The first step in providing necessary services is to estimate
the size and characteristics of the target population. The pro-
portion of the population 65 years of age and over is growing at
a faster rate than that of other age groups, and the proportion
85 years of age and over is growing most rapidly. The special
health care needs of this group will necessitate changes in health
care delivery. This article presents data on the need for assist-
ance in everyday activities among the elderly living outside of
institutions.

Data source

Data from the 1979 and 1980 National Health Interview
Survey (NHIS) are used in this analysis. NHIS is a cross-

sectional, nationwide household interview survey of the civilian
noninstitutionalized population. The 1979 and 1980 NHIS in-
cluded a Home Care Supplement. Through this supplement,
information was collected on the need for assistance in selected
personal care and home management activities as well as on
the condition causing the need for assistance. In addition, for
people who needed the help of another person, information was
obtained on who provided the help and how often the help was
provided.

The focus of this article is on the need for functional as-
sistance. This is defined as needing another person’s help to
perform selected essential activities when this need results from
a chronic condition, disability, or health problem as reported
during the household interview. The range of activities covered
reflects an individual’s ability to live independently.

Two types of functional assistance that measure different
severity of need and require different levels of intervention are
distinguished: personal care and home management assistance.
This distinction reflects the approach of Katz and Akpom
(1976) and Densen, Jones, and Katz (1982).

A person is considered in need of personal care if that
person either did not do or needed or received help from another
person with at least one of the following activities: bathing,
dressing, eating, using the toilet, getting in or out of a bed or
chair, or taking care of a device to control bowel movement or
urination.

A person is considered in need of home management as-
sistance if he or she did not require personal care but did not do
or needed or received help from another person with at least
one of the following activities: walking or going outside, pre-
paring own meals, shopping for personal items, doing routine
chores, or handling money. However, if a person needed help
to bathe and shop, that person would be included in personal
care.

Through NHIS, information is also collected on living ar-
rangements and household composition. The four categories of
living arrangements used in this analysis are living alone, living
with spouse, living with other relatives, and living with non-
relatives. (The “living with spouse™ category can include
households that contain other members.)

The living arrangements of the elderly differ from those of
younger adults (table A). Moreover, the living arrangements of
elderly men differ from those of elderly women. Forty percent
of women 65 years of age and over lived alone during the period
1979-80, compared with 15 percent of men. Elderly men were
more likely to be living with spouses than were elderly women
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Table A. Percent distribution of civilian noninstitutionalized adults, according to living arrangement, sex, and age: United States, average

annual 1979 and 1980

Living arrangement

With ;
With other With
Sex and age Total Alone spouse relatives nonrelatives
Both sexes Percent distribution
Albpdutts i Lan Lol e e s s e 100.0 122 64.7 20.0 3.1
18+dd years. . ...l 0L gl il s s 100.0 8.4 61.0 26.1 4.5
d5ebdgeprs .. ¢ o . o & 100.0 10.7 77.9 10.3 11
Ghiyearsand aver cu v iR s e e 100.0 29.4 54.0 15.2 1.4
BB=Tawyearsl ... .. 00 L.l b 100.0 24.4 62.9 116 12
fo=8dyears ... ... . . = = 2 100.0 38.2 a1.7 18.5 1.6
BEvearsandover . .. .. L e 100.0 38.5 22.9 36.2 24
Male
Albadilts .0 o6 0 i 0 100.0 102 . 688 17.4 35
18—44 years............. il e e 100.0 10.0 59.6. 25.1 5.3
45-64 years. . ... ... . s L 100.0 8.5 84.2 6.3 1
Gbhyears andOVOE. w0 v i e e L 100.0 14.8 76.2 1.7 1.2
B Fhyede L L e 100.0 122 80.9 5.9 1.0
I/b-—Bdvyeard =~ o0 o o0 0 L e o 100.0 191 70.0 94 15
Bovemrsandover i e oo i s ke 100.0 251 50.6 . 29 ) 13
. Female
Aladdles ... 100.0 14,1 61.0 223 2.7
dB-AdNears, o« & o0 0 e . . 100.0 6.9 62,3 27.0 3.8
abiGdivedrdis D 100.0 12.7 2.2 14.0 1.1
Bhyears andovars . .- 0 e T i T e s 100.0 39.6 38.4 20.5 1.5
65—74 years. ...... e E e e L 100.0 33.7 49.1 15.9 12
78-8dvears. ... o oL i s 100.0 49.7 24.7 240 1.7
Bhvedissndover . .. 0 o 100.0 45,2 8.2 43.7 3.0

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

(76 percent versus 38 percent), and elderly women were more
likely than elderly men to be living with other relatives (21
percent versus 8 percent). Because less than 2 percent each of
elderly males and females lived with nonrelatives, this category
is not discussed here.

Adults needing functional
assistance

An estimated 4.7 million adults in the civilian noninstitu-
tionalized population needed functional assistance from another
person for selected personal care or home management activi-
ties. More than half of these people (2.7 million) were 65 years
of age and over, and another 1.3 million were 45—64 years of
age. Less than 1 million were 18-44 years of age.

As expected, the percent of the noninstitutionalized popu-
lation needing another person’s help increased with age. For
instance, less than 1 percent of young adults needed functional
assistance while 12 percent of the elderly needed help (tables B
and C). The proportion of the population needing help continued
to increase with age among those 65 years of age and over.
About 7 percent of those 65-74 years of age needed help,
compared with about 16 percent of those 75-84 years of age
and 39 percent of those 85 years of age and over. Important
variations emerge when the different types of care are con-
sidered.
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Personal care activities

Altogether, 1.7 million adults needed personal care assist-
ance, increasing from about 1 percent for those under 65 years
of age to 4 percent of those 65 years of age and over (table B).
Within the elderly population, the proportion was 2 percent
among those 65-74 years of age, 6 percent of those 75-84
years of age, and 18 percent of those 85 years of age and over.
In general, relative differences between men and women in the
need for personal care assistance appeared negligible.

The need for personal care assistance results in a de-
pendency reflected in the living arrangements of these individ-
uals. They have difficulty living alone because they need help
from another person for daily personal activities. About 3
percent of those 75-84 years of age and living alone required
personal care, while 6 percent of those living with spouse and
11 percent of those living with other relatives required this kind
of assistance. Similarly, among those 85 years of age and over,
10 percent of those living alone, 19 percent of those living with
spouse, and 25 percent of those living with other relatives re-
quired personal care.

Home management activities

About 3.0 million adults needed help in home manage-
ment activities but not in personal care, which implies a less



Table B. Percent of civilian noninstitutionalized adults needing
personal care assistance, according to living arrangement, sex,
and age: United States, average annual 1979 and 1980

Table C. Percent of civilian noninstitutionalized adults needing
home management assistance, according to living arrangement, sex,
and age: United States. average annual 1979 and 1980

Living arrangement

Living arrangement

~ With With
! With other With other
Sex and age Total' Alone  spouse  relatives Sex and age - Total'! Alone spouse relatives
Both sexes Percent of aduFts Both sexes Percent of adults
Al adults. . ... .. il " e 0.9 1.8 Alldais o . . " - a4y 1.1 2.8
18-44years.............. 0.2 01 0.1 0.6 18-4dvears.... ... ...... . 0.5 0.5 0.3 kY
45-BA years. . | ... ... 00 1.0 09 1.0 1.4 45-B4years. . ... ... .... 1.9 30 1.3 3.4
65 years andover.......... 4.3 25 3.6 10.0 65 yearsand over........ .. 7:2 99 4.0 13.0
B65-74years.,.......... 2.2 12 29 4.3 B5-74d years..i..iw.oenn o 45 6.8 2.9 8.3
-84 ypars o 5.9 26 6.3 11.2 Ih-BAwyears ., .. ... .00 9.8 11.1 6.5 14.6
85 years and over........ 17.8 9.6 18.8 25.0 85 years and over. ....... 2185 241 12.7 238
Male Male
All adults. .. .. . . 1.0 0.6 1.0 1.1 Alladults. .. 0. ... . . 1.3 2.6 0.9 211
18-44 \}ears .............. 0.2 ol 0.1 0.6 18iAdwears, . ...~ 0.5 *0.4 0.2 11
45-B4 vears. .. ... nnen . 1.0 *0.8 1.0 1.4 45-6B4 years. ... ..., 1.4 358 1.0 3.9
65 years and over. . ........ 4.0 21 .40 14 65 years and over. .. .... ... 4.6 7.9 3.1 12.8
65-7dvyears......... .. 2.4 215 25 44 B8.2d vears. ... . 3.0 5.0 2 9.6
I5-Bavears ... ... ... . 55 *2.0 6.3 6.1 Ib-Bawears o0 6.5 9.2 4.9 127
85 years and over........ 152 *6.4 18.5 19.8 85 years and over. .. ... .. 15.8 20.0 105 23.1
Female ; Female
Aladults'. . 0 1.2 15 0.7 73 Alladults.. . . 25, . 82 1.3 3.3
18-44vears. ... .. ..... ... 03 o1 0.1 0.6 1844 ypars, .. . ... 0.6 0.7 0.4 1.0
45-B4vyears. . ....... ... .. 1.0 0.9 0.9 1.4 A5 GA Vears. ... ... u.u. 2.3 4.2 1.8 3.2
65 yearsandover.......... 4.6 25 3.0 107 65 yearsandover. ......... 9.0 10.4 5.2 T
6b—Jdvyears, ... ... .... 20 1.3 1.8 4.1 B65—T4years. .. ........ 5.7 i 3.8 1.9
76«84 vears ... ... 6.1 2.1 6.3 12.4 Io-Badvears: ioi. ., .. 11.9 11.6 9.3 15.1
85 yearsand over. ....... 19.1 10.5 1202 26.4 85 years and over. ... .... 24.7 255 014 23.8

Tincludes those living with nonrelatives.

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

severe degree of dependency and a lower likelihood of institu-
tionalization than does the need for personal care. The need for
help in home management activities also increased with age
among the adult population in general and particularly among
those 65 years of age and over. About 5 percent of people
65-74 years of age required assistance with home manage-
ment activities, while 22 percent of those 85 years of age and
over needed this type of assistance (table C). Although sex
differences were generally negligible for personal care assist-
ance, elderly women were nearly twice as likely as elderly men
to need assistance with home management activities.

The need for assistance with home management activities
also varied with living arrangements but in a different direction
than that for personal care. In contrast to adults needing per-
sonal care, the elderly who lived alone were twice as likely as
those living with spouse to need assistance in home manage-
ment activities. For instance, 11 percent of those 75-84 years
of age living alone, compared with almost 7 percent of those
living with spouse, needed this type of help (table C). For
people 85 years of age and over, the proportions were 24 per-
cent of those living alone and 13 percent of those living with
spouse. This difference further suggests that adults are more
likely to be able to maintain independent living when home

Tincludes those living with nonrelatives.

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

management assistance is involved than they are when personal
care is needed.

Conclusion

Data from 1979 and 1980 indicate that an estimated 4.7
million civilian noninstitutionalized adults needed the help of
another person. About 1.7 million of these needed help in per-
sonal care and 3.0 million in home management activities. The
need for functional assistance is primarily a need of the elderly.
As the population ages, the need for such assistance will in-
crease even more.

Whether these needs are met is closely tied to the avail-
ability of familial sources of aid. The living arrangements ob-
served in this analysis reflect this and emphasize the need to
have another person available. For example, people living alone
are less likely than those living with others to require assistance
with personal care. When functional status declines to a point
where personal care assistance is required, living arrangements
may change. Unless someone in the household, such as a spouse,
can provide the care, individuals who require personal care
have difficulty maintaining an independent household. Either
they move in with relatives who can provide the necessary care
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or they are institutionalized. Thus, a relatively high percent of
people who require personal care live with other relatives and a
relatively low percent live alone. On the other hand, when as-
sistance in home management activities is involved, adults are
more likely to be able to maintain independent living.

The ability to maintain independent living is a function of
the complex interrelationships among various factors, including
the following:

Extent of disability and functional impairment.
Sociodemographic characteristics of the individual, such
as age, sex, and living arrangement.

Availability of another person to provide needed assistance.
Availability of community services and their accessibility
to people who need them.

The health care needs of the elderly are varied. In addition
to medical care services, many of the elderly require assistance
in carrying out everyday activities. As the population ages,
increasing attention will need to be given to alternative methods
of providing the wide range of services that meet the needs of
the elderly both in the community and in long-term care facilities.
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Use and Costs of Medicare
Services in the Last Years
of Life

by James Lubitz, Office of Research and Demonstrations,
and Ronald Prihoda, Office of Statistics and Data
Management, Health Care Financing Administration

Introduction

The type and cost of health care services rendered to the
dying are causes of growing concern. The concern stems from a
belief that care for the dying centers too much around highly
technical, cure-oriented services provided in the hospital. Critics
hold that insufficient attention is paid to the psychosocial needs
of the dying and their families.

Concern also stems from the belief that the cost of care
provided in conventional settings may be high, especially when
compared with alternatives such as hospice programs! (Bloom
and Kissick, 1980; Fletcher, 1980; Krant, 1978; Mount, 1976;
Ryder and Ross, 1977). Cost concerns are reinforced by studies
showing the large proportion of deaths among high-cost hospital
patients. Interest has focused on such high-cost users of health
care, both because such persons are most in need of protection
against catastrophic costs and because their experiences may
help to provide an understanding of the nature of the continuing
escalation of health costs (Birnbaum, 1978; Cullen et al., 1976;
Schroeder, Showstack, and Roberts, 1979; Schroeder, Show-
stack, and Schwartz, 1981; Zook and Moore, 1980; Zook,
Moore, and Zeckhauser, 1981).

Previous studies of the costs of illness in the period before
death have differed in methods and populations studied, but
they generally have found that expenses are much greater for
dying persons than for others and that dying persons under 65
years of age have greater expenses than older ones (Office of
Research and Statistics, 1973; National Cancer Institute, 1976;
National Center for Health Statistics, 1971). Other studies
have examined the relation of age to hospital and nursing home
use by dying persons. These studies found that hospital use, as
measured by days of care, was highest among persons 45-64
years of age who died and that nursing home use was highest
among persons 65 years of age and over who died (National
Center for Health Statistics, 1966). The percent of deaths oc-
curring in hospitals was highest among patients who were
under 45 years of age; the percent occurring in nursing homes
was highest among individuals 65 years of age and over (Na-

lAcr:ording to the National Hospice Organization, a hospice program of care
consists of palliative and supportive services that provide physical, psychologi-
cal, social, and spiritual care for dying persons and their families. Services are
provided by a medically supervised, interdisciplinary team of professionals and
volunteers. Hospice services are available in the home or in an inpatient setting.

NOTE: Unless otherwise cited, the data presented in this article are from the
Medicare Statistical System of the Health Care Financing Administration.

tional Center for Health Statistics, 1965). A study of the use of
services in the last year by cancer patients covered by Blue
Cross and Blue Shield found that hospital expenses made up a
high proportion of total expenses and that the use of services
was especially intense during the last 2 months of life (Gibbs
and Newman, 1982).

An earlier study of the Medicare population found that
people who died during 1967 comprised 5 percent of enrollees
but accounted for 22 percent of program expenditures (Office
of Research and Statistics, 1973). That study examined serv-
ices only for the calendar year in which the enrollee died. This
article differs from earlier works on the use of health care in the
period before death because it:

e Traces back the use of services for 2 full years before
death.

e Presents population-based data (e.g., rates per 1,000 en-
rollees) for 2 years for both decedents and survivors.

e Presents data on the use of physician and other types of
services in addition to hospital services.

About 70 percent of all persons who died in the United
States in 1978 were 65 years of age and over. Most of these
were Medicare enrollees. Since July 1966, Medicare has in-
sured about 95 percent of persons 65 years of age and over
against the costs of hospital and medical care. The vast majority
of them join at age 65 and remain covered until death. In 1978,
24.4 million people 65 years of age and over were enrolled in
Medicare. During that same year, 1.9 million people died in
the United States and, of these, 1.3 million were Medicare
enrollees. The experience of Medicare enrollees thus offers an
optimal opportunity to study the costs of care before death.

This article reports on Medicare payments for services on
behalf of enrollees in their last and second-to-last years of life,
the types of services received, and the cost differences in those
years by such characteristics as age and hospital diagnosis.
The article focuses on the use and costs of Medicare services
for enrollees who died in 1978 (decedents). Their service use is
traced back 2 years from the month of death and is compared
with service use in 1977 and 1978 by enrollees surviving through
1978 (survivors). Because the experience of decedents and
survivors is traced back 2 years from 1978, the study popula-
tion was confined to persons who were also enrolled in 1977
and 1976. Consequently, no persons 65 or 66 years of age are
in the study group. The experience of disabled enrollees under
65 years of age is not covered.

The discussion is limited to the use of Medicare-covered
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services and Medicare reimbursements for these services.
Medicare covers the following services:

Hospital inpatient.

Skilled nursing facility.
Home health agency.
Physician and other medical.
Hospital outpatient.

The enrollee is responsible for deductibles and coinsurance
for these services. In 1978, Medicare paid an estimated 44
percent of personal health care expenditures for persons 65
years of age and over, including 75 percent of hospital care
(both inpatient and outpatient), 56 percent of physicians” serv-
ices, and 3 percent of nursing home care (Office of Research,
Demonstrations, and Statistics, 1980).

Findings

Overall patterns of use

A large percent of Medicare program funds is devoted to
enrollees in their last year of life. In 1978, the 1.3 million Med-
icare enrollees in their last year of life were 5.2 percent of all
enrollees, but they accounted for 28.2 percent of program ex-
penditures. Survivors were 94.7 percent of all enrollees and
accounted for 71.8 percent of Medicare expenditures.? Exami-
nation of rates of use of services by decedents and survivors
illustrates the wide differences in the experience of the two
groups (table A). Of decedents, 92 percent used some Medi-
care-reimbursed service in their last year of life, and 80 percent
were users? in the second-to-last year. Of survivors, 58 percent
were users in 1978 and 55 percent were users in 1977. Little is
known about the enrollees with no reimbursement in their last
year of life. That group might include persons who died sud-
denly or persons in Federal hospitals, such as Veterans hos-
pitals, which are not eligible for Medicare reimbursement.
Medicare users who died in 1978 were reimbursed an average
of $4,909 for services in their last year and $1,842 for services
in their second-to-last year, compared with $1,253 in 1978 and
$1,147 in 1977 for survivors,

The large differences between decedents and survivors in
rates of use of services and in reimbursement per user are re-
flected in the differences found in reimbursements per enrollee
(table A). Reimbursement per enrollee is the product of the
rate of persons served and the rate of reimbursement per user.
The Medicare program spent an average of $4,527 on behalf of
enrollees in their last year, a figure 6.2 times greater than that
of the $729 spent per enrollee for survivors in 1978. In the
decedent’s second-to-last year of life, the difference was not as
great; but expenditures per enrollee were still 2.3 times greater
for decedents than for survivors in 1977 ($1,481 versus $635).
Thus, the use of greater health services associated with mor-
tality extends back at least into the second-to-last year of life.

2These data reflect the experience of the entire Medicare population 65 years of
age and over. Unlike the rest of the data in this article, they are not limited to the
study group, which excludes enrollees 65 and 66 years of age.

¥Users” or “persons served” are enrollees with some Medicare reimbursement.
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Table A, Selected measures of use of Medicare benefits by
decedents in their last and second-to-last years of life and by
survivors in 1977 and 1978: United States

Survival status
Decedents-to-

Period Decedents  Survivors  survivors ratio
Persons served! as a
percent of enrollees
Last vesr (19705 . - 92 58 1.6
Second-to-last year
oy ... gl ol 80 55 1.4

Reimbursement
per person served

Lastyear {1978} ... ..... $4,909 $1,253 3.9
Second-to-last year
o a0 1,842 1,147 1.8

Reimbursement

per enrollee
Lastyear(1978) . .. $4,527 $729 6.2
Second-to-last year
(978 ... o 1.481 b35 23

TPersons served are enrollees with some Medicare reimbursement.

NOTES: Data for the last year of life for decedents in 1978 are compared with
the 1978 experience of survivors. Data for the second-to-last year of life

are compared to the 1977 experience of survivors. Data are expressed in 1978
dollars.

SOURCE: Health Care Financing Administration: Data from the Medicare
Statistical System.

Patterns in the use of Medicare benefits differed by age
between decedents in their last year and survivors in 1978
(table B). Persons served as a percent of enrollees varied little
by age for decedents and increased moderately with age for
survivors. However, the two groups showed opposite patterns
in reimbursement per person served by age. For decedents,
reimbursement per person served decreased markedly with in-
creasing age. Reimbursement per person served for decedents
85 years of age and over ($3,598) was only 57 percent of the
amount for decedents 67-69 years of age ($6,354). In con-
trast, for survivors, reimbursement per person served increased
with age, with survivors 85 years of age and over receiving 28
percent more reimbursement per person served than survivors
67-69 years of age ($1,421 versus $1,109).

Reimbursement per enrollee followed the same pattern as
reimbursement per user, decreasing with age for decedents and
increasing with age for survivors (table B). Reimbursement per
enrollee for decedents 85 years of age and over ($3,285) was
only 57 percent of the amount for decedents 67-69 years of
age ($5,801). Reimbursement per enrollee for survivors 85
years of age and over ($889) was 50 percent greater than the
amount for survivors 67-69 years of age ($592).

Distribution of Medicare reimbursements

As expected, a much higher proportion of decedents than
survivors had high Medicare reimbursements (table C). Among
decedents, 24 percent had from $2,000 to $4,999 in Medicare
reimbursement in their last year of life and another 31 percent
had $5,000 or more. In contrast, only 7 percent of survivors



Table B. Selected measures of use of Medicare benefits by
decedents in their last year of life and by survivors in 1978,
according to age: United States

Survival status
Decedents-to-
survivors ratio

Age Decedents  Survivors

Persons served! as a
percent of enrollees

67 years and over....... 92 58 1.6
67 69vyears ... ... ... 91 53 1.7
70—74vyears........... 93 56 1.6
7b—79yeare | .. o0 93 60 1.6
B0-B4years.... ... .. a3 62 18
85 years and over....... 91 63 18

Reimbursement
per person served

67 years and over. ...... $4,909 $1,253 3.9
67-69 vears.ui..o .., 6,354 1,109 5.7
70-7Jdvyears . .. . ... 5,897 1.181 5.0
75-79vears . .....i.i.. 5,433 1,285 4.2
80-84vyears........... 4,617 1,291 43
85 years and over. ...... 3,598 1.421 25

Reimbursement
per enrollee

67 years and over. ...... $4,527 $729 6.2
67-69vears . .........: 5,801 592 9.8
70-74 years., ........ . . 5,466 668 82
15=719vyeais. ... .. ... 5,056 71 Hoo
80-84vyears........... 4,274 859 5.0
85 years and over. ... ... 3,285 889 87

'Persons served are enrollees with some Medicare reimbursement.
NOTE: Data are expressed in 1978 dollars.

SOURCE: Health Care Financing Administration: Data from the Medicare
Statistical System.

Table C. Distribution of Medicare enrollees and Medicare reimbur

had reimbursements from $2,000 to $4,999 and only 4 percent
had more than $5,000.

Also, a much smaller proportion of decedents than sur-
vivors had low reimbursements. Among decedents, 8 percent
had no reimbursement and another 7 percent had less than
$100. Among survivors, 42 percent had no reimbursement and
20 percent had less than $100.

These differences are reflected in the proportion of de-
cedents found among high users of Medicare benefits. Decedents
made up 34 percent of all enrollees with $5,000 or more in
reimbursements in 1978, but they were only 5.9 percent of the
study population. Survivors made up 66 percent of all enrollees
with Medicare reimbursements of $5,000 or more, but they
were 94.1 percent of the study population.

Intensity of use of services

The use of Medicare services becomes much more intense
as death approaches. Of all expenses in the last year of life, 30
percent are spent in the last 30 days and another 16 percent in
the 60th to the 31st day before death (figure 1). To a large
extent, this reflects the intense use of expensive hospital care in
the final months. For example, hospital reimbursements in the
last 60 days of life accounted for about 50 percent of all hos-
pital expenses in the last year.

Data like those in figure 1 also were calculated for patients
with hospital stays for cancer because of the interest in hospice
care for cancer patients. Hospice care was made a Medicare
covered benefit beginning November 1983. An estimated 93
percent of patients in hospices suffer from cancer (Duzor,
1983). It was found that the percent distribution of expenses by
month in the last year of life for cancer patients was virtually
identical to that for all decedents shown in figure 1.

t for decedents in their last year of life and survivors in 1978, according

to reimbursement interval: United States

Survival status

Decedents Survivors
Reimbursement interval Enrollees Reimbursement Enrollees Reimbursement

Number in Amount in Number in Amount in

thousands millions thousands millions
Fatgl =00 ) L s 1,142 $5,168 18,342 $13,365
Noreimbusement:. | . o 0o e 89 - 7,680 -
Lessthani$100- ' L lnwiiingy o e 86 4 3,597 159
$100-8999 . . . .. lbe a0 e e 210 96 4,035 1355
$£1.000-851999 . . .0 G el L L 126 194 1,076 1,663
$2,000-$4999 .. ... e 273 955 1252 3,984
$50000rmore -l i L el sl s 358 3,918 702 6,304

Percent distribution

Tomlahiiiill o el e male e 100 100 100 100
Nareimbursapient., , . . o-omilElsil s o u gl o . 8 - 42 -
Lessthan $100 . ..o 0 L0 L i e 7 0 20 1
S100-_S090 = ol e 18 2 22 10
$1.000-$1.999 el L e 11 4 6 12
$2000-$4.999 - L Ll nine a0 e 24 18 7 30
60000 mom . i e e e 31 76 4 47

NOTES: Data are expressed in 1978 dollars. Parts may not add to totals because of rounding.

SOURCE: Health Care Financing Administration: Data from the Medicare Statistical System.
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Percent of expenses

360 330 300 270 240 210

SOURCE: Health Care Financing Administration: Data from the Medicare Statistical System.

180 150
Time before death in days

Figure 1. Percent of Medicare expenses in the last year of life, according to selected time intervals before death: United States, 1976

Expenses in the last months of life are a significant part of
total Medicare expenses. Reimbursements for the last 180 days
of life for decedents equal 21 percent of total Medicare ex-
penses for all persons (decedents and survivors), and reim-
bursements in just the last 30 days make up 8 percent of total
Medicare expenditures.

Use by type of service

For each type of service, average reimbursement per en-
rollee was higher for decedents in their last and second-to-last
years than for the comparison group of survivors (table D).
The highest rates of reimbursement for both decedents and
survivors were found for hospital and physician services. Aver-
age reimbursement per decedent for hospital care was 7.3 times
higher in the last year and 2.4 times higher in the second-to-last
year than for the comparison group of survivors. Reimburse-
ments for hospital care totaled 77 percent of the total reim-
bursements for decedents in their last year and 66 percent for
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survivors in 1978. Reimbursement per decedent for physician
and other medical services was 3.9 times higher in the last year
than reimbursement per survivor in 1978 and 1.9 times higher
in the second-to-last year than for survivors in 1977.

The largest relative difference in Medicare reimbursement
per enrollee between decedents and survivors was found for
skilled nursing facility (SNF) care, where decedents had 12.7
times as much reimbursement per enrollee in their last year of
life as survivors had in 1978 and 4.1 times as much in their
second-to-last year of life as survivors had in 1977. Despite the
large relative difference, the absolute level of use of Medicare
SNF benefits by decedents was low when compared with hos-
pital or physician services. Reimbursement per decedent for
SNF care in the last year of life was only 2 percent of total
reimbursements.

The low reimbursements for Medicare SNF care do not
necessarily mean that nursing home use, of which SNF care is
a part, is low in the last year of life. Rather, these low reim-
bursements reflect the fact that the Medicare SNF benefit is



Table D. Reimbursement per enrollee and percent distribution of total reimbursements for decedents in the last and second-to-last years of life
and for survivors in 1977 and 1978, according to type of service: United States

Survival status

Ratio of
Decedents Survivors reimbursement

- per enrollee

Percent Percent of decedents

Year and type of service Amount distribution Amount distribution to survivors

Last year (1978)
Allsarvicas. . ., ... . e s i s $4,627 100 $729 100 6.2
Hespital . . @i oo . e i s 3,484 117 478 66 1.3
Physician and othermedical . . ... . .0 a0 0ee o il i 769 17 198 27 3.9
Skilled nursingfacility. ... ... .., G laa . i 2 I 1 12.7
Hospitalowtnatient ... ... 0 o0 it ie L 101 2 30 4 3.4
Home Hodlthiegency e e e L 2 16 2 5.2
Second-to-last year (1977)

Allservics o .0 0 oiune . e T e $1,481 100 $635 100 23
Hospital o, - wilip o rli e L S 1,008 68 416 65 24
ehysiciap and athérimedical” -0l oo Vil et ) 338 238 176 28 1.9
Skilled nussing facility i oae oo o0 liniae s 2 8 1 4.1
Hospitaloutpatient. .. - oo e Db L 4 24 4 2.5
Homehealthagency .. ...... ... . .. cilii g . 3 12 2 3.6

NOTES: Data are expressed in 1978 dollars. Parts may not add to totals because of rounding.

SOURCE: Health Care Financing Administration: Data from the Medicare Statistical System.

designed to provide short-term, post-hospital skilled nursing or
rehabilitative services, not long-term nursing home care. For
this reason, the law sets a number of conditions for coverage,
such as need for skilled care, and a limit of 100 days in each
benefit period. Because of the nature of the benefit, Medicare
SNF expenditures for all beneficiaries are 1 percent of all
Medicare expenditures. In contrast, studies not confined to
covered Medicare services suggest that nursing home care
may be used heavily by aged persons in their last years (Na-
tional Center for Health Statistics, 1966, 1978, and 1979).
The low reimbursement level for home health agency services in
the last year (2 percent of the total) also might reflect statutory
Medicare program requirements, such as the restriction that
the enrollee must require skilled nursing care or physical or
speech therapy.

Use of hospital care

Decedents greatly exceeded survivors on all measures of
hospital use (table E). Among decedents, 739 of every 1,000
were hospitalized in their last year, while only 202 of every
1,000 survivors were hospitalized in.1978. Decedents used
20,607 days of care per 1,000 enrollees, compared with a rate
of 3,033 days of care for survivors. The rate of days of care
followed the same age pattern noted earlier for total Medicare
reimbursements, decreasing with age for decedents and in-
creasing with age for survivors. The decline in the days of care
rate by age for decedents reflected a decline with age in the
discharge rate; the rate of persons hospitalized and average
length of stay changed little with age. The percent of deaths
occurring in hospitals also declined with age. Medicare pro-
gram data indicate that, among enrollees 65-74 years of age,
48 percent of all deaths occurred in short-stay hospitals. Among

Table E. Selected measures of short-stay hospital use by decedents
in their last year and by survivors in 1978, according to age:
United States

Survival status

Measure and age Decedents  Survivors

Persons hospitalized Per 1,000 enrollees

O Yemandovey L. T e 739 202

Br-Fayeals., . L ... .. 769 179

Joyoarsandover. ... .. . e 727 226
Discharges

B7years and OVEr. ... ... - e 1,537 294

B7-—TAYBAIS ... | il ge e 1271 260

7o vearsandover.. oo e 1,444 330

Days of care

67 yaarsand over. . UGl L T e, 20,607 3.033

B/-74yaare ... ... 0. e, 23,796 2,530

Thyears andiover. . o g 19,342 3,566
Average length of stay In days

6/ yearsandover', . | i il 134 10.3

Ol=iavears ol e 13.4 9.7

Ihyaatsandiower . G, w134 10.8

SOURCE: Health Care Financing Administration: Data from the Medicare
Statistical System.

enrollees 75 years of age and over, 39 percent of all deaths
occurred in hospitals.

Among the major disease categories of heart disease,
cerebrovascular disease (stroke), and cancer, decedents hos-
pitalized for cancer had higher hospital use and higher total
Medicare reimbursements than patients in other disease cate-
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gories.* Cancer patients used an average of 36 days and had
reimbursements of $8,297 in their last year of life. Decedents
hospitalized for diseases of the heart used an average of 28
hospital days and had $5,878 in Medicare reimbursements.
Decedents hospitalized for cerebrovascular disease also used
an average of 28 hospital days and had $5,608 in Medicare
reimbursements.

Conclusion

This study found that the rate of use of Medicare benefits
by decedents greatly exceeds that of survivors. Fully 28 per-
cent of Medicare reimbursements were for enrollees in their
last year of life. The differences were greater than those found
in the previous study of Medicare use by decedents (Office of
Research and Statistics, 1973) because the experience of de-
cedents was traced back 12 full months rather than being limited
to only calendar year data. The amount of Medicare expendi-
tures for persons in the last year of life demonstrates the reality
that Medicare, by its nature, is a program involved with the
dying. While this article does not analyze options in the way
care is provided to the dying, it shows the services used and
amount of money expended. Clearly, it is difficult to know the
appropriate amount of resources that society should expend for
persons in their last year. Any analysis of this question would
have to consider not only the amount and type of services de-
voted to the dying but also the persons with large expenses who
might have died but for the care they received.

The large hospital care expenses for decedents reflect the
large quantity of hospital care the dying receive. Some have
questioned the appropriateness of using hospitals to render
care to the dying. These data cannot be used to evaluate whether
appropriate care was received. However, the data do show that
the vast majority of decedents are hospitalized, suggesting the
role hospitals have in the social as well as medical aspects of
death and bereavement.

The use of Medicare services, especially hospital care,
decreases with age for decedents but increases for survivors. In
addition, the percent of enrollee deaths occurring in acute hos-
pitals declines with age. Other studies of the use of services by
the dying also found these patterns. Since use of nursing homes
increases with age, nursing home care very likely substitutes in
part for hospital care for the dying as they advance in age.
Medicare pays for only a small part of nursing home care. Thus,
while Medicare expenses in the last year decrease with age, the
relation of age to total health expenses may be different. Another
possible explanation for the-decline in Medicare reimburse-
ments with age among decedents may be that very old, frail
persons are less able to benefit from large amounts of treatment.
Also, the time between onset of illness and death may be shorter
for older decedents, resulting in lower hospital use.

Medicare plays a vital role in paying for the health care of
the majority of persons who die in the United States. The highly
skewed distribution of Medicare payments and the large amount

“Decedents were counted in a particular disease category if they had at least
one hospital stay in that category in their last year. A person with two or more
hospital stays, each in a different category, would be counted more than once.
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of payments on behalf of the dying also show that Medicare
functions to spread the risk of health care expenses over the
total aged population. Decedents account for a high proportion
of enrollees with extreme or catastrophic expenses. Much con-
cern exists about the necessity and appropriateness of health
services, particularly for the small percent of persons whose
high costs account for a large share of total costs. The signifi-
cant amount of Medicare expenditures for enrollees in their
last year of life, and even the last month, means that a large
part of Medicare funds is spent for persons who are severely
ill.

The high use of hospital care and the relatively low use of
the Medicare skilled nursing facility and home health benefits
in the last year of life suggest examining the possibility of cost
saving through substitution of carefully targeted skilled nursing
and home health services for hospital care. Such targeting would
require knowledge of the nature of illnesses in the last year of
life and the most effective methods of caring for them. Part of
the answer to the question of effective care may be provided by
demonstration projects, sponsored by the Health Care Financ-
ing Administration, to test the hospice concept and by evalua-
tion of the new Medicare hospice benefit (effective November
1983). These studies will measure whether health care costs
for the dying are reduced when hospice care is made available.
If costs are reduced, it may be possible to adopt measures that
make care for the dying less costly and more humane at the
same time.

This study found that a high proportion (46 percent) of
costs in the last year of life are spent in the last 60 days. Also,
costs for hospitalized cancer patients are higher than for patients
hospitalized for other major diagnostic categories. Thus, hos-
pice care could potentially impact on a large amount of costs.
This is because data from hospice programs show that the
average hospice stay is about 45 days and that most hospice
patients suffer from cancer (Duzor, 1983).°

The amount and kind of resources used at the end of life
raise complex ethical, economic, and medical issues that must
be considered within the context of the health care system and
its financing mechanisms and in the context of societal expec-
tations. These issues clearly indicate the need to consider a
variety of feasible alternatives that would provide appropriate
and humane care to the dying.
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Health Care Expenditures
for Major Diseases

by Thomas A. Hodgson, Ph.D., and Andrea N. Kopstein,
National Center for Health Statistics

Introduction

Personal health care expenditures have been rising rapidly
since 1960. A total of $255 billion was spent for personal health
care in 1981, an increase of 16 percent from 1980. The 1981
figure represented $1,090 per capita, a 15-percent increase
over the $947 spent per person in 1980 (Office of Research
and Demonstrations, 1982).

Expenditures for personal health care measure the value
of medical care services delivered to individuals for the preven-
tion, diagnosis, and treatment of illness and disease.

Expenditures may be incurred for a variety of reasons,
including the following:

Hospitalization.

Outpatient clinical care.

Nursing home care,

Home health care.

Services of primary physicians, specialists, dentists, and
other health professionals.

Drugs and drug sundries.

e Rehabilitation counseling and other rehabilitation costs to
prevent or overcome illness-related impairments,

These expenditures are included in the United States National
Health Accounts, now published by the Health Care Financing
Administration (Cooper, Gibson, and Rice, 1980).

The Health Care Financing Administration (HCFA) an-
nually estimates national health expenditures according to type
of service and source of funds. In this article, personal health
care expenditures in 1980 are further separated into expendi-
tures by age, sex, and medical condition. In the next section,
the methodology for separating HCFA’s estimates of personal
health care spending is described. The third section presents
estimated expenditures by type of care and medical condition
for males and females, persons under 65 years of age, and those
65 years of age and over.

Data sources

The definitions, concepts, and sources of data employed
by HCFA to estimate personal health care expenditures are
discussed by Waldo and Gibson (Office of Research and
Demonstrations, 1982). To estimate expenditures by age, sex,
and medical condition in this article, HCFA’s estimates of per-
sonal health care expenditures in 1980 for each type of service
were first separated into expenditures for persons under 65
years of age and 65 years of age and over according to HCFA’s
distributions for 1978 (Office of Research, Demonstrations,

and Statistics, 1980). These totals were distributed by sex and
diagnosis according to utilization and costs, using a variety of
other data sources. For example, expenditures in community
hospitals were allocated to a disease category in proportion to
the number of days of care attributable to the diagnosis weighted
by the cost per patient day for that diagnosis. Similar proce-
dures were applied where possible to expenditures for other
types of medical care to distribute the total by sex and diag-
nosis. This methodology follows closely that originally devised
by Cooper and Rice (1976) to allocate expenditures among
diagnoses, amended to include several additional sources of
data. (Further details are available from the author upon
request.)

Of the $219 billion spent for personal health care in 1980,
$211 billion could be distributed by age and sex and $207
billion by age, sex, and diagnosis; $12 billion (6 percent) could
not be allocated by age, sex, and diagnosis because data were
unavailable.

Expenditures in 1980

Of this overall $219 billion total for personal health care
in 1980, hospital care accounted for the largest share, $100
billion (46 percent), followed by physicians’ services at $47
billion (21 percent) (Office of Research and Demonstrations,
1982). Other professional services (such as those of dentists,
chiropractors, optometrists, and private duty nurses), nursing
home care, and drugs each accounted for about $20 billion, or
10 percent of spending for personal health care. All other per-
sonal health care includes miscellaneous items such as eye-
glasses and appliances, ambulance services, industrial onsite
health services, and care provided in Federal facilities other
than hospitals. This category represented 5 percent of the total.

Expenditures by age and sex

In each age group, females used more medical services
and incurred disproportionately higher expenditures relative to
their numbers than did males. Females represented 52 percent
of the population but accounted for 58 percent of expenditures.
The distribution of expenditures among the various health
services was the same for males and females under 65 years of
age. About half of the total was for hospital care, slightly more
than one-third for professional services, 10 percent for drugs,
and 3 percent for nursing home care. The elderly, on the other
hand, spent much more of their health dollar for nursing home
care (18 percent for men and 30 percent for women), less on
professional services, and less on hospital care for older
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$2,667

Under 65 years

- 65 years and over

$2,278

$1.111

$802

$402

$164

$19 $21

Males Females Males Females Males Females Males Females Males Females

All personal health care Hospital care Professional services Nursing home care Drugs

SOURCE: National Center for Health Statistics: Computed by the Division of Analysis from data compiled by the Health Care Financing Administration,
the National Center for Health Statistics, and other organizations.

Figure 1. Per capita personal health care expenditures, according to type of care, age, and sex: United States, 1980
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females. Elderly males and females used more health services
than did persons under 65 years of age. Although the aged
represented only 11 percent of the population, they accounted
for 31 percent of expenditures for personal health care.

The influence of age and sex on expenditures is evident
from per capita personal health care expenditures. On the
average, per capita spending was 3% times greater for elderly
persons than for those under 65 years of age and higher for
females than for males (figure 1). Amounts spent varied greatly
depending on age, sex, and type of health care. Expenditures
ranged from a low of $19 per person for nursing home care
among males under 65 years of age to $1,111 per individual for
hospital care among males 65 years of age and over. For hos-
pital care, professional services, and drugs, the ratio of per
capita spending for the elderly to that for the nonelderly ranged

from twice as high among females for drugs and professional
services to 3% times as large for hospital care among males.
Nursing home care, an important health service for the elderly,
was the second most expensive health service for older women.
Except for hospital care and professional services for older
males, females required greater expenditures per person. The
difference in expenditures between males and females was
usually larger for those under 65 years of age but was greatest
for nursing home care among older persons ($402 for males
versus $802 for females).

Expenditures by medical conditions

Expenditures by condition and type of care for the 10 lead-
ing disease classes are shown in figure 2 (National Center for

- Hospital care - Nursing home care

Circulatory system 50
Digestive system 36
Mental disorders 63
Injury and poisoning : 76

Respiratory system 49

Neoplasms 67

Musculoskeletal system

and connective tissue 46

Genitourinary system

Nervous system and

sense organs

Endocrine, nutritional,

metabolic diseases 44

All other conditions

NOTES: Nursing home care expend|tures cannot be estimated for diseases of the digestive and genitourinary systems and “‘all other condmons - Condmon ;
categories are based on the International Classi ﬁcatfan af Diseases, 9th Revision, Clinical Modification. ;

SOURCE: National Center for Health Statlstucs Cumputed by the Division of Analysis from data compuled by the Health Care Fmancmg Admlnlstratmn

the National Center for Health Statistics, and other organ izations.

Professional services Z Drugs

$19.2

17 |$17.3

18 $195

Fugure 2. Personal health care expenditures in billions and percent distribution, according to condition and type of care: United States, 1980
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Health Statistics, 1980). Diseases of the circulatory system
accounted for the highest amount ($33 billion spent for care),
followed closely by diseases of the digestive system ($32 bil-
lion, including $15 billion spent for dental care). The remain-
ing conditions can be divided into two groups, each one con-
taining several conditions with about the same expenditures.
The first group includes mental disorders ($20 billion), injury
and poisoning ($19 billion), and diseases of the respiratory
system ($17 billion). The other group includes neoplasms ($14
billion), diseases of the musculoskeletal system and connective
tissue ($14 billion), diseases of the genitourinary system ($13
billion), and diseases of the nervous system and sense organs
($12 billion).

The relative amounts spent for each type of health care
varied among the disease categories. This reflects the different
natures of the diseases and consequent needs for each type of
service among diseases. Hospital care usually accounted for
the largest share of expenditures for a disease class, ranging
from 35 percent of expenditures for diseases of the nervous
system and sense organs to 67 percent for neoplasms. Profes-
sional services were usually the second leading cause of expend-
itures in a disease category but ranged from 10 percent of
spending for mental disorders to 61 percent for diseases of the
digestive system. It must be noted, however, that out of $19
billion for professional services for diseases of the digestive
system $135 billion was spent for dental services. Nursing home
expenditures were high for circulatory diseases (24 percent),
mental disorders (22 percent), and endocrine, nutritional, and
metabolic diseases (15 percent) but contributed small amounts
to other diseases. Drugs were most important in terms of ex-

penditures for diseases of the nervous system (18 percent),
those of the respiratory system (17 percent), and endocrine,
nutritional, and metabolic diseases (13 percent).

Expenditures by age and sex

The economic burden imposed by a disease category varied
with the age and sex of the population (table A). For the el-
derly, diseases of the circulatory system were far and away the
leading cause of health care expenditures, accounting for about
30 percent of the total for older males and females and requir-
ing $674 and $848 per capita, respectively. Also among the
five most expensive conditions for both groups of elderly were
diseases of the digestive system and mental disorders. Injury
and poisoning and diseases of the musculoskeletal system and
connective tissue completed the top five most expensive con-
ditions for older females but ranked eighth and ninth for older
males. Neoplasms were the second most expensive category
among elderly males but ranked sixth for women 65 years of
age and over. Similarly, diseases of the respiratory system
were relatively important for older males (ranking fourth) but
ranked ninth among females.

Among persons under 65 years of age, expenditures related
to the digestive system were the highest and accounted for 18
percent of the total for males and females. Mental disorders
and respiratory diseases were also important causes of expend-
itures for younger males and females. Completing the five most
expensive conditions for younger males were injury and poi-
soning and circulatory diseases (ranking second and fourth, re-
spectively), while diseases of the genitourinary and nervous

Table A. Per capita personal health care expenditures and rank for leading medical conditions, according to age and sex: United States, 1980

Persons under 65
years of age

Persons 65 years
of age and over

Medical condition Male Female Male Female
Per capita amount
Circulatory diseases oo 0 e 0l 0L el T e $ 67 $ 61 $674 $848
Dijestive disaaesas .- - o0 000 00l il e ] e el DL gt .3 213 223
Mantal digordérs. ... 000 o s iil s e e e i3 i 69 181 246
Injurvand poisoning . - .. .. il L D el e e e 86 61 105 203
Retpiatory difénses cacn 0 - os i e e e 0 L L 60 68 192 137
Neopladme. . . 0. 00 L o e Wi i a3 ho 244 178
Musculoskeletal system and connective tissue diseases. . . .. ...ttt i ' 40 . bb 91 187
Genitourinary system diseases ... .. el L e e L e 21 82 128 70
Nervous system and sense organ diseases. ... ...........i.. oo iniiiaiiins & bi 69 168 176
Endocrine, nutritional, metabolicdiseases . ................ ... e i 15 31 82 138
. Rank
Circulatory.disaadBe.| . - o vT e s I s N s R 4 i 1 1
DigAstiverdiseases = o oo e e e e e s e Tl i 3 3
Muntalidisorders. wn il e io i o e s e B e 3 4 5 2
Infury andpaBening: . o o sen s T D e e e S e L 2 6 8 4
Respiratory diseases. . ..........ivhinan bl e e 5 5 4 )
Neoplasms. ., . i 0 e e e T 8 9 2 6
Musculoskeletal systam and connective tissue diseases. . ... T ELn e 8 9 5
Genitourinary system diseases ... ........ ... iiaann. B T S 9 2 ¥ e
Nervbus System and seénse ordan diseases. 00 0oL el B D G0l T e e LU 6 3 6 7
Endocrine, nutritional, metabolic diseases............. L i 10 10 10 - 8

NQTE: Conditions are based on the International CIessrﬁcarron of Dfseases, 9th Rawsran (.‘lrmca! Modification.

SOURCE: National Center for Health Statistics: Computed by the Division of Analysis from data compiled by the Health Care Fmancmg Administration, the National

Center for Health Statistics, and other orgamzatmns
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systems were important for females under 65 years of age
(ranking second and third, respectively).

For each age group and each sex, diseases of the digestive
system and mental disorders were important causes of expendi-
tures. Circulatory diseases ranked high for all but females
under 65 years of age, and respiratory diseases were relatively
important for all but elderly women. Together, these four cate-
gories accounted for almost 50 percent of all expenditures for
personal health care.

Diseases of the circulatory system

Even within the broad categories of related diseases, ex-
penditures varied by age, sex, and type of care among the dis-
eases that make up each major class. Expenditures for circula-
tory system diseases will be broken down as an example. Dis-
eases of the circulatory system are a leading cause of expendi-
tures for medical care and include three well-known diseases
that are serious health problems for millions of people in the
United States: heart disease, stroke, and hypertension.

Expenditures by type of medical care—The $33.2 billion
spent for diseases of the circulatory system in 1980 is the sum
of $14.6 billion for heart disease, $5.1 billion for stroke, $4.5
billion for hypertension, and $9 billion for other circulatory

diseases (figure 3). The proportions spent for each type of health
care differed among the circulatory diseases. Overall, 50 per-
cent of expenditures was for hospital care; but the proportion
for hospital services was as high as 69 percent for heart disease
and as low as 21 percent for hypertension. Professional services
accounted for 19 percent of the total cost of medical care for all
circulatory diseases but represented 41 percent of expenditures
for hypertension and 18 percent of money spent for care of
heart disease.

Nursing home care was an important service for persons
with diseases of the circulatory system, accounting for almost
one-quarter of all expenditures and ranking second behind hos-
pital care. The bulk of nursing home expenditures was for other
circulatory diseases (mainly arteriosclerosis), accounting for
almost half the expenditures for that condition. Nursing home
care was also an important component of care for victims of
stroke, requiring 35 percent of the total spent for stroke. Rela-
tively smaller but significant amounts were spent for nursing
home care of persons with hypertension ($649 million or 14
percent) and heart disease ($1.1 billion or 8 percent).

Drugs amounted to only 7 percent of total expenditures for
all circulatory diseases but were responsible for almost one-
quarter of the total spent for hypertension. However, drugs

k I:I Drugs
: ‘ 'Prigf"essionaly Semces _
i - Nursin§ home care
- - Hospital care |

All diseases of the
mrculatory svstem

,,"Fieai:t.'v' e Stroke
disease '

 Hypertension  Other
. ' circulatory
diseases

SOURCE: Natmnal Center for Hea!th Statistics: Compu ted by the Dw»slon of Analysus from data compﬂed by the Health Care Fmancmg Adrmmstranon
- the National Center for Health Statlstlcs, and other organizations. . . ’ o ’

Figure 3., Personal health care expenditures in billions and percent distribution for diseases of the circulatory system, according to type of care:
United States, 1980
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accounted for 5 percent or less of expenditures for heart dis-
ease, stroke, and other circulatory diseases.

Expenditures by age and sex—The relative amount spent
for each type of health care for a circulatory disorder varied
with the age and sex of the population. In general, expenditures
for hospital care were proportionately higher for younger people
than for the elderly and expenditures for nursing home care
were proportionately greater for the elderly than for the younger
population (figure 4). Less than two-thirds of expenditures for
heart disease for the elderly were for hospital care, compared
with more than three-fourths for persons under 65 years of age.
On the other hand, 8 percent of expenditures for elderly males
and 16 percent for elderly females were for nursing home care,
compared with only 1 percent of expenditures among younger
persons. This pattern also occurs for other circulatory diseases
such as stroke, hypertension, and the residual category *“‘other
circulatory diseases.” No patterns of differential spending by
age or sex are discernible for professional services or drugs.

Per capita expenditures—QOther things being equal, ex-
penditures will be higher the larger the population in an age-sex
group. Therefore, it is important to take into consideration the
size of the population when comparing expenditures for differ-

ent ages and between sexes. Although heart disease expendi-
tures for elderly women greatly exceeded the amount for elderly
males, per capita expenditures were much closer ($309 for
men versus $318 for women). The relatively large total ex-
penditures for heart disease among persons under 65 years of
age were distributed among many more persons, and per capita
spending was much lower, $36 for males and $26 for females.

Per capita expenditures adjust for the effect of population
size. The level of per capita spending is directly related to the
prevalence of disease, the number of services used by each
patient, and the average cost of each service. The very large
differences in per capita spending between the elderly and
younger persons were chiefly the result of the higher prevalence
of heart disease among persons 65 years of age and over. In
1979, the prevalence of heart disease was 274 elderly persons
per 1,000 population, compared with 52 persons under 65 years
of age per 1,000 population (Division of Health Interview Sta-
tistics, 1979). Nevertheless, older persons with heart disease
used more health services, on the average, than the younger
group, which also contributed to higher per capita expenditures.

Prevalence rates were about the same for males and fe-
males under 65 years of age, but higher use of health services

Professional services

Nursing home care

- Hospital care

$14.6

All persons

the National Center for Health Statistics, and other organizations.

Under 65 years 65 years and over

Under 65 years 65 years and over

Males Females

SOURCE: National Center for Health Statistics: Computed by the Division of Analysis from data compiled by the Health Care Financing Administration,

Figure 4. Personal health care expenditures in billions and percent distribution for heart disease, according to type of care, age, and sex:
United States, 1980
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by males resulted in higher per capita expenditures for them.
The prevalence rate of heart disease among elderly females
was slightly higher than for males. This and greater use of nurs-
ing home care resulted in higher per capita expenditures for
heart disease among older females.

Some of these patterns also hold for hypertension and
stroke. Prevalence rates were higher for the elderly and for
females, and services were used more by older persons with the
diseases. As a result, per capita expenditures were higher for
persons 65 years of age and older and usually higher for females
than for males.

Conclusion

Health care expenditures have taken an increasing share
of the gross national product (GNP) for more than two decades,
rising from 5.3 percent of GNP in 1960 to 9.8 percent in 1981.
If current trends continue, national health expenditures will
consume 12 percent of GNP in 1990 (Office of Research and
Demonstrations, 1983). The prospect of continuing growth in
health care spending that outpaces growth in the rest of the
economy makes health care costs an important economic issue,
affecting both the public and private sectors.

Potential strategies for reducing health care expenditures
include the following: health promotion and disease prevention
efforts to reduce prevalence; use of fewer health services per
case or the substitution of less expensive for more expensive
forms of care such as outpatient for inpatient surgery and home
care for hospital care; and lower costs per service through
technological advances, competition, and other economic in-
centives that induce more efficient use of resources. In reality,
expenditures are determined by a variety of complex and in-
terrelated factors. For example, price per service may depend
on the number of services used, and technological innovation
that improves quality of care may raise rather than lower costs.
Thus, the relative costs and benefits of different strategies are
often unclear. For this discussion, however, it is assumed that
per capita expenditures are directly related to the prevalence
rate, number of services per case, and the price per service.

Circulatory disorders are used as an illustration of reduc-
tions in expenditures that might be achieved through reduced
prevalence, utilization, or costs. The potential savings from
what appear to be relatively modest changes in the prevalence
and resource requirements for heart disease, stroke, and hyper-
tension are large. A 10-percent decrease in the prevalence of
these three circulatory diseases means that 4-5 million fewer
persons would have these conditions and 10 percent fewer dol-
lars would be spent for personal health ¢are. In 1980, almost

$2.5 billion would have been saved. Similarly, expenditures in
1980 could have been reduced $2.5 billion by a 10-percent
decrease in expenditures per case, through reductions in the
number of services per case, price per service, or some com-
bination of fewer services and lower prices. If the prevalence
and resource requirements were simultaneously reduced by 10
percent each, the total savings would have been almost $5 bil-
lion in terms of 1980 expenditures.

This is not to say that these savings can be realized easily.
For example, medical advances leading to a decline in the in-
cidence of heart disease may also lengthen the period of sur-
vival for those who develop heart disease. The net effect may
be an increase in the prevalence and the amount of medical
care to be provided for heart disease. Similarly, changes in
treatment of heart disease may be beneficial to the patient but
may also increase expenditures per case. The interrelationships
among these and other factors make cost containment a difficult
goal to reach.
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Table 1. Resident population, according to age and race: United States, selected years 1950-81 estimates and 2000 projections

(Data are based on decennial census updated by data from multiple sources)

Age
Race and year Eesid:qt
popuiation ATl Under 1-4 5-14 15-24 25-34 35-44 45-54 55-64  65-74  75-84 85 years
ages 1 year years years years years years years years  years years and over
1 Number in . . s
Total thousands Percent distribution
e e

1950...000v000ess. 151,235 100.0 10.8 16.2 14.6 15.7 14,2 11.5 8.8 5.6 2.2 0.4
1960...... PN 179,979 100.0 2.3 9.0 19.9 13.4 12.6 13.4 11.4 8.7 6.1 2.6 0.5
1970...... eseeesss 203,810 100.0 1.7 6.7 20.0 17.6 12.3 11.3 11.4 9.2 6.1 3.0 0.7
1980.....00e. ceses 227,156 100.0 1.6 5.7 15.3 18.7 16.5 11.4 10.0 9.6 6.9 3.4 1.0
1981ecivineinnnnns 229,307 100.0 1.6 5.8 15.0 18.4 16.9 11.5 9.8 9.6 6.9 3.5 1.0
20002... ......... . 267,990 100.0 1.3 5.3 14.3 13.5 13.6 16.3 13.8 8.9 6.6 4.6 1.9

White
1950, . e0eeneeeses 135,400 100.0 10.6 15.8 14.3 15.7 14.3 11.6 9.2 5.8 2.3 0.4
1960...... ceesesss 159,381 100.0 2.2 8.7 19.4 13.3 12.6 13.5 11.6 8.9 6.4 2.7 0.5
1970...... eeesssss 178,551 100.0 1.7 6.4 19.4 17.4 12.3 11.4 11.7 9.5 6.4 3.2 0.7
1980...... erereees 195,231 100.0 1.5 5.4 14.7 18.3 16.4 11.5 10.2 10.0 7.2 3.6 1.1
1981....... eeeeses 196,627 100.0 1.5 5.6 14.3 18.0 16.9 11.7 10.0 10.0 7.3 3.7 1.1
20002 ............. 222,801 100.0 1.2 5.0 13.7 13.0 13.3 16.3 14,2 9.3 7.0 4.9 2.1

Black
195000 iieeennnnnns 15,045 100.0 12.5 19.2 16.4 15.7 14.1 10.4 6.0 4,1 1.6
1960 civencecenens 18,960 100.0 3.0 11.5 23.3 14.4 12.7 12.2 9.9 6.8 4.3 1.6 0.4
1970, ccieiennnns . 22,673 100.0 2.1 8.6 24.6 18.9 11.9 10.6 9.4 7.1 4.6 1.8 0.5
1980 0 cevninnnnenns 26,731 100.0 2.1 7.2 19.4 21.5 16.0 10.2 8.5 7.2 5.0 2.2 0.6
1981...00unne cesue 27,170 100.0 2.2 7.4 18.8 21.3 16.6 10.3 8.4 7.1 5.0 2.3 0.6
20002............. 35,795 100.0 1.7 6.9 17.9 15.9 14.9 16.2 11.5 6.6 4.5 2.7 1.2

1Inc]udes all other races not shown separately.
Projections are for the total population including armed forces overseas.

NOTE: Estimates are as of July 1, except for blacks in 1950 which is the census count as of April 1.
SOURCES: U.S. Bureau of the Census: 1950 Nonwhite Population by Race. Special Report P-E, No. 38. Washington. U.S. Government Printing Office,

1951; Population estimates and projections. Current Population Reports. Series P-25, Nos. 310, 519, 917, and 922. Washington. U.S. Government
Printing Office, June 1965, April 1974, July 1982, and Oct. 1982,
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Table 2. Live births, crude birth rates, and birth rates by age of mother, according to race: United States,
selected years 1950-80

(Data are based on the National Vital Statistics System)

Age
. Crude
Race and year b%1¥§s birth
r ratel 10-14  15-17  18-19 20-24  25-29  30-34  35-39  40-44 45-49
years years years years years years years years years
fota]z Live births per 1,000 women

1950 0 cneenernnn.. 3,632,000 24.1 1.0 40.7  132.7 196.6  166.1  103.7  52.9 5.1 1.2
1955, iiieinennen. 4,097,000 25.0 0.9 44,5  157.9 241.6  190.2  116.0  58.6 16.1 1.0
19600 c.evnenns.. 4,257,850 23.7 0.8 43.9  166.7 258.1  197.4  112.7  56.2 15.5 0.9
1965 e censncnnen. 3,760,358 19.4 0.8 3.6 124.5 195.3  161.6 94.4  46.2 12.8 0.8
19700 eeeuennenns 3,731,386 18.4 1.2 38.8  114.7 167.8  145.1 73.3  31.7 8.1 0.5
19750 eeeeennnnnn 3,144,198 14.6 1.3 36.1 85.0 113.0  108.2 52.3  19.5 4.6 0.3
1976 e e vinnnnnnn. 3,167,788 14.6 1.2 34.1 80.5 110.3  106.2 53.6  19.0 4.3 0.2
1977 ceieienninnnns 3,326,632 15.1 1.2 33.9 80.9 112.9  111.0 56.4  19.2 4.2 0.2
1978 ieineennnnns 3,333,279 5.0 1.2 32.2 79.8 109.9  108.5 57.8  19.0 3.9 0.2
1979 ceeiinennn.. 3,494,398 15.6 1.2 32.3 81.3 112.8  111.4 60.3  19.5 3.9 0.2
1980, .. iueinennnn. 3,612,258 15.9 1.1 32.5 82.1 115.1  112.9 61.9  19.8 3.9 0.2

White
1950, eeeeennns. 3,108,000 23.0 0.4 31.3  120.5 190.4  165.1 102.6  51.4 14.5 1.0
1955, ceeiunnnnnns 3,485,000 23.8 0.3 35.4  145.7 235.8  186.6  114.0  56.7 15.4 0.9
1960, . ceuvneennnns 3,600,744 22.7 0.4 35.5  154.6 252.8  194.9  109.6  54.0 14.7 0.8
1965, uunenennnnns 3,123,860 18.3 0.3 27.8  111.9 189.0  158.4 91.6  44.0 12.0 0.7
197000 ieeenennnnns 3,091,264 17.4 0.5 29.2  101.5 163.4  145.9 71.9  30.0 7.5 0.4
1975 tiiennrnnnnns 2,551,996 13.6 0.6 28.0 74.0 108.2  108.1 51.3  18.2 4.2 0.2
1976 0ereennrennnns 2,567,614 13.6 0.6 26.3 70.2 105.3  105.9 52.6  17.8 3.9 0.2
1977 eeeeeannnnnn 2,691,070 14.1 0.6 26.1 70.5 107.7  110.9 55.3  18.0 3.8 0.2
19780 reeinnnnnns 2,681,116 14.0 0.6 24.9 69.4 104.1  107.9 56.6  17.7 3.5 0.2
1979 eeeinennnnns 2,808,420 14.5 0.6 24.7 71.0 107.0  110.8 59.0  18.3 3.5 0.2
1980 . cueeencnenn. 2,898,732 14.9 0.6 25.2 72.1 109.5  112.4 60.4  18.5 3.4 0.2

Black
1960..cneeencnenn. 602,264 31.9 - 295.4  218.6  137.1  73.9 21.9 1.1
19650 0nenrencennn. 581,126 27.7 4.3 99.3  227.6 243.1  180.4  111.3  61.9 18.7 1.4
1970 eeenennnnns 572,362 25.3 5.2 101.4  204.9 202.7  136.3 79.6  41.9 12.5 1.0
1975 e ennnenn. 511, 581 20.7 5.1 85.6  152.4 142.8  102.2 53.1  25.6 7.5 0.5
1976ur s vinennenns 514,479 20.5 4.7 80.3  142.5 140.5  101.6 53.6  24.8 6.8 0.5
1977 viiinninenns 544,221 21.4 4.7 79.6  142.9 144.4  106.4 57.5  25.4 6.6 0.5
1978 vreinrnnnnns 551,540 21.3 2.4 75.0  139.7 143.8  105.4 58.3  24.3 6.1 0.4
1979 v eeennnnnns 577,855 22.0 4.6 75.7  140.4 146.3  108.2 60.7  24.7 6.1 0.4
1980..veiviinnnnns 589,616 22.1 4.3 73.6  138.8 146.3  109.1 62.9  24.5 5.8 0.3

1Live births per 1,000 population.
Includes all other races not shown separately.

NOTE: Data are based on births adjusted for underregistration for 1950 and 1955 and on registered births for all
other years. Figures for 1960, 1965, and 1970 are based on a 50-percent sample of births; for 1975-80, they are based
on 100 percent of births in selected States and on a 50-percent sample of births in all other States. Beginning in
1970, births to nonresidents of the United States are excluded.

SOURCE: National Center for Health Statistics: Vital Statistics of the United States, 1980, Vol. I. Public Health
Service, DHHS, Hyattsville, Md. To be published.




Table 3. Birth rates for women 15-44 years of age, according to live-birth order and race: United States,
selected years 1950-80

(Data are based on the National Vital Statistics System)

Live-birth order

Race and year Total
1 2 3 4 5 or
higher
Tota1l Live births per 1,000 women 15-44 years of age
1950...ceeiennsn 106.2 33.3 32.1 18.4 9.2 13.2
1955, ceveninns 118.3 32.8 31.8 23.1 13.3 17.3
1960..cveinenne. 118.0 31.1 29.2 22.8 14.6 20.3
1965...cuuennnn. 96.6 29.8 23.4 16.6 10.7 16.1
1970..cc0euenn.n 87.9 34.2 24.2 13.6 7.2 8.7
1975, cciinnnnn.. 66.0 28.1 20.9 9.4 3.9 3.7
1976 0cevvnen... 65.0 27.5 20.8 9.5 3.8 3.4
1977 evevnnnn... 66.8 28.2 21.6 10.0 3.8 3.2
1978.ccveinnnns 65.5 27.8 21.1 9.8 3.8 2.9
1979...0ven.e... 67.2 28.6 21.6 10.1 3.8 2.9
1980...eev..... 68.4 29.5 21.8 10.3 3.9 2.9
White
1950....ccnunne. 102.3 33.3 32.3 17.9 8.4 10.4
1955, cuuiennnn. 113.7 32.6 32.0 22.9 12.6 13.6
1960...cc0vinnnes 113.2 30.8 29.2 22.7 14.1 16.4
1965.....0...... 91.4 28.9 23.0 16.2 10.2 13.1
1970...cvvvnnnnn 84.1 32.9 23.7 13.3 6.8 7.4
1975...vinenn, 62.5 26.7 20.3 8.8 3.5 3.1
1976.ccvunnnnn.. 61.5 26.3 20.2 8.9 3.4 2.8
1977 eeevvnnnnn. 63.2 26.9 20.9 9.4 3.4 2.7
1978.ccvviannnn. 61.7 26.6 20.2 9.2 3.3 2.4
1979 ciiennan... 63.4 27.4 20.8 9.4 3.4 2.4
1980........ cees 64.7 28.4 21.0 9.5 3.4 2.4
Black
1960...eienenn.. 153.5 33.6 29.3 24.0 18.6 48.0
1965..00veeennn. 133.9 35.7 26.2 19.4 14.6 38.0
1970 .ccveeennn, 115.4 43.3 27.1 16.1 10.0 18.9
1975, ccecannnss 87.9 36.9 24.2 12.6 6.3 8.0
1976 eueccnnnns 85.8 35.2 24.4 12.9 6.2 7.2
1977 cienecnnnnn 88.1 35.6 25.5 13.6 6.4 6.9
1978.cuveecnnnnn 86.7 34.6 25.4 13.9 6.5 6.4
1979.0.cviiinn. 88.3 35.3 25.8 14.4 6.6 6.2
1980...cceuunnnn. 88.1 35.2 25.7 14.5 6.7 6.0

1Includes all other races not shown separately.

NOTE: Data are based on births adjusted for underregistration for 1950 and 1955 and on registered births for all
other years. Figures for 1960, 1965, and 1970 are based on a 50-percent sample of births; for 1975-80, they are based
on 100 percent of births in selected States and on a 50-percent sample of births in all other States. Beginning in
1970, births to nonresidents of the United States are excluded.

SOURCE: National Center for Health Statistics: Vital Statistics of the United States, 1980, Vol. 1. Public Health
Service, DHHS, Hyattsville, Md. To be published.
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Table 4. Completed fertility rates and parity distribution for women 50-54 years of age at the beginning of selected
years 1925-81, according to race and birth cohort: United States, selected birth cohorts 1871-1931

(Data are based on the National Vital Statistics System)

Age Com- Parity (number of children born alive)
Race and 50-54 pleted
birth as of fer- Total
cohort January tilit 7 or
1 rate 0 1 2 3 4 5 6 more
Total Distribution of womenz
1871-75....... 1925 3,773.5 1,000.0 207.2 112.8 124.2 110.0 93.6 75.1 66.4 210.7
1876-80....... 1930 3,531.9 1,000.0 216.8 123.2 132.0 114.0 93.0 72.0 64.5 184.5
1881-85....... 1935 3,321.6 1,000.0 217.4 134.6 142.5 119.3 95.0 72.0 57.9 161.3
1886-90....... 1940 3,136.8 1,000.0 210.4 148.5 153.2 129.7 99.5 68.0 55.4 135.3
1891-95....... 1945 2,932.6 1,000.0 192.7 172.0 177.2 139.3 97.8 61.5 48.3 111.2
1896-1900..... 1950 2,675.9 1,000.0 194.6 200.7 195.2 136.6 87.8 53.5 41.5 90.1
1901-05....... 1955 2,441.4 1,000.0 201.9 227.6 206.2 129.3 80.4 48.6 34.7 71.3
1906-10....... 1960 2,285.8 1,000.0 215.6 225.1 218.7 131.4 77.5 44.6 29.2 57.9
1911-15....... 1965 2,354.3 1,000.0 190.1 208.6 238.1 149.8 85.2 46.3 28.8 53.1
1916-20....... 1970 2,574.0 1,000.0 149.0 179.0 251.7 174.6 102.8 55.8 32.0 55.1
1921-25....... 1975 2,856.9 1,000.0 108.5 152.1 248.7 197.0 123.5 68.0 39.5 62.7
1926-30....... 1980 3,079.2 1,000.0 105.5 113.7 226.5 209.6 143.5 81.9 47.6 71.7
1927-3L....... 1981 3,118.0 1,000.0 104.1 107.4 222.4 212.0 147.5 84.6 49,2 72.8
White
1871-75....... 1925 3,663.6 1,000.0 209.7 112.1 127.9 112.9 95.5 77.2 66.7 198.0
1930 3,444.4 1,000.0 218.2 121.9 136.1 116.9 94.8 74.0 64.2 173.9
1935 3,253.8 1,000.0 217.6 132.2 147.9 122.4 96.0 74.2 57.8 151.9
1940 3,092.9 1,000.0 209.1 144.3 160.3 132.4 100.2 70.3 54.8 128.6
1945 2,890.4 1,000.0 191.7 167.5 184.6 141.4 98.0 64.2 47.8 104.8
1950 2,631.5 1,000.0 193.1 192.1 205.9 141.4 89.0 55.2 41.1 82.2
1955 2,399.0 1,000.0 197.9 219.5 218.3 135.8 82.3 49.4 33.7 63.1
1960 2,248.9 1,000.0 207.9 218.0 233.2 138.8 79.6 44.7 28.0 49.8
1965 2,313.5 1,000.0 177.4 204.9 254.1 158.9 88.0 46.1 27.4 43.2
1970 2,526.7 1,000.0 134.6 175.9 268.7 185.1 106.5 55.3 30.3 43.6
1975 2,793.7 1,000.0 94.2 150.6 264.6 208.8 127.9 67.9 36.9 49.1
1980 2,986.1 1,000.0 94.1 114.1 240.2 222.3 148.8 81.2 44.5 54.8
1981 3,023.6 1,000.0 92.5 108.2 235.8 224.9 153.0 83.9 46.0 55.6
1925 4,770.8 1,000.0 185.7 118.2 93.6 82.0 76.4 56.1 65.3 322.7
1930 4,254.7 1,000.0 207.7 134.0 99.5 87.4 79.9 54.7 64.8 272.0
1935 3,865.0 1,000.0 223.1 151.5 99.8 96.5 85.3 41.5 64.1 238.2
1940 3,451.4 1,000.0 231.9 175.9 105.9 96.6 93.3 52.4 58.0 186.0
1945 3,212.5 1,000.0 222.3 206.7 112.4 114.5 92.6 40.4 48.4 162.7
1950 2,967.7 1,000.0 227.4 255.0 114.1 97.5 74.3 38.8 42.6 150.3
1955 2,706.7 1,000.0 250.4 275.9 117.8 8L.0 62.3 43.0 39.1 130.5
1960 2,529.1 1,000.0 287.5 266.6 114.5 73.2 60.1 43.5 35.6 119.0
1965 2,641.2 1,000.0 296.1 232.4 116.3 78.3 64.1 46.1 38.9 127.8
1970 2,924.2 1,000.0 266.2 202.0 120.9 91.2 72.5 57.8 44,9 144.5
1975 3,315.9 1,000.0 217.7 163.5 131.7 108.2 89.0 68.7 56.4 164.8
1980 3,718.9 1,000.0 187.4 110.8 130.2 121.0 106.4 85.7 69.3 189.2
1981 3,756.1 1,000.0 185.7 102.5 129.1 123.0 109.1 88.1 71.4 191.0

-

1Number)“ of children born alive to each 1,000 women who have completed their reproductive histories (women 50-54 -years
of age).
Zproportional distribution of each 1,000 women in the cohort by the number of children born alive to them.

NOTE: Example of use of table--For every 1,000 women 50-54 years of age in 1981, an average-of 3,118.0 children were
born alive (about 3 children per woman). About 10 percent of the women in this cohort reached 50-54 years of age
having had no children, about 11 percent had 1 child, and about 12 percent had 6 children or more.

SOURCES: National Center for Health Statistics: Fertility Tables for Birth Cohorts by Color, United States, 1917-73
by R. Heuser. DHEW Pub. No. (HRA) 76-1152. Health Resources Administration. Washington. U.S. Government Printing
Office, Apr. 1976; Data computed from Vital Statistics of the United States, 1980, Vol. I. Public Health Service,
DHHS, Hyattsville, Md. To be published.




Table 5. Legal abortion ratios, according to selected patient characteristics: United States, 1973-80

{Data are based on reporting by State health departments and by facilities)

Year
Selected
characteristic
1973 1974 1975 1976 1977 1978 1979 1980
Abortions per 100 live births
Total.eeeinoiiinenennennnnanes 19.6 24.2 27.2 31.2 32.4 34.7 35.8 35.9
Age
Under 15 yearsS....eieicveeecnennenns 74.3 92.4 101.5 111.2 112.1 110.2 121.3 113.7
15-19 yearsS.ieeeeereneeiosessrannes 31.7 39.9 46.4 54.4 57.2 61.8 66.0 65.0
20-28 YEArS.ceeeesranroscscanansnnns 17.9 21.9 25.0 30.1 32.5 35.6 37.3 37.7
25-29 YEArS.ic.ieiiicrontacannrannnn 12.3 15.0 16.6 19.0 19.9 21.6 22.3 23.2
30-38 YyearS.ecsieeraseossceseassnen 16.5 20.5 22.1 23.5 22.8 23.6 23.3 24.1
35-39 YeArS.eveeesrnneesssanannanss 26.7 34.9 37.5 41.1 42.4 43.7 41.5 40.9
40 years and OvVer....c.ceveeeeranens 40.2 53.8 59.9 68.9 74.2 76.6 74.7 76.5
Race
1 17.5 20.7 22.7 25.6 26.6 28.9 30.7 31.5
ATl other..eiiieeeniiiernenennannss 28.9 39.6 46.5 55.1 57.1 58.6 56.8 55.4
Marital status
Married. e reviesnnesnrencnsrcennas 6.2 7.6 8.3 9.0 9.3 11.0 10.7 10.1
Unmarried..coeeieeesrnenccroennanse 109.8 132.6 141.1 159.2 158.5 156.7 157.8 162.7
Number of previous live births1

Detinennnenenceneaseneancccacanansns 23.0 27.4 30.2 35.2 41,1 46.3 48.8 49.6
Y 12.1 15.0 17.3 20.2 19.1 20.8 21.3 21.9
2t esecasatntssareoaseneasenannnnans 19.6 25.6 29.7 33.0 31.2 32.4 32.7 32.8
R 25.8 34.6 39.8 44.6 39.3 35.7 34.3 33.4
4 OF MOTE.eeresesesseasanancssncons 26.4 35.3 41.3 46.7 41.5 31.6 29.1 26.6

1

For 1973-77, data indicate number of living children.

SOURCES: Centers for Disease Control: Abortion Surveillance, 1973-78. Public Health Service, DHHS, Atlanta, Ga., May
1975-Nov. 1980; Abortion Surveillance, 1979-80. Public Health Service, DHHS, Atlanta, Ga. To be published;
Unpublished data.
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Table 6. lLegal abortions, according to selected characteristics: United States, 1973-80

(Data are based on reporting by State health departments and by facilities)

Year
Selected
characteristic

1973 1974 1975 1976 1977 1978 1979 1980

Number of legal abortions reported

Centers for Disease Control.. 615,831 763,476 854,853 988,267 1,079,430 1,157,776 1,251,921 1,297,606
Alan Guttmacher Institute.... 744,600 898,600 1,034,200 1,179,300 1,320,000 1,409,600 1,497,670 1,553,900

Percent distribution
Totaleeeeenreianeannanns 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Period of gestation

Under 9 weeksS..veuvereonannnns 36.1 42.6 44.6 47.0 51.2 52.2 52.1 51.7
9-10 WEEKS.ostvrenroroorennnns 29.4 28.7 28.4 28.0 27.2 26.9 27.0 26.2
11-12 weekS.eeveeenreenennnnns 17.9 15.4 14.9 14.4 13.1 12.3 12.5 12.2
13-15 WeekSuevierenenernnennss 6.9 5.5 5.0 4.5 3.4 4.0 4.2 5.2
16-20 weekS.vvveenrrnennnannns 8.0 6.5 6.1 5.1 4.3 3.7 3.4 3.9
21 weeks and over............. 1.7 1.2 1.0 0.9 0.9 0.9 0.9 0.9
Type of procedure
CUrettage. e eeeeeieineneennnas 88.4 89.7 90.9 92.8 93.8 94.6 95.0 95.5
Intrauterine instillation..... 10.4 7.8 6.2 6.0 5.4 3.9 3.3 3.1
Hysterotomy or hysterectomy... 0.7 0.6 0.4 0.2 0.2 0.1 0.1 0.1
Other...eeeeeerienceansoonnens 0.6 1.9 2.4 0.9 0.7 1.4 1.6 1.3
Location of facility
In State of residence......... 74.8 86.6 89.2 90.0 90.0 89.3 90.0 92.6
Out of State of residence..... 25.2 13.4 10.8 10.0 10.0 10.7 10.0 7.4
Previous induced abortions
0 -—— 86.8 8l.9 79.8 76.8 70.7 68.9 67.6
Lt ittt iieanaroneanansanns -— 11.3 14.9 16.6 18.3 22.1 23.0 23.5
2t etecirtecaite e araas -—- 1.5 2.5 2.7 3.4 5.3 5.9 6.6
3 O MOr€.eesverancneceannenes ——— 0.4 0.7 0.9 1.5 1.8 2.1 2.3

NOTE: For a discussion of the differences in reported legal abortions between the Centers for Disease Control and the
Alan Guttmacher Institute, see Appendix I. Percent distributions exclude cases for which selected characteristic was
unknown and are based on abortions reported to the Centers for Disease Control.

SOURCES: Centers for Disease Control: Abortion Surveillance, 1979-80. Public Health Service, DHHS, Atlanta, Ga. To be
published; Unpublished data; Sullivan, E., Tietze, C., and Dryfoos, J.: Legal abortions in the United States, 1975-
1976. Fam. Plann. Perspect. 9(3):116-129, May-June 1977; The Alan Guttmacher Institute: Personal communication, 1983.




Table 7. Legal abortions, abortion-related deaths and death rates, and relative risk of death, according to
period of gestation: United States, 1975-77 and 197R8-80

(Data are based primarily on reporting by State health departments and by facilities)

Abortion-related

Number of deaths Relats
Year and period 1ega_1 r?isak 1(;/1,8
of gestation arbeor(;tr1toends Rate per deathl
P Number 100,000
abortions
1975-77
Totaleerearesereenercacesanans 2,922,550 57 2.0
Under 9 weekS..oveeeneenaanenacoannn 1,398,252 8 0.6 1.0
9-10 weekKSeevreiaeeerenanacacacaanns 812,549 9 1.1 1.8
11-12 WeekSeeunseooononosrososnanans 410,999 7 1.7 2.8
13-15 WeekKS.urareeneeeeranecanonannn 124,354 9 7.2 12.0
16-20 WEEKS.eeusteenrerasnsnnconennns 148,036 18 12.2 20.3
21 weeks and OVer....ceeveeececnoaens 28,360 6 21.2 35.3
1978-80
111 T 3,707,303 33 0.9
Under 9 weekS..eveeerenusrorocananns 1,927,670 7 0.4 1.0
9-10 WEEKS.veveresreonsnsasosanannas 988,965 8 0.8 2.0
11-12 WeekSuuiertareenorneruooanonns 456,379 5 1.1 2.8
13-15 WeekSesvueeeeonancrnnoncoannas 165,877 1 0.6 1.5
16-20 WeBKS.evriieeeeeararrcnncnanan 135,711 10 7.4 18.5
21 weeks and over....ciiiicieanaann 32,701 2 6.1 15.2

lRe1ative risk is the ratio of the death rate in the specified category to the death rate for the gestation period
under 9 weeks.

SOURCE: Centers for Disease Control: Abortion Surveillance, 1979-80. Public Health Service, DHHS, Atlanta, Ga. To be
published; Unpublished data.




Table 8. Lifetime births expected by currently married women and percent of expected births already born,
according to age and race: United States, selected years 1967-80

(Data are based on reporting of birth expectations by currently married women of the civilian
noninstitutionalized population)

Age
A1l ages
Race and year 18-34 18-19 20-21 22-24 25-29 30-34
years years years years years years
Tota]1 Expected births per currently married woman
1967 ciiiiencncncancens 3.1 2.7 2.9 2.9 3.0 3.3
e 7 2.6 2.3 2.4 2.4 2.6 3.0
1975 iiiiiiiiinieeenes 2.3 2.2 2.2 2.2 2.3 2.6
1979 iiiiiiiitnnnnnns 2.2 2.1 2.2 2.2 2.2 2.3
1980 csieeecininencnnne 2.2 2.1 2.2 2.1 2.2 2.2
White
1967 ciiiiiiiiinnennns, 3.0 2.7 3.0 2.8 3.0 3.2
e 7 2.6 2.3 2.4 2.4 2.6 2.9
1975 ieiinnenaanannnns 2.3 2.2 2.1 2.1 2.2 2.6
1979 icienncnceninnannn 2.2 2.1 2.2 2.1 2.2 2.3
1980, 0 iiicenccccananes 2.2 2.1 2.2 2.1 2.1 2.2
Black
B 3.5 * 2.5 3.0 3.4 4.3
L 7 3.1 * 2.4 2.8 3.1 3.7
1975 iiiineeiiieennnns 2.8 * 2.6 2.5 2.6 3.2
1979 iiiiiiiiinnnnanan 2.5 * 2.5 2.4 2.6 2.6
1980, eeeeneeccecnnnes 2.4 * 2.2 2.1 2.4 2.5
Tota11 Percent of expected births already born
1967 ienieneccnnnnonss 70.2 26.9 33.2 47.8 76.1 92.7
5 2 69.4 25.3 32.5 46.7 74.4 93.7
1975, iieiiiiiieenen 68.8 27.5 30.7 43.9 70.9 93.0
1979 ciiiiiiiiiiiiienn 67.4 30.1 33.4 44,0 65.8 90.2
1980, ueveernnnnnnsnces 67.0 29.5 32.9 44.9 64.7 89.7
White
1967 ivunncnennannnnnns 68.9 24.2 30.1 46.2 75.1 92.9
B 7 68.9 23.7 31.4 45.3 74.1 93.8
1975 s ceeciarenceannes 68.2 24.9 29.4 42.3 70.5 93.2
1979 uiiiiieneciananns 66.9 29.7 32.3 42.8 64.9 90.5
1980, .0 ciiecceninananens 66.3 28.6 31.8 43.5 64.0 90.0
Black
1967, ueiiieeniiiennen 82.8 * 65.7 67.9 87.9 92.3
B 7 74.8 * 43.0 57.5 81.0 93.4
1975 seieiienerencnnen 76.4 * 43.3 61.0 78.2 91.8
1979 viieeciinnnnnenns 74.6 * 46.7 56.3 77.7 89.5
1980 iiiinrncnencnenns 74.7 * 46.1 58.9 73.8 90.9
1

Includes all other races not shown separately.

SOURCE: U.S. Bureau of the Census: Population characteristics. Current Population Reports. Series P-20, Nos. 301,
358, and 375. Washington. U.S. Government Printing Office, Nov. 1976, Dec. 1980, and Oct. 1982.-




Table 9. Death rates for all causes, according to race, sex, and age: United States, selected
years 1950-82

(Data are based on the National Vital Statistics System)

Year
Race, sex, and age
1950 19601 1970 1975 1979 1980 19812 19822
Total3 Number of deaths per 100,000 resident population

A1l ages, age adjusted4... 841.5 760.9 714.3 630.4 577.0 585.8 571.6 556.4

All ages, crude........... 963.8 954.7 945.3 878.5 852.2 878.3 866.4 857.6

Under 1 year.....cveeeeeenasianns 3,299.2 2,696.4 2,142.4 1,603.0 1,332.9 1,288.3 1,190.4  1,143.7
1-4 ¥EarS.e.eeseeereeeeeeanannnn 139.4 109.1 84.5 69.9 64.2 63.9 60.0 55.5
5-14 YEArS...iiiiererrnccannanes 60.1 46.6 41.3 35.2 31.5 30.6 30.6 27.8
15-24 years..cieieeeesensceannnas 128.1 106.3 127.7 117.3 114.8 115.4 106.2 104.7
25-34 YRArS..ueiiececaacacananas 178.7 146.4 157.4 140.6 133.0 135.5 135.4 126.9
35-44 YEArS...iicetteancnnannnan 358.7 299.4 314.5 266.7 229.8 227.9 226.4 207.9
85-54 YRArS...vcieeerocnnnnnnnne 853.9 756.0 730.0 649.9 589.7 534.0 577.4 556.4
55-64 YEArS..reieeconsnansnnannn 1,911.7 1,735.1 1,658.8 1,475.3 1,338.0 1,346.3 1,335.3  1,292.4
65-74 YEArSesusvuosvettnncannnns 4,067.7 3,822.1 3,582.7 3,179.5 2,929.0 2,994.9 2,940.0 2,904.5
75-84 YEAIrS.eeueieeerarnsanaanas 9,331.1 8,745.2 8,004.4 7,034.5 6,496.6 6,692.6 6,431.1 6,350.3
85 years and OVEr..evveeeeaeenns 20,196.9 19,857.5 17,539.4 15,655.0 14,962.4 15,980.3 15,362.4 15,228.6

White male

A1l ages, age adjusted4 ..... 963.1 917.7 893.4 304.3 738.4 745.3 730.8 709.7

A11 ages, crude...ccovvuvane. 1,089.5 1,098.5 1,086.7 1,004.1 963.3 983.3 972.8 957.6
Under 1 year....cceeeeecenneenas 3,400.5 2,694.1 2,113.2  1,551.9 1,276.0 1,230.3 1,193.9 1,129.2
1-4 years..coeeeeeeeneenanoanannn 135.5 104.9 83.6 70.1 64.2 66.] 62.4 55.5
5-14 YEArS...errieeoncnenrcannns 67.2 52.7 48.0 40.9 36.6 35.0 37.9 32.1
15-24 yearsS...eieeeeanecannnennn 152.4 143.7 170.8 163.6 167.0 167.0 152.4° 148.2
25-34 YEArS.erieiieeencantannoans 185.3 163.2 176.6 166.4 166.7 171.3 172.0 156.7
35-44 YEArS..cierirencenccrnnans 380.9 332.6 343.5 295.1 257.5 257.4 260.7 237.7
45-54 yEArS..c.eriiienrronncannns 984.5 932.2 882.9 791.0 711.3 698.9 698.9 671.0
55-64 YEArS..everececenrocacanan 2,304.4 2,225.2 2,202.6 1,940.9 1,734.5 1,728.5 1,695.1 1,648.6
65-74 YEArS..eeiveesocnncaconnns 4,864.9 4,848.4 4,810.1 4,343.0 3,991.5 4,035.7 3,953.1  3,893.2
75-84 YRArS.eeeeereeeonconannnas 10,526.3 10,299.6 10,098.8 9,274.7 8,624.0 8,329.8 8,603.7 8,506.5
85 years and OVEr..evcecennenns. 22,116.3 21,750.0 20,392.6 18,562.2 17,924.0 19,097.3 18,563.7 18,333.3

White female

A1l ages, age adjusted4 ..... 645.0 555.0 501.7 439.0 402.5 411.1 403.7 395.1

ATl ages, crude..ocvvannnne. 803.3 800.9 812.6 775.1 771.8 806.1 302.0 802.3
Under 1 year.iioveeeeeeenaorsnan 2,566.8 2,007.7 1,614.6 1,191.7 936.7 962.5 824.8 906.2
1-4 years...ceeviieceneananennns 112.2 85.2 66.1 56.2 50.4 49.3 48.5 44.3
5-14 YRArS.eevriirereaaeanrnannn 45,1 34.7 29.9 25.5 23.2 22.9 20.7 20.2
15-24 years....eeeeiiananenanns 71.5 54.9 61.6 55.3 55.2 55.5 52.7 52.3
25-34 YEArS...eiiieoeaaeaananann 112.8 85.0 4.1 72.1 64.7 65.4 65.7 62.8
35-44 YRArS..veeresrisasarnesenn 235.8 191.1 193.3 165.3 140.9 138.2 136.4 129.7
45-54 YEaArS..eeierecncenstoonnas 546.4 458.8 462.9 414.0 374.5 372.7 374.8 357.6
55-B4 YeArS.ieeececsnaserrooaones 1,293.8 1,078.9 1,014.9 928.6 362.8 876.2 884.0 860.9
65-74 YearS..ceeiaaranrnornanans 3,242.8 2,779.3 2,470.7 2,142.0 1,997.9 2,066.6 2,048.4  2,029.0
75-84 YEArS..ceeeancrnsocnonanns 8,481.5 7,696.6 6,69¢.7 5,785.4 5,258.6 5,401.7 5,182.1 5,090.1
85 years and OVer.......cevennenn 19,679.5 19,477.7 16,729.5 14,749.7 14,027.9 14,979.6 14,302.2 14,278.0

See footnotes at end of table.
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Table 9. Death rates for all causes, according to race, sex, and age: United States, selected
years 1950-82--Continued

(Data are based on the National Vital Statistics System)

Year
Race, sex, and age
1950* 19601 1970 1975 1979 1980 19812 19822
Black male Number of deaths per 100,000 resident population

A1l ages, age adjusted4 ..... 1,373.1 1,246.1 1,318.6 1,163.0 1,073.3 1,112.8 ---  1,045.5

A1l ages, crude....ceeeeesn. 1,260.3 1,181.7 1,186.6 1,055.4 999.6 1,034.1 --- 974.3
Under 1 year.ceeeeeeeeeennnnsansn 1.412.6 5,306.8 4,298.9 3,197.0 2,666.5 2,586.7 -~ 2,049.5
14 YRarS...eeeerervecnenscennes % dERE 208.5 150.5 115.2 108.1 110.5 — 97.6
5-14 YRArS.vsusssssssessasnsenss 95.1 75.1 67.1 57.1 49.3 47.4 -—- 48.1
15-24 YearS...veerresasernnrones 289.7 212.0 320.6 246.2 197.8 209.1 -—- 197.2
25-34 YRArS...vietctentennanann 503.5 402.5 559.5 484.0 404.4 407.3 -—- 381.0
35-44 YeArS..eerasnassonensosnss 878.1 762.0 956.6 795.4 699.7 689.8 - 611.1
45-54 years...cceeeeeiinoniinanen 1,905.0 1,624.8 1,777.5 1,584.5 1,479.3 1,479.9 --- 1,331.0
55-64 YEArS.eeeereearrtnnnnnnans 3,773.2 3,316.4 3,256.9 2,951.1 2,794.6 2,873.0 --  2,708.9
B5-784 YEArS.eeeeercrcnacnsnnnans 5,310.3 5,798.7 5,803.2 5,378.1 4,916.8 5,131.1 ---  5,159.9
75-84 YRArS..cvvasensnnsnransans 10.101.9 8,605.1 9,454.9 8,034.7 8,165.5 9,231.6 ---  8,620.4
85 years and over.......oee0nnen i ’ * 14,844.8 14,415.4 14,345.7 14,465.4 16,098.8 --- 15,732.1

Black female

A1l ages, age adjusted4 ..... 1,106.7 916.9 814.4 670.6 605.0 631.1 —— 570.9

ATl ages, Crude.eeeeeeneeces 1,002.0 905.0 829.2 726.1 695.3 733.3 - 680.3
Under 1 year.iceeeeceeesscanccasns 1.139.3 4,162.2 3,368.8 2,679.6 2,208.2 2,123.7 ---  1,582.5
1k YEAIS.nenvomimomearens § 1,1%. 173.3 129.4 97.0 91.9 84.4 - 65.7
5-14 YeaArS.ceeassereccssscsanaen 72.8 53.8 43.8 34.3 30.8 30.5 -— 25.6
15-24 ¥EArS.ceeeerescesssoncnons 213.1 107.5 111.9 87.0 71.8 70.5 —— 62.0
25-34 YEArS.cicsersescssrsrscans 393.3 273.2 231.0 167.6 146.0 150.0 - 142.2
35-44 YEArS..eeeeercncernnencenn 758.1 568.5 533.0 390.8 321.2 323.9 -—- 287.3
845-54 YEArS..vesssoccecrcannannn 1,576.4 1,177.0 1,043.9 843.5 759.2 768.2 -—— 705.1
55-64 YRArS.ececeecrencescssacns 3,089.4 2,510.9 1,986.2 1,673.4 1,502.7 1,561.0 --= 1,449.2
65-74 YEArS..vecaeeesenossensess 4,000.2 4,064.2 3,860.9 3,341.2 2,914.6 3,057.4 -—— 2,796.7
75-80 YRArS.ieeeesnocoatncennnns 8.347.0 6,730.0 6,691.5 5,387.5 5,594.4 6,212.1 --~ 5,578.6
85 years and over......coeeeenens i ’ - 13,052.6 12,131.7 11,265.5 10,982.7 12,367.2 --- 11,660.9

lIncludes deaths of nonresidents of the United States.

3Provisi0na1 data.

4Inc]udes all races and both sexes.

Age adjusted by the direct method to the total population of the United States as enumerated in 1940, using 11 age
groups.

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. II, 1950-80. Public Health
Service. Washington. U.S. Government Printing Office; Annual summary of births, deaths, marriages, and divorces, United
States, 1982. Monthly Vital Statistics Report. Vol. 31-No. 13. DHHS Pub. No. (PHS) 83-1120. Public Health Service.
Hyattsville, Md., Sept. 27, 1983; Data computed by the Division of Analysis from data compiled by the Division of Vital
Statistics; U.S. Bureau of the Census: Population estimates and projections. Current Population Reports. Series P-25,
No. 310. Washington. U.S. Government Printing Office, June 1965; 1950 Nonwhite Population by Race, Special report P-E No.
3B. Washington. U.S. Government Printing Office, 1951; General population characteristics, United States summary, 1960
and 1970. U.S. Census of Population. Final reports PC(1)-1B and PC(1)~Bl. Washington. U.S. Government Printing Office,
1961 and 1972.




Table 10. Life expectancy at birth and at 65 years of age, according to race and sex: United States, selected
years 1900-1982

(Data are based on the National Vital Statistics System)

Total White Black
Specified age
and year Both Both Both
sexes Male Female sexes Male Female sexes Male Female
At birth Remaining 1ife expectancy in years
19002°%.......... 47.3 46.3 48.3 47.6 46.6 48.7 33.0 32.5 33.5
19505 0euuneens .. 68.2 65.6 71.1 69.1 66.5 72.2 60.7 58.9 62.7
1960 0eeennnnnn. 69.7 66.6 73.1 70.6 67.4 74.1 63.2 60.7 65.9
1970, ceeiennnnns. 70.9 67.1 74.8 71.7 68.0 75.6 64.1 60.0 68.3
1971cciviennnnnn. 71.1 67.4 75.0 72.0 68.3 75.8 64.6 60.5 68.9
1972, ceiiennnanss 71.2 67.4 75.1 72.0 68.3 75.9 64.7 60.4 69.1
19730 ceeennnnnnns 71.4 67.6 75.3 72.2 68.5 76.1 65.0 60.9 69.3
19780 ceeinininnns 72.0 68.2 75.9 72.8 69.0 76.7 66.0 61.7 70.3
1975, ceeeennnnnns 72.6 68.8 76.6 73.4 69.5 77.3 66.8 62.4 71.3
1976veecnencennn. 72.9 69.1 76.8 73.6 69.9 77.5 67.2 62.9 71.6
1977 0eenennnn. .. 73.3 69.5 77.2 74.0 70.2 77.9 67.7 63.4 72.0
1978 0eeinnnn.. .. 73.5 69.6 77.3 74.1 70.4 78.0 68.1 63.7 72.4
1979 0 eeeiennnnns 73.9 70.0 77.8 74.6 70.8 78.4 68.5 64.0 72.9
1980, .0 cenennnenn 73.7 70.0 77.5 74.4 70.7 78.1 68.0 63.7 72.3
19813...cununnen. 74.1 70.3 77.9 74.7 71.0 78.5 - - -
19823............ 74.5 70.8 78.2 75.1 71.4 78.7 69.3 64.8 73.8
At 65 years

1900-1902122. .. .. 11.9 11.5 12.2 - 11.5 12.2 --- 10.4 11.4
19502.. . .uuunn... 13.9 12.8 15.0 - 12.8 15.1 13.9 12.9 14.9
19602, e eenennnn. 14.3 12.8 15.8 14.4 12.9 15.9 13.9 12.7 15.1
19700 eeenenennnn 15.2 13.1 17.0 15.2 13.1 17.1 14.2 12.5 15.7
1971 enenvnennnns 15.2 13.2 17.1 15.3 13.2 17.2 14.3 12.7 15.8
197200 eeinnennnn. 15.2 13.1 17.1 15.2 13.1 17.2 14.2 12.4 15.8
1973...... ceveeee 15.3 13.2 17.2 15.4 13.2 17.3 14.1 12.5 15.7
1978 e eeeeenanns. 15.6 13.4 17.5 15.7 13.5 17.7 14.5 12.7 16.2
1975........ ceven 16.1 13.8 18.1 16.1 13.8 18.2 15.0 13.1 16.7
1976.ceevevnnnenn. 16.1 13.8 18.1 16.2 13.8 18.2 15.0 13.1 16.7
1977 ceennninnnnss 16.4 14.0 18.4 16.5 14.0 18.5 15.2 13.3 16.9
1978 vnverncennns 16.4 14.1 18.4 16.5 14.1 18.5 15.3 13.3 17.1
1979 viveennnnn. 16.7 14.3 18.7 16.8 14.4 18.8 15.5 13.5 17.3
1980, 0cinnennnss 16.4 14.1 18.3 16.5 14.2 18.5 14.8 12.9 16.5
19813............ 16.7 14.3 18.7 16.8 14.4 18.8 ——- _— —
19823, .eu...... 16.8 14.4 18.8 16.8 14.5 18.8 15.4 13.1 17.4

1Death registration area only. The death registration area increased from 10 States and the District of Columbia in 1900
to the coterminous United States in 1933.

ZIncludes deaths of nonresidents of the United States.

Provisional data.

SOURCES: National Center for Health Statistics: Vital Statistics Rates in the United States, 1940-1960, by R. D. Grove
and A. M, Hetzel. DHEW Pub. No. (PHS) 1677. PubTic Health Service. Washington. U.5. Government Printing Office, 1968;
Vital Statistics of the United States, 1970, Vol. II, Part A. DHEW Pub. No. (HRA) 75-1101. Health Resources
Administration. Washington. U.S. Government Printing Office, 1974; Annual summary of births, deaths, marriages, and
divorces, lnited States, 1982. Monthly Vital Statistics Report. Vol. 31-No. 13. DHHS Pub. No. (PHS) 83-1120. Public
Health Service. Hyattsville, Md., Sept. 27, 1983; UnpubTished data from the Division of Vital Statistics; Data computed
by the Office of Research and Methodology from data compiled by the Division of Vital Statistics.
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Table 11. Infant mortality rates, fetal death rates, and perinatal mortality rates, according to race: United States,
selected years 1950-82

(Data are based on the National Vital Statistics System)

Infant mortality rate1

N tal Fetal Late fetal Perinatal
Race and year eonata death death mortality
Total Post- ratel rate rate
Under Under neonatal
28 days 7 days
Total Number of deaths per 1,000 live births
19502, oevvnnennns 29.2 20.5 17.8 8.7 18.4 14.9 32.5
19605 ............... 26.0 18.7 16.7 7.3 15.8 12.1 28.6
19657 i ieernnnennnn 24.7 17.7 15.9 7.0 15.9 11.9 27.6
1970..0eeenennnnnnnn 20.0 15.1 13.6 4.9 14.0 9.5 23.0
1975 i cieeecnnennn. 16.1 11.6 10.0 4.5 10.6 7.8 17.7
1976.cceeeeennn.... 15.2 10.9 9.3 4.3 10.3 7.5 16.7
1977 eeeiiiennnannn 14.1 9.9 8.4 4.2 9.8 7.1 15.4
1978.ccevviiannnnn.. 13.8 9.5 8.0 4.3 9.6 6.6 14.6
1979, eeevenennn... 13.1 8.9 7.5 4.2 9.3 6.4 13.8
1980, ceeeeenanennns 12.6 8.5 7.1 4.1 9.0 5.8 12.8
19816, .............. 11.7 7.8 ——- 3.9 - - ---
19826............... 1.2 7.6 - 3.6 ——— —— -—-
White
19507, cvnnnnnnnnn 26.8 19.4 17.1 7.4 16.6 13.3 30.1
19605 ............... 22.9 17.2 15.6 5.7 13.9 10.8 26.2
19657 ciiiiineninnas 21.5 16.1 14.6 5.4 13.7 10.5 25.0
1970, i ieeennnnnnen 17.8 13.8 12.5 4.0 12.3 8.6 21.1
1975 e eieennnnnns 14.2 10.4 9.0 3.8 9.4 7.1 16.0
1976 cerinnnnnnnnns 13.3 9.7 8.2 3.6 9.3 6.9 15.1
1977 ceiiiiiiennnnnns 12.3 8.7 7.4 3.6 8.7 6.5 13.9
1978 cieieneeenanns 12.0 8.4 7.0 3.6 8.4 6.0 13.0
1979 ciiiieiieannnns 11.4 7.9 6.6 3.5 8.3 5.9 12.5
%98?6 ............... 11.0 7.5 6.2 3.5 8.0 5.3 11.5
9810, . iiiinnnnnns -—- -—- -—- --- ——- --- -—-
19826, .. i, -—- -—- - -—- - ——- -—-
Black
1950? ............... 43.9 27.8 23.0 16.1 32.1 —— ——
19605 ............... 44.3 27.8 23.7 16.5 -— -— _—
19657 i eeenecennnns 41.7 26.5 23.1 15.2 -—— -—- -—
1970, cieeenanacnes 32.6 22.8 20.3 9.9 23.2 - -—
1975, iiiiinecnnnans 26.2 18.3 15.7 7.9 16.8 11.4 26.9
1976 ceercncncnnnnns 25.5 17.9 15.3 7.6 16.0 10.7 25.8
1977 ceeviiivennnanes 23.6 16.1 13.5 7.6 15.6 10.1 23.5
1978 cierinneccennns 23.1 15.5 13.2 7.6 15.6 9.7 22.7
1979 ceerieineennnes 21.8 14.3 12.1 7.5 14.8 9.0 21.1
1980é ............... 21.4 14.1 11.9 7.3 14.3 8.1 19.9
19819, ... iiiaiines --- -—- -—- -—- - - -
19820, ... iuinennnnn. -—- -—- --- - - - -
1

Infant mortality rate is the number of deaths of infants under 1 year of age per 1,000 live births. Neonatal deaths
are deaths within 28 days of birth; postneonatal deaths are deaths that occur from 28 days to 365 days after birth.
Deaths within 7 days are considered early neonatal deaths.

2Fetal deaths are deaths of fetuses of 20 weeks or more gestation. The rate is the number of fetal deaths per 1,000
live births and fetal deaths.

3Late fetal deaths are fetal deaths of 28 weeks or more gestation. The rate is the number of late fetal deaths per
1,000 live births and late fetal deaths.
4perinatal deaths are Tate fetal deaths plus infant deaths within 7 days of birth. The rate is the number of
gerinata] deaths per 1,000 Tive births and Tate fetal deaths.

Includes births and infant and late fetal deaths occurring to nonresidents of the United States.
6provisional data.

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. II, 1950-80. Public
Health Service. Washington. U.S. Government Printing Office; Annual summary of births, deaths, marriages, and
divorces, United States, 1982. Monthly Vital Statistics Report. Vol. 31-No. 13. DHHS Pub. No. (PHS) 83-1120. Public
Health Service. Hyattsville, Md., Sept. 27, 1983; Data computed by the Division of Analysis from data compiled by
the Division of Vital Statistics.




Table 12. Infant mortality rates, according to race, geographic division, and State: United States, average annual

1968-70, 1973-75, and 1978-80

(Data are based on the National Vital Statistics System)

1

Geographic 1968-70 1973-75 1978-80
division and
State Total?  White  Black Total?  White  Black Total?  White Black
Infant deaths per 1,000 Tive births
United States.......... 20.9 18.4 34.5 16.8 14.9 27.0 13.1 11.5 22.1
New England...cveevennnes 18.8 18.1 34.4 14.7 14.1 25.9 11.0 10.5 19.9
MainE.eeeeenoeooeesonannneunsns 20.9 20.9 *27.6 15.2 15.3 *5.8 9.8 9.9 *3.9
New Hampshire...eeeeenenncoas 19.1 19.1 *26.3 14.6 14.6 *28.7 10.3 10.3 *11.3
Vermont..eeeeeesseoenconnnnee 19.1 19.1 *14.3 14.5 14.6 * 10.9 10.9 *28.2
Massachusetts..oceieenenenene 18.3 17.7 33.1 14.2 13.7 24.3 10.8 10.4 17.7
Rhode IsTand...eeeeevesecnncss 20.3 19.6 *37.7 15.8 15.3 *26.1 12.9 11.9 *29.2
Connecticut...ieveceveennnnns 18.3 16.8 32:1 15.2 13.7 27.8 11.6 10.3 21.3
Middle Atlantic.......... 20.6 18.0 34.9 16.5 14.5 26.5 13.3 11.5 21.6
New YOrKeeeeeeosnssaoeanaanas 20.5 17.8 33.9 16.4 14.3 25.7 13.4 11.5 20.9
New JersSey.eceeseeenssoccecans 20.3 17.2 35.2 15.9 13.5 26.4 12.8 10.4 22.4
Pennsylvania..ceceivenennnnes 21.0 18.8 37.1 16.8 15.2 28.7 13.4 12.1 22.5
East North Central....... 20.6 18.5 34.0 17.2 15.1 29.2 13.4 11.5 24.1
Ohi0ceesiacencocansunonannane 19.4 17.9 31.0 16.4 15.0 26.7 13.0 11.6 21.7
Indiand..ceeeccecccancesonnes 20.6 19.4 33.3 16.5 15.2 27.8 12.7 11.5 23.0
I1719N09Seeeveccascenraansssns 22.4 19.2 36.7 19.3 16.1 31.8 15.2 12.2 26.6
Michigan....eceeeeeeranneeces 20.8 18.7 33.3 17.3 14.9 29.1 13.3 11.3 23.9
WisSCONSiNeeeeeeceesoacannnees 17.9 17.1 31.9 14.0 13.6 21.8 10.7 10.3 17.6
West North Central....... 18.9 17.8 34.4 15.6 14.7 27.0 12.0 11.1 23.5
Minnesota.eeeeesveeccensennen 17.6 17.4 *28.5 14.4 14.1 *24.7 10.9 10.5 *23.3
o 18.9 18.6 *38.0 14.5 14.3 *25.8 11.7 11.3 *24.1
MiSSOUTTareeeevncersnsesceans 20.7 18.2 35.0 17.0 15.1 27.9 13.6 11.8 24.3
North Dakota..eseecrsncneenen 16.0 15.9 *4.4 16.1 15.5 *10.3 12.5 12.1 *13.3
South Dakota..eceseenernvenes 19.8 18.1 *36.8 18.1 16.1 *39,2 11.8 10.2 *14.6
Nebraskade.eeeeoenceceasenenes 18.2 17.1 *36.7 15.1 14.4 *29.0 12.0 11.3 *25.5
KaNSaS.eeeeeeracesosannsnncns 18.4 17.5 32.5 15.1 14.6 23.6 11.3 10.6 20.6
South Atlantic......c..... 23.1 18.7 34.8 18.6 15.5 26.8 15.0 12.0 22.5
Delawaree.eessssscesocscnsnen 20.8 16.8 36.6 15.8 13.7 23.4 14,7 10.9 27.1
Maryland....c.ceveeeeeneeenennn 20.1 16.8 31.9 16.0 14.1 22.2 14.4 11.7 21.5
District of Columbia.eeeav..n 28.3 22.1 29.6 27.0 *22.8 27.9 24.8 *12.2 27.5
Virginiad..eeereneeraeeecncnes 21.8 18.2 35.0 17.5 15.1 26.7 14.0 12.0 20.9
West Virginia.....ceeeenann.. 23.1 22.6 *38.0 18.8 18.4 *29.7 13.6 13.3 *22.2
North Carolind..eeeccescscsse 25.1 20.0 38.0 19.8 16.4 28.3 15.4 12.1 23.0
South Carolind..ceeceesceaane 24.6 19.1 34.1 21.1 16.6 28.3 17.1 12.2 24.5
GEOrgiad.ceeeeecenrosansacannas 23.3 18.0 35.0 18.5 14.9 25.5 15.0 11.4 21.5
Fl1orida.eceecescancosssancans 22.7 18.6 35.5 18.0 14.7 28.1 14.5 12.0 22.0
East South Central....... 24.7 19.9 37.9 19.5 16.0 29.1 14.6 11.8 22.3
Kentucky.eeoeearneneveecaanns 20.8 20.0 28.8 16.4 15.9 22.4 12.4 11.6 20.6
TEeNNESSEe . verrereerescscaans 22.1 19.1 33.4 17.9 15.7 26.4 14.0 12.1 20.5
A1abamMa.eeeecoensensoscnesans 25.7 20.1 37.3 20.7 16.3 29.2 15.2 11.7 21.7
MiSSTSSTPPTeeseranccnenenans 31.9 21.1 43.4 23.8 16.1 32.4 17.7 11.5 24.5

See footnotes at end of table.
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Table 12. Infant mortality rates, according to race, geographic division, and State: United States, average annual
1968-70, 1973-75, and 1978-80--Continued

(Data are based on the National Vital Statistics System)

1
ceographic 1968-70 1973-75 1978-80
division and
State Total?  White  Black Total?  White  Black Total?  White Black
Infant deaths per 1,000 live births

West South Central....... 22.2 19.3 34.3 18.0 16.1 26.1 13.7 1.9 21.3
APKENSAS - e v neeeseneannnennns 21.9 18.3 32.7 18.3 15.7 26.2 14.1 12.0  20.7
LOUTSTaNA, vnes v 24.8 18.7 34.9 19.2 15.5 25.1 15.7 1.7 22.1
OK1ahOMa. +nm v v v vmmevnnnns 20.6 19.8 31.7 16.6 16.2 26.0 13.1 12.4  20.6
TOXAS e e e v v 21.7 19.5 34.5 17.8 16.3 26.9 13.1 1.8 20.9
MOUMEA N e v s eveeenneannns 20.2 19.0 33.1 15.6 15.0 25.2 11.7 1.3 19.5
MONEAN A+ e eeseeereeenenneens 20.7 20.0 *26.9 17.1 16.9 *30.9 11.6 10.9 *.
TAAN0M « v nmesvvnvvneiins 18.1 17.9 *25.9 15.1 15.0 *32.5 10.8 10.9  *16.7
WYOMING . e vmsvvsnesnnnenns 22.8 21.8 *64.2 17.2 17.5 *3.4 11.9 11.8  *25.7
CoT0rado. v vmmerrrinevnnns 20.3 19.9 *29.7 15.5 15.2 22.3 10.6 10.4  17.4
New MEXiCO. v vmmrrserrvnnnns 22.9 21.0 %35.3 18.4 17.5 %37.3 13.2 12.5  *20.7
APTZONGn s e snss e 20.6 18.2 *33.0 15.0 13.8 *22.9 13.0 12,2 20.5
LR nevnesvnena, 16.1 15.6 *35.9 12.7 12.3 *27.9 10.8 10.8  *22.5
NEVada. s onssssonis 23.0 22.0 *36.3 18.9 18.0 *28.0 11.9 1.0 *21.2
PACTTICA s nvneennernnneans 18.3 17.6 28.3 14.2 13.7 22.1 11.5 1.1 18.3
WASHINGEON. - neeneeeeennenn 19.1 18.4 32.8 15.8 15.3 25.4 11.9 1.8 16.6
OFEGON .+ v e v e, 17.7 17.5 *29.1 15.0 12.9 *25.5 11.9 1.9 *15.0
California, . e vmmrsnnnn, 18.1 17.5 28.1 13.9 13.3 22.0 11.3 10.9  18.5
A1ASKAun v v, 21.0 17.0 *26.7 17.3 15.1 *26.5 14.2 12.0  *17.4
HAWa T vnevrnnsrmnmrnnnrinnes 18.6 18.2 *21.6 14.0 13.7 ¥12.8 10.5 10.7  *12.4

1Inc]udes births and infant deaths occurring to nonresidents of the United States.

Includes all other races not shown separately.

SOURCE: National Center for Health Statistics: Data computed by the Division of Analysis from data compiled by the
Division of Vital Statistics.
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Table 13. Infant mortality rates and average annual percent change: Selected countries, 1975 and 1980

(Data are based on National Vital Statistics Systems)

Infant mortality Average

rate annual

Country percent
change

1975 19801 1975-80

Infant deaths per
1,000 Tive births

SWBAN. e ts et eretitesetsctsnnastocancassssonsaanes 8.6 6.7 -4.9
Y 0 - 10.0 7.4 -5.8
FinTande.ceeeeseecosteeroncensansensecsascansnsannne 9.6 7.7 -5.4
SWitzerland. . eesieiieieiaeiniicncacencesanvascennn 10.7 8.5 -5.6
Netherlands. e eueiiierenneeesiteecneececaeranenannn 10.6 8.6 -4.1
1311411 o R 10.3 8.8 -3.9
O WY e e tetterennaeenoresnnscssoseccccssncnnnsnccnn 11.1 8.8 -5.6
FraNCe. s itiesneesnrenscsosssannsscsncnssnacsannaanes 13.8 9.9 -6.4
AUSEraTideeeeesesesesasesensnasssssosoasancanansncann 14.3 11.0 -5.1
SPBIN et s eeeeeeennsonsnosncsnncsssssasssnnssasncoannn 18.9 11.1 -10.1
BelgiUme e serinseeenecneesoensssssosacsoanrancaannns 16.1 11.2 -8.7
SINGAPOTE. e e vv et eieennessatacsssscasccassssnconnns 13.9 11.7 -3.4
CaANAdas e s s eeeroanasnosssssansssessancascansnnasasnnn 14.3 11.9 -5.9
England and WaleS...vevenraenneoreneeerrernesesonans 15.7 11.9 -5.4
German Democratic RepubliC..vevereeccvnnnrcrsccnnenn 15.9 12.1 -5.3
United StateS.eieereeneriinneniineieniennnenoncennan 16.1 12.6 -4.8
New Zealand....ueciereneennscseosssscanonncancanannn 16.0 12.6 -5.8
German Federal RepubliC..eiescecrecienrronanenesannn 19.8 13.5 -9.1
AUSEr 1@, ieeeanennecseacocasnsescasssccssosesansanennn 20.5 14.1 -7.2
IST8B e iteeiianananrecsseassssansscccsncaronncannnes 23.0 14.1 -9.3
TEaTY e eeenncunasnesansenarsasasoscascsasasnosannan 21l.2 14.3 -7.6
JaMATCAe e e eeonansssossosssssssesssssssnssnsscssassns 23.2 16.2 -11.3
CzechosTovaKia, e e seceesrascneeceoasanransscennnnns 20.8 16.6 -4.4
64T o 24.0 18.7 -6.0
CUDAsseseeeeasnssososscnnnsnasncsososnnssasoseaannun 27.3 19.1 -8.5
1

Data for Canada and Jamaica refer to 1978. Data for Finland, Switzerland, Denmark, Norway, Belgium, New Zealand,
Federal Republic of Germany, Greece, and Cuba refer to 1979. Data for all other countries refer to 1980; of these,
the U.S. figure is final and all others are provisional.

NOTE: Countries are ranked from the lowest to highest infant mortality rate based on the latest data available.

SOURCE: United Nations: Demographic Yearbook 1980. Pub. No. ST/ESA/STAT/SER.R/10. New York. United Nations, 1980.
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Table 14. Life expectancy at birth, according to sex: Selected countries, selected periods

(Data are based on reporting by countries)

Male Female
Country Life Life Country Life Life
Period expectancy Period expectancy Period expectancy Period expectancy
in years in years in years in years

B 4 N 1974 71.2 1979 73.5 Netherlands................... 1973 77.2 1979 78.9
SWEEN. v e veetesasnncrnssnnesnas 1970-74 72.1 1979 72.5 YT o 1 T 1974 76.3 1979 78.9
Netherlands...ovveeveennenennnses 1973 71.2 1979 72.4 NOPWAY s e vovereerinsroannsonnns 1972-73 77.6 1978-79 78.7
NOTWAY e e evseeenrannssesnesnsnsos 1972-73 71.3 1978-79 72.3 SWedeN. . vevrivenreeinenonnanns 1970-74 77.5 1979 78.7
Israel e iiiieeiianerrrennnsvons 1974 70.1 1978 71.5 FranCe...veeersnsessnssnonnran 1972 76.4 1977-79 78.0
DeNMArK.s e eserusenensssonenannons 1972-73 70.8 1978-79 71.3 Australiads.eeeeeeeennencoanaans 1965-67 74.2 1979 77.8
GrEeCE. .t vvernerierraseennennnnns 1960-62 67.5 1975-80 70.8 United States.......oovvvinns 1974 75.9 1979 77.6
AUSEralid.ceeesssansraroonnnncans 1965-67 67.6 1979 70.8 Canada..eevesensssernanssnnnan 1970-72 76.4 1975-77 77.5
1Yo 1 1 e 1970 69.7 1975 70.4 DENMArK. eoversnnsosonsssnnnons 1972-73 76.3 1978-79 77.4
Switzerland...vovviinirevennnnens 1968-73 70.3 1968-73 70.3 Findand....oovevennneronnanenns 1972 74.9 1979 77.2
00 - P 1970 68.5 1975-80 70.2 England and Wales....covvvennn 1970-72 75.1 1976-78 76.2
[0 11T U - PN 1970-72 69.3 1975-77 70.2 R 1 B 1 1970 75.0 1975 76.2
England and Wales...cvvvevnnannnn 1970-72 68.9 1976-78 70.0 Switzerland....oovieeinonnnnnns 1968-73 76.2 1968-73 76.2
FraNCE. s eeeseunoesosasanasnanees 1972 68.6 1977-79 69.9 AUSEria.eeeerinensenennennnnns 1974 74.7 1979 76.1
United States.....ocvuiiininnnnens 1974 68.2 1979 69.9 |- 1970-72 74.9 1974-77 75.9
Ireland...coieeiiinneninnrnnnvnes 1965-67 68.6 1975-80 69.8 German Federal Republic....... 1971-73 74.1 1976-78 75.6
g 1970-72 69.9 1974-77 69.7 New Zealand.....ovevveinennnns 1970-72 74.6 1975-77 75.5
BUTgaria.seseeeeeerenenennseonnns 1969-71 68.6 1975-80 69.3 Belgium, oo iieeneisieiennnaenss 1968-72 74.2 1972-76 75.1
New Zealand...oveesnsersncnnnnsss 1970-72 68.6 1975-77 69.0 Poland.eeeeeeeinnnnsrenonsenns 1970-72 73.8 1975-76 75.0
German Federal Republic.......... 1971-73 67.6 1976-78 69.0 61 00T Tof - Y 1960-62 70.7 1975-80 75.0
Finland....iiiiiieninnnnnnseennnes 1972 66.6 1979 68.9 | 63 47 L1 IS 1974 73.3 1978 75.0
AUSEria. e eereencererencenenns 1974 67.4 1979 68.9 Bulgariaesesesesescneeonnaanns 1969-71 73.9 1975-80 74.9
German Democratic Republic....... 1969-70 68.9 1978 68.8 Ireland.eeeeiniiiiinienennnns 1965-67 72.9 1975-80 74.8
Belgiumeee e eeriiveiernioenanennns 1968-72 67.8 1972-76 68.6 German Democratic Republic.... 1969-70 74.2 1978 74.7
ATbANTa. ceveeenrorrsenseanennanna 1965-66 65.9 1975-80 68.0 CzechosTovakia.eeseereneearnns 1973 73.5 1978 74.1

NOTE: Countries are ranked from the highest to lowest 1ife expectancy based on the latest available data.

SOURCES: United Nations: Demographic Yearbook, 1975 and 1980. Pub. Nos. ST/ESA/STAT/SER.R/4 and ST/ESA/STAT/SER.R/10. New York. United Nations, 1976
snd 1980.




Table 15. Age-adjusted death rates for selected causes of death, according to race and sex: United States,
selected years 1950-82

(Data are based on the National Vital Statistics System)

Year
Race, sex, and cause of death
10501 19601 1970 1975 1979 1980 19812 19822
Tota13 Deaths per 100,000 resident population
ATl CAUSES.cvevnnvarovnscscanarnns 841.5 760.9 714.3 630.4 577.0 585.8 571.6 556.4
Diseases of heart...vviereiviocrennnenens 307.6 286.2 253.6 217.8 199.5 202.0 196.3 190.8
Cerebrovascular diseases...c.eeesncracees 88.8 79.7 66.3 53.7 41.6 40.8 38.3 36.1
Malignant neoplasms....veeeeeeeenrnrenes 125.4 125.8 129.9 129.4 130.8 132.8 131.6 133.3
Respiratory system....eevvnvenenenn.. 12.8 19.2 28.4 32.1 35.2 36.4 37.0 37.7
Digestive system...ccviinirrinrennenn. 47.7 41.1 35.2 33.2 33.1 33.0 32.2 32.1
Breastd. .. ittt 22.2 22.3 23.1 22.6 22.3 22.7 -—- -
Pneumonia and influenza......eeeeveeann. 26.2 28.0 22.1 16.4 11.2 12.9 12.8 11.3
Chronic liver disease and cirrhosis..... 8.5 10.5 14.7 13.7 12.0 12.2 11.5 10.4
Diagbetes mellitUuS.erereeerrecsenrensones 14.3 13.6 14.1 11.4 9.8 10.1 9.9 9.2
Accidents and adverse effecfs........... 57.5 49.9 53.7 44.2 42.9 42.3 40.2 37.1
Motor vehicle accidents.....c.cvvvunn. 23.3 22.5 27.4 21.0 23.2 22.9 21.9 19.5
SUTCTAR. e eevtnnvcnnessacacnansronssasana 11.0 10.6 11.8 12.5 11.7 11.4 11.3 11.5
Homicide and legal intervention......... 5.4 5.2 9.1 10.4 10.2 10.8 10.3 9.7
White male
ATl CaAUSES.urienererscaornsnsasnassen 963.1 917.7 893.4 804.3 738.4 745.3 730.8 709.7
Diseases of hearteeeceerievrrienesonecnens 381.1 375.4 347.6 305.1 276.8 277.5 - _——
Cerebrovascular diSeasesS.ceucesecvescens 87.0 80.3 68.8 56.7 42.9 41.9 - —
Malignant neoplasmS...veeeceeeennecacnnn 130.9 141.6 154.3 155.8 158.7 160.5 -— —
Respiratory system....ceeeveenneenanans 21.6 34.6 49.9 54.1 57.0 58.0 - —
Digestive system....ccovieeieiinannnn.. 54.0 47.5 41.9 39.8 40.0 39.8 -—- ~—
Pneumonia and influenza.ceceeeeieeenenes 27.1 31.0 26.0 20.8 14.4 16.2 - ——
Chronic Tiver disease and cirrhosis..... 11.6 14.4 18.8 17.8 15.6 15.7 -— -—
Diabetes mellitUS.eeeeeenranennencennnns 11.3 11.6 12.7 10.6 9.3 9.5 -— -—
Accidents and adverse effects........... 80.9 70.5 76.2 64.1 63.3 62.3 - —_—
Motor vehicle accidents............... 35.9 34.0 40.1 31.4 35.5 34.8 -— _—
SUTCTAR. v v eeenesneanenenesocesasanssnns 18.1 17.5 18.2 19.6 18.6 18.9 -— —
Homicide and legal intervention......... 3.9 3.9 7.3 9.3 9.9 10.9 - -—
White female
A1l CAUSES.eeeeissnnrvonsecssnasnnns 645.0 555.0 501.7 439.0 402.5 411.1 403.7 395.1
Diseases Of heart...ceveeeicercnoansanss 223.6 197.1 167.8 141.9 131.3 134.6 _— ———
Cerebrovascular diSeaseS.eveseceasarnsess 79.7 68.7 56.2 46.1 35.9 35.2 -— ——
Malignant neoplasms......coeeeenunnaneen 119.4 109.5 107.6 105.6 105.7 107.7 — o
Respiratory system....oeieriinvnnieens 4.6 5.1 10.1 13.7 17.0 18.2 - -
Digestive system.eseveiieieriiennnnens 41.1 33.9 28.1 26.1 25.5 25.4 -—- -—-
Breastd. .. .eeeeenerenereneennrnnrnaann 22.5 22.4 23.4 22.8 22.4 22.8 — ——
Pneumonia and influenza......ceceeeennne 18.9 19.0 15.0 11.5 7.8 9.4 ——— ——-
Chronic liver disease and cirrhosis..... 5.8 6.6 8.7 7.9 7.0 7.0 - -
Diabetes meTlitusS.cvveeieeenerareannnnnsn 16.4 13.7 12.8 10.0 8.3 8.7 -— -
Accidents and adverse effects........... 30.6 25.5 27.2 22.1 21.6 21.4 —— ——
Motor vehicle accidents......vevevenns 10.6 11.1 14.4 10.8 12.3 12.3 - -—-
SUTCTAR . v eieeeesenrvenansonasssonoacnns 5.3 5.3 7.2 7.3 6.3 5.7 -— -
Homicide and Tegal intervention......... 1.4 1.5 2.2 2.9 2.9 3.2 - -

See footnotes at end of table.
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Table 15. Age-adjusted death rates for selected causes of death, according to race and sex: United States,
selected years 1950-82--Continued

(Data are based on the National Vital Statistics System)

Year
Race, sex, and cause of death
19500 1960} 1970 1975 1979 1980 19812 19822
‘ Black male Deaths per 100,000 resident population
A1l CAUSES.reeenicererennennnnsanena 1,373.1  1,246.1 1,318.6 1,163.0 1,073.3 1,112.8 --- 1,045.5
Diseases of heart..eeeeeeaninneennnnnnns 415.5 381.2 375.9 325.6 314.1 327.3 -—-- -—-
Cerebrovascular diseaseS..eveeoeraansans 146.2 141.2 124.2 95.0 77.9 77.5 — ——-
Malignant neoplasms.....covvevvniiennnns 126.1 158.5 198.0 212.8 221.8 229.9 -—- -
Respiratory system.......oociivuinan. 16.9 36.6 60.8 72.5 78.7 82.0 -—- -
Digestive system...coeeievninniennan. 59.4 60.4 58.9 60.0 60.7 62.1 -—- -—-
Pneumonia and influenza..........cceeunn 63.8 70.2 53.8 35.2 24.2 28.0 -—- -—
Chronic liver disease and cirrhosis..... 8.8 14.8 33.1 33.8 30.3 30.6 --- ---
Diabetes mellitus.icieiiirieerennninnnes 11.5 16.2 21.2 18.5 17.0 17.7 ——- ---
Accidents and adverse effects........... 105.7 100.0 119.5 91.7 81.3 82.0 -— -
Motor vehicle accidents............... 39.8 38.2 50.1 35.5 33.7 32.9 - -
SUTCTdR. sttt it ii ittt tea e eanianann 7.0 7.8 9.9 11.4 12.5 11.4 - -—-
Homicide and legal intervention......... 51.1 44,9 82.1 79.8 70.1 71.9 --- ---
Black female

A1l CAUSES..vtirieennenrannoenanneanns 1,106.7 916.9 814.4 670.6 605.0 631.1 --- 570.9
Diseases of heart....coivinnennienannns 349.5 292.6 251.7 203.1 190.9 201.1 -— -—-
Cerebrovascular diseasesS..ecueneeeennnns 155.6 139.5 107.9 78.6 60.9 61.7 --- -—-
Malignant neoplasmS......evvuunnnnnnenas 131.9 127.8 123.5 121.7 125.1 129.7 - -
Respiratory system.............covilt. 4.1 5.5 10.9 13.9 17.4 19.5 -— ---
Digestive system..ovivieviiiiinnranns 40.2 37.5 34.1 32.8 35.0 35.4 --- ---
Breastd. .o ittt 19.3 21.3 21.5 22.1 22.7 23.3 s
Pneumonia and influenza......vcvceeennn. 50.4 43.9 29.2 16.2 10.9 12.7 ~—- ---
Chronic liver disease and cirrhosis..... 5.7 8.9 17.8 15.7 13.3 14.4 - -
Diabetes mellituS. s euiereanennenrenans 22.7 27.3 30.9 25.2 20.8 22.1 - —=-
Accidents and adverse effects........... 38.5 35.9 35.3 27.2 23.9 25.1 - ——-
Motor vehicle accidents.....ccovneuens 10.3 10.0 13.8 9.3 8.7 8.4 ~—- -
SUTCTAR . e ettt i e ittt ieesenarenaens 1.7 1.9 2.9 2.9 2.9 2.4 ~-- -—-
Homicide and legal intervention......... 11.7 11.8 15.0 16.1 13.9 13.7 - ---

lInc1udes deaths of nonresidents of the United States.
Provisional data.

4Includes all other races not shown separately.
Female only.

NOTES: Age-adjusted rates are computed by the direct method to the total population of the United States as enumerated in
1940, using 11 age groups. Because of decennial revisions to the International List of Causes of Death and changes in
rules for cause-of-death selection, there is lack of comparability to a varying degree for some causes from one revision
to the next. The beginning dates of the revisions are 1949, 1958, 1968, and 1979; and the cause-of-death titles are based
on the International Classification of Diseases, Ninth Revision. For a listing of the code numbers, see Appendix II.

SOURCES: National Center for Health Statistics: Vital Statistics Rates in the United States, 1940-1960, by R. D. Grove
and A. M. Hetzel. DHEW Pub. No. (PHS} 1677. Public Health Service. Washington. U.S. Government Printing Office, 1968;
Unpublished data from the Division of Vital Statistics; Vital Statistics of the United States, Vol. II, 1950-80. Public
Health Service. Washington. U.S. Government Printing Office; Annual summary of births, deaths, marriages, and divorces,
United States, 1982. Monthly Vital Statistics Report. Vol. 31-No. 13. DHHS Pub. No. (PHS) 83-1120. Public Health Service.
Hyattsville, Md., Sept. 27, 1983; Data computed by the Division of Analysis from data compiled by the Division of Vital
Statistics; U.S. Bureau of the Census: Population estimates and projections. Current Population Reports. Series P-25,
No. 310. Washington. U.S. Government Printing Office, June 1965; General population characteristics, United States
summary, 1960 and 1970. U.S. Census of Population. Final reports PC(1)-1B and PC{1)-81. Washington. U.S. Government
Printing Office, 1961 and 1972.
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Table 16. Death rates for diseases of heart, according to race, sex, and age: United States, selected
years 1950-82

(Data are based on the National Vital Statistics System)

Year
Race, sex, and age
19501 19601 1970 1975 1979 1980 19812 19822
Tota13 Number of deaths per 100,000 resident population

A1l ages, age adjusted4... 307.6 286.2 253.6 217.8 199.5 202.0 196.3 190.8
ATl ages, crude...ceeeeen. 355.5 369.0 362.0 332.4 326.5 336.0 330.5 327.8
Under 1 year...veeeeeeeneaseeans 3.5 6.6 13.1 19.9 20.2 22.8 18.7 19.8
14 YRArS..ceceseenenennnasnnaan 1.3 1.3 1.7 1.8 2.1 2.6¥ 1.8 1.2

B-14 YEarS...euecesreencanncanns 2.1 1.3 0.8 0.9 0.8 0.9 : .
15-24 ¥years....iveeeccacacsnnnes 6.8 4.0 3.0 2.6 2.6 2.9 2.5 2.9
25-34 YEarS....ieerecannnnnnaans 19.4 15.6 11.4 8.5 8.4 8.3 8.0 7.7
35-44 yearS.ieissesscscacarnnens 86.4 74.6 66.7 53.9 45.3 44.6 43.3 41.7
45-54 ¥earS..eiceececncaensrenns 308.6 271.8 238.4 205.2 184.6 180.2 179.0 169.3
55-64 YyearS.e.eveececrtnraconons 808.1 737.9 652.3 557.0 499.0 494.1 487.2 463.4
65-74 YRArS.e.eteetenranannconns 1,839.8 1,740.5 1,558.2 1,319.7 1,199.8 1,218.6 1,187.8 1,160.1
75-88 YEArS..eeesreaneenanccccnn 4,310.1 4,089.4 3,683.8 3,136.0 2,925.2 2,993.1 2,871.0 2,808.3
85 years and OVErii.seeceevecsas 9,150.6 9,317.8 8,468.0 7,505.9 7,310.9 7,777.1 7,417.0 7,473.2

White male
Al11 ages, age adjusted4 ..... 381.1 375.4 347.6 305.1 276.8 277.5 — —
A1l ages, crude....oovevnnns 433.0 454.6 438.3 396.7 378.2 384.0 - —
Under 1 year....coeeeecennnnnnnn 4.1 6.9 12.0 18.8 19.2 22.5 -—- -
1-4 yearS..ieeeeeeeeneranennnnss 1.1 1.0 1.5 1.6 1.7 2.1 -— -—
5-14 YRaArS..eeeeerisrascenrnanns 1.7 1.1 0.8 0.9 0.8 0.9 - _—
15-24 years..iceereeseenoss veenan 5.8 3.6 3.0 2.6 2.8 2.9 — -
25-34 YeArS...iersesonoecarnainn 20.1 17.6 12.3 9.7 9.8 9.1 -— -
35-44 YRArS....eeereetecncvosinn 110.6 107.5 94.6 76.8 63.2 61.8 -— ——
45-54 years...ieseeecsecnnonsnns 423.6 413.2 365.7 318.3 279.5 269.8 -— -
55-B4 YEArS..ieeretecataccarnnnn. 1,081.7 1,056.0 979.3 847.0 746.1 730.6 - —
65-74 years....eceececaans P 2,308.3 2,297.9 2,177.2 1,889.1 1,718.0 1,729.7 - -—-
75-84 YOArS..eerueenaennensennnn 4,907.3  4,839.9  4,617.6 4,090.1  3,808.9 3,883.2 — -
85 years and over......... cetaas 9,950.5 10,135.8 9,693.0 8,692.8 8,458.5 8,958.0 _— -—
White female

ATl ages, age adjusted4 ..... 223.6 197.1 167.8 141.9 131.3 134.6 —-— -
ATl ages, crude...eeeereaans 289.4 306.5 313.8 297.9 305.1 319.2 -— -
Under 1 year....ceeeeeeeervennns 2.7 4.3 7.0 15.6 13.2 15.7 -— -
1-4 YRarS...vcevesecsereaaennass 1.1 0.9 1.2 1.4 1.7 2.1 -— -
5-14 YearS..cececenesvoncnnnanes 1.9 0.9 0.7 0.7 0.7 0.8 —-— -
15-24 yearS..ceeeeecennanacennns 5.3 2.8 1.7 1.6 1.6 1.7 ——- -—
25-34 YEArS..evscvareresecnsocas 12.2 8.2 5.5 4.1 3.9 3.9 -— —
35-44 YEArS....eteiensnnancenane 40.5 28.6 23.9 19.9 17.1 16.4 —-— -
45-54 YRArS..uesteeasvnaronsssan 141.9 103.4 91.4 78.0 71.5 71.2 -— -
55-64 YRArS.uevetenarnonenosases 460.2 383.0 317.7 267.7 246.1 248.1 — -
B5-74 YEaArS..ueeeceeeanrianssnnss 1,400.9 1,229.3 1,044.0 850.6 775.0 796.7 - -—
75-84 YRArS....vessececenccrnnnn 3,925.2 3,629.7 3,143.5 2,648.9 2,447.1 2,493.6 _—— -—
85 years and OVer...eveieceeness 9,084.7 9,280.8 8,207.5 7,230.6 7,053.7 7,501.6 -— -—

See footnotes at end of table.
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Table 16. Death rates for diseases of heart, according to race, sex, and age: United States, selected
years 1950-82--Continued

(Data are based on the National Vital Statistics System)

Year
Race, sex, and age
1950° 1960 1970 1975 1979 1980 19812 19822
Black male Number of deaths per 100,000 resident population

A1l ages, age adjusted4 ..... 415.5 381.2 375.9 325.6 314.1 327.3 - -

A1l ages, crude...oevenonnn. 348.4 330.6 330.3 293.7 290.2 301.0 - -
Under 1 year.....ccoivuiiinnnnnns 4.8 13.9 33.5 36.5 42.7 42.8 --- ---
14 YearS.ueeeetnnesretnannnnes % : 3.8 3.9 3.6 4.3 6.3 --- ---
5-14 years....viiiiniiaiannnnn 6.4 3.0 1.4 1.5 1.0 1.3 - -
15-24 years...cieeetininenanann 18.0 8.7 8.3 6.8 6.1 8.3 --- -
25~34 YOArS..iiiiienenarieianaan 51.9 43.1 41.6 32.0 26.8 30.3 --- -
35-44 YRArS..ivineitneinareinaas 198.1 168.1 189.2 148.4 132.5 136.6 --- ---
45~54 YEaArS. i ur e rirnansinnaas 624.1 514.0 512.8 448.5 438.4 433.4 --- -—-
55~64 YEArS. ettt iieiananaaans 1,434.0 1,236.8 1,135.4 975.9 969.3 987.2 --- -
B5-74 YRArS .. eiiavirrironnrnanns 2,140.1 2,281.4 2,237.8 1,971.7 1,805.7 1,847.2 -—- -
75-84 YEArS.iierirnrornnacnnanns 4.107.9 3,533.6 3,783.4  3,112.6 3,193.7 3,578.8 - -
85 years and OVer.....veeeennnss i e 6,037.9 6,330.8 6,102.2 6,094.2 6,819.5 -— -

Black female

A1l ages, age adjusted4 ..... 349.5 292.6 251.7 203.1 190.9 201.1 _-— -—-

A1l ages, crude...ovevevnnns 289.9 268.5 261.0 232.7 234.1 249.7 —-- —--
Under 1 year....coeeiiinennnnnnn 3.9 12.0 31.3 34.1 37.9 43.6 --- -
1-4 years..iveveiineaerveannnnns i : 2.8 4.2 2.7 4.0 4.4 - -—-
5-14 YRArS.uevieiereansnnnssanan 8.8 3.0 1.8 1.4 1.3 1.7 - =
15224 years.ieeeeitieiinatrianns 19.8 10.0 6.0 4.8 4.3 4.6 -—= -~-
25-34 years....ocoveinns beetreeee 52.0 35.9 24.7 13.7 15.5 15.7 —— -~
35-44 YearS..eeieieiiinasiannines 185.0 125.3 99.8 69.9 61.1 61.7 - ---
45-54 years......iiiiciiiniaann 526.8 360.7 290.9 216.0 204.1 202.4 - ---
55-64 YEArS..ieeiaierranroesoanns 1,210.7 952.3 710.5 575.5 513.5 530.1 - ---
B5-74 YEArS..vvueeeneanenecenann 1,659.4 1,680.5 1,653.2  1,323.1 1,158.9  1,210.3 -—- -
75-88 YEArS.ueeirsevatnnassnaans 3.499.3 2,926.9 2,964.1 2,266.8 2,461.4 2,707.2 -~ -
85 years and over.......coeenonn. f >TII 5,650.0 5,669.8 5,183.3 5,060.6 5,796.5 - -

1Inc]udes deaths of nonresidents of the United States.

Provisional data.

Includes all races and both sexes.

Age adjusted by the direct method to the total population of the United States as enumerated in 1940, using 11 age
groups.

NOTE: For the data years shown, the code numbers for diseases of heart are based on the then current International
Classification of Diseases: for 1950, the Sixth Revision, Nos. 400-402, 410-443; for 1960, the Seventh Revision, Nos.
400-402, 410-443; for 1970-78, the Eighth Revision, Adapted for Use in the United States, Nos. 390-398, 402, 404, 410-
414, 420-429; and for 1979-82, the Ninth Revision, Nos. 390-398, 402, 404-429.

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. II, 1950-80. Public Health
Service. Washington. U.S. Government Printing Office; Annual summary of births, deaths, marriages, and divorces, United
States, 1982. Monthly Vital Statistics Report. Vol. 31-No. 13. DHHS Pub. No. {PHS) 83-1120. Public Health Service.
Hyattsville, Md., Sept. 27, 1983; Data computed by the Division of Analysis from data compiled by the Division of Vital
Statistics; U.S. Bureau of the Census: Population estimates and projections. Current Population Reports. Series P-25,
No. 310. Washington. U.S. Government Printing Office, June 1965; 1950 Nonwhite Population by Race, Special report P-E No.
38. Washington. U.S. Government Printing Office, 1951; General popuTation characteristics, United States summary, 1960
and 1970. U.S. Census of Population. Final reports PC(1)-18 and PC(1)-B1l. Washington. U.S. Government Printing Office,
1961 and 1972.




Table 17. Death rates for malignant neoplasms, according to race, sex, and age: United States, selected

(Data are based on the National Vital Statistics System)

years 1950-82

Year
Race, sex, and age
19501 1960 1970 1975 1979 1980 19812 1982
Tota]3 Number of deaths per 100,000 resident population

ATl ages, age adjusted4... 125.4 125.8 129.9 129.4 130.8 132.8 131.6 133.3
ATl ages, crude..ceveassss 139.8 149.2 162.8 169.7 179.6 183.9 183.8 188.1
Under 1 year....cciecernsnrsones 8.7 7.2 4.7 4.1 3.4 3.2 1.7 2.2
1-4 yearS..ceveeeecernceancnnnes 11.7 10.9 7.5 5.5 4.6 4.5$ 4.4 3.7

5-14 yearS..uveeeeecnsansosenseen 6.7 6.8 6.0 4.7 4.4 4.3 - -
15-24 YearS.ceeeeeveeassoneacnes 8.6 8.3 8.3 6.7 6.1 6.3 5.0 6.5
2534 YRArS...ceviriesansvacanenn 20.0 19.5 16.5 14.6 13.3 13.7 13.9 12.8
35-44 YearsS..c.c.eseecectneconsans 62.7 59.7 59.5 53.0 48.3 48.6 48.9 45,7
45-58 YRArS..eveercneansonoaanns 175.1 177.0 182.5 181.9 181.4 180.0 179.7 179.0
55-64 YBArS..ecisseciancacaanans 392.9 396.8 423.0 424.9 429.4 436.1 438.5 443.2
65-74 YRArS.eesreesscasssosoenss 692.5 713.9 754.2 773.2 800.0 817.9 802.8 834.5
75-84 YEArS.ceieeceecsosocnsnnns 1,153.3 1,127.4 1,169.2 1,168.0 1,207.6 1,232.3 1,202.3 1,230.6
85 years and OVeree..ceveenanese 1,451.0 1,450.0 1,417.3 1,452.1 1,522.9 1,594.6 1,627.4 1,598.0

White male
A11 ages, age adjusted4 ..... 130.9 141.6 154.3 155.8 158.7 160.5 — -—
A1l ages, crude........ve... 147.2 166.1 185.1 192.7 204.7 208.7 -— -
Under 1 yEariceceeeerosveonnonss 9.6 7.9 4.3 4.4 3.8 3.5 - ---
1-4 years..ooeeeiceeancinnaanns 13.1 13.1 8.5 6.3 5.1 5.4 - -
5-14 YRArS.ueesievecosocenannnns 7.6 8.0 7.0 5.4 5.2 5.2 -—- -
15-24 YEaArS.eeeiecreeancccnanans 9.9 10.3 10.6 8.1 7.5 7.8 - -—
25-380 YRArS..eiiescecsrocnnnnnen 17.7 18.8 16.2 14.8 13.2 13.6 -— -—-
35-44 YEArS.esesrevosaasccnsanes 44.5 46.3 50.1 44,1 40.3 41.1 -— -
45-58 YRArS.tenecrsseasecscnonns 150.8 164.1 172.0 175.2 177.4 175.4 -— -—
B5-64 YEArS.cevesesosesssoonases 409.4 450.9 498.1 486.4 491.8 497.4 - -
B5-78 YRArSeeeeesssocasscnsrnnns 798.7 887.3 997.0 1,032.0 1,061.2 1,070.7 -— -—
75-84 YEArS..eieeracenansensanns 1,367.6 1,413.7 1,592.7 1,672.7 1,747.3 1,779.7 ——— -—-
85 years and OVere..ceevieeeneas 1,732.7 1,791.4 1,948.1 2,080.7 2,285.1 2,375.6 -— -—-
White female

A1l ages, age adjusted4 ..... 119.4 109.5 107.6 105.6 105.7 107.7 - -—
A1l ages, crude.....ceeue.... 139.9 139.8 149.4 155.9 165.1 170.3 --- -
Under 1 yeariciieeecesoneseannss 7.8 6.8 .4 4.1 2.9 2.7 —-— -—
1-4 yearsS.eieevesoveseoccecasnss 11.3 9.7 6.9 4.9 4.2 3.6 -—- -
5-14 YEarS.i.eicerrsssoncecnaons 6.3 6.2 5.4 4.2 3.8 3.7 - -
15-24 ¥RarS..icieeseesocsncanses 7.5 6.5 6.2 5.4 4.7 4.7 -—- -
25-30 YEArS.ueeeroscnaossansaasnn 20.9 18.8 16.3 14.2 12.9 13.5 - ---
35-44 YEArS...cicncncannirianans 74.5 66.6 62.4 56.2 50.8 50.9 -—- -—=
45-54 YearS....ccrcincnannconns 185.8 175.7 177.3 171.6 167.3 166.4 - ---
55-64 YEArS..eesessseassnnresnns 362.5 329.0 338.6 345.9 343.9 355.5 -—- -
B5-78 YEArS.eeeeenensssssansonnn 616.5 562.1 554.7 556.3 583.1 605.2 - -
75-84 YRArS.ceruisovsseseanarnsen 1,026.6 939.3 903.5 877.0 889.7 905.4 -—- -
85 years and over...cieeeninnnss 1,348.3 1,304.9 1,179.4 1,186.4 1,207.5 1,266.8 --- -

See footnotes at end of table.
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Table 17. Death rates for malignant neoplasms, according to race, sex, and age: United States, selected
years 1950-82-~Continued

(Data are based on the National Vital Statistics System)

Year
Race, sex, and age
19501 1960" 1970 1975 1979 1980 10812 19822
Black male Number of deaths per 100,000 resident population

A1l ages, age adjusted4 ..... 126.1 158.5 198.0 212.8 221.8 229.9 - ——-

A1l ages, crude........ovuu 106.6 136.7 171.6 187.0 199.5 205.5 -— -
Under 1 year...veiieiaeeninnnens 8.2 6.8 5.3 3.0 4.2 4.5 ——— —
1-4 years..eesreeiiienanrnnnenn. i ‘ 7.9 7.6 5.1 4.1 5.1 — J—
5-14 yearS.eoiiii ittt 5.8 4.4 4.8 4.5 4.4 3.7 --- -
15-24 yearS.iievveveeennnnennnns 7.9 9.7 9.4 7.5 7.1 8.1 -— —--
25-34 years....... eteereannanae 18.0 18.4 18.8 15.3 13.3 14.1 —— —-
35-44 YRArS...iuiineerearaannnen 55.7 72.9 81.3 78.6 76.4 73.8 - -
45-54 years....c.ceneceneaniaanns 211.7 2447 311.2 329.5 335.0 333.0 — —--
5564 YEaArS.ueeeeenerienonaaanns 490.8 579.7 689.2 771.5 790.8 812.5 —_— -
B5-78 YRAYrS..vereennraneenranans 636.4 938.5 1,168.9 1,316.5 1,360.3 1,417.2 - —
75-88 YEArS.seeriracnssenuassann 853.5 1,053.3 1,624.8 1,582.4 1,833.2 2,029.6 - -
85 years and over...........o0... i ) 1,155.2 1,635.9 1,813.0 2,186.5 2,393.9 -—- -—-

Black female

A1l ages, age adjusteda ..... 131.9 127.8 123.5 121.7 125.1 129.7 -— -

A1l ages, crude...ovevennnnn 111.8 113.8 117.3 121.7 130.9 136.5 -— -
Under 1 year.....cocvuevevnianans. 7.0 6.7 3.3 2.7 3.1 3.0 -— -
1 YRAPS.enrroreninonerinris { : 6.9 5.7 5.3 a5 3.9
5-14 YRArS.uivieerinanarnirnoans 3.9 4.8 4.0 4.2 3.4 3.4 ——— ——-
15-24 years..eeiieeiiiieinenann 8.8 6.9 6.4 5.1 5.3 5.7 -— —
25-34 YRArS...etectiniiaeanonans 34.3 31.0 20.9 17.3 17.6 18.3 - -
35-44 YEArS....eeiieiecnananaann 119.8 102.4 94.6 77.8 71.9 73.5 - -
A5-54 YRArS..ccvsrrnecrtnnaanoas 277.0 254.8 228.6 228.3 229.2 230.2 — -
55-64 YRArS.eieeesererovvannnons 484.6 442.7 404.8 415.6 431.8 450.4 -— -
65-74 years...viiiiiiiiinianannn 477.3 541.6 615.8 624.8 638.9 662.4 - -
75-84 ¥EArS...veevcerenrneananss 605.3 696.3 763.3 757.6 863.1 923.9 -—-- —-
85 years and OVer.......isoeniis i ' 728.9  896.8  864.3  1,005.8 1,159.9 - o
éInc]udes deaths of nonresidents of the United States.
3Provisiona1 data.
4Inc]udes all races and both sexes.

Age adjusted by the direct method to the total population of the United States as enumerated in 1940, using 11 age
groups.

NOTE: For the data years shown, the code numbers for malignant neoplasms are based on the then current International
Classification of Diseases: for 1950, the Sixth Revision, Nos. 140-205; for 1960, the Seventh Revision, Nos. 140-205; for
1970-78, the Eighth Revision, Adapted for Use in the United States, Nos. 140-209; and for 1979-82, the Ninth Revision,
Nos. 140-208.

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. II, 1950-80. Public Health
Service. Washington. U.S. Government Printing Office; Annual summary of births, deaths, marriages, and divorces, United
States, 1982. Monthly Vital Statistics Report. Vol. 31-No. 13. DHHS Pub. No. (PHS) 83-1120. Public Health Service.
Hyattsville, Md., Sept. 27, 1983; Data computed by the Division of Analysis from data compiled by the Division of Vital
Statistics; U.S. Bureau of the Census: Population estimates and projections. Current Population Reports. Series P-25,
No. 310. Washington. U.S. Government Printing Office, June 1965; 1950 Nonwhite Population by Race, Special report P-E No.
3B. Washington. U.S. Government Printing Office, 1951; General population characteristics, United States summary, 1960
and 1970. U.S. Census of Population. Final reports PC(1)-1B and PC(1)-Bl. Washington. U.S. Government Printing Office,
1961 and 1972.




Table 18. Death rates for malignant neoplasms of respiratory system, according to race, sex, and age: United States,
selected years 1950-82
(Data are based on the Wational Vital Statistics System)
Year
Race, sex, and age
1950 19600 1970 1975 1979 1980 19812 1982°
Tota]3 Number of deaths per 100,000 resident population
A1l ages, age adjusteda.... 12.8 19.2 28.4 32.1 35.2 36.4 37.0 37.7
A1l ages, crude.....vevenns 14.1 22.2 34.2 40.2 45.9 47.9 48.9 50.2
Under 1 yeari.ieeeerisesseseasans 0.1 0.2 0.1 0.2 0.0 0.2 - -
1-4 YearS..ueieeeeresonnacanannn 0.1 0.1 0.1 0.1 0.0 0.13 0.0
5-14 yearsS...ceiieiantersaaannnss 0.1 0.0 0.0 0.0 0.0 0.0 .
15-24 YEarS.ecisivesoocnaansannss 0.2 0.1 0.2 0.1 0.1 0.1 0.1 0.1
25-34 YeArS..ieieercrrncnnnnannas 0.9 1.1 1.0 0.9 0.8 0.8 0.9 0.6
35-44 YearS..ciieeeeiaratnntiannnn 5.1 7.3 11.6 11.0 9.8 9.6 9.6 8.2
45-54 years.......... Crrnaereaens 22.9 32.0 46.2 52.3 56.0 56.5 57.9 58.7
55-64 YeaArS.ieveiierrcertoniannnn 55.2 81.5 116.2 130.1 140.9 144.3 149.9 150.7
65-74 years....u.ese. fesieeesanns 69.3 117.2 174.6 204.7 231.0 243.1 243.8 254.1
75-84 ¥RArS..cieeeiinsciaceancans 69.3 102.9 175.1 203.1 238.1 251.4 249.7 265.3
85 years and OVer.....eecevnensnn 64.0 79.1 121.8 147.2 170.3 184.5 195.2 178.3
White male
A1l ages, age adjusted4 ...... 21.6 34.6 49,9 54.1 57.0 58.0 -— —
A1l ages, crude.esecesacennss 24.1 39.6 58.3 65.1 71.5 73.4 - —-—
Under 1 year..eieseeeeecenannnnes 0.2 0.1 0.2 0.1 - 0.2 -—- -
14 YEars..seecieeeveacasasonenns 0.1 0.0 0.1 0.1 0.0 0.0 — -—
5-14 YEArS.eesseesseareannssoaons 0.1 0.0 0.0 0.0 0.0 0.0 - -
15-24 yearsS..eieeereeironsersoons 0.3 0.2 0.2 0.2 0.2 0.2 -— —
25-34 years...... eraieereenan ves 1.2 1.6 1.4 1.2 1.0 0.9 -— -—-
35-44 YRArS.ceiiirrranereninannn 7.9 10.4 15.4 13.3 11.5 11.2 — -
A5-54 YRArS.eessssetsasocncnnsans 39.1 53.0 67.6 73.0 74.7 74.3 -— -
5564 YRAIS.esreersrensacannronss 95.9 149.8 199.3 204.8 212.4 215.0 - ---
65-74 YRArS.vivrerecensoannnanses 119.4 225.1 344.8 384.1 408.0 418.4 - -
75-84 YRArS.visearscessnuaesscsns 109.1 191.9 360.7 436.3 495.9 516.1 - -
85 years and OVeree.civeesvecenss 102.7 133.9 243.8 303.1 381.2 391.5 --- -
Yhite female

A1l ages, age adjusted4 ...... 4.6 5.1 10.1 13.7 17.0 18.2 --- -
A1l ages, crude..ceecesennnns 5.4 6.4 13.1 18.6 24.2 26.5 - ---
Under 1 y@ar..oceveeeeencnnnnennn - 0.2 0.1 0.1 - 0.1 - -—-
14 Years..eieseeioeerronnonnennn 0.1 0.1 0.1 0.0 0.0 0.1 --= -
5-14 YEaArS..ueeeesesesrnsnnssocen 0.1 0.0 0.1 0.0 0.0 0.1 --= ---
15-24 years..eeeeieeereens veeeens 0.2 0.1 0.1 0.1 0.1 0.0 - ---
25-34 yearS.seeeeiensecerocenanns 0.5 0.6 0.6 0.5 0.6 0.5 --- ---
35-44 yearS...eeiiariescsencnnnns 2.2 3.4 6.0 7.1 6.6 6.8 -—- ---
A5-50 YRArS.eueraroseesacenanonss 6.5 9.8 22.1 27.7 32.6 33.9 --- ---
55-64 YEArSe.veesseessrennssnaans 15.5 16.7 39.3 57.9 70.2 74.2 --- -
B5-74 YEArS.e.vseeaeinsensonnnenns 27.2 26.5 45.4 67.8 96.5 108.1 -— -
75-84 YEArS.eeecenssroresasnnaann 40.0 36.5 56.8 68.4 80.5 99.3 --- ---
85 years and OVer...c.coeeeninnnsns 44,0 45.2 60.1 74.3 80.6 96.8 --- ---

See footnotes at end of table.
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Table 18. Death rates for malignant neoplasms of respiratory system, according to race, sex, and age: United States,
selected years 1950-82--Continued

(Data are based on the National Vital Statistics System)

Year
Race, sex, and age
1950 19601 1970 1975 1979 1980 1981°  1982°
Black male Number of deaths per 100,000 resident population

A1l ages, age adjusted4 ...... 16.9 36.6 60.8 72.5 78.7 82.0 -—— ~———

A1l ages, crude....covvunenn. 14.3 31.1 51.2 61.3 68.1 70.8 — .-
Under 1 year..ieeeeneneeennnnnn. _ 0.4 0.4 0.4 0.4 0.4 —-- -
1-4 years..cveiieneniinnninnannns i 0.1 0.1 - - 0.2 - ——-
5-14 YRArS..veseeeeeranrecnaannnn 0.1 0.0 0.1 - 0.1 0.0 - —-
15-24 yEarsS...ieiieeennenninanan 0.4 0.2 0.3 0.1 0.1 0.3 - ———
25-38 YEAPS. i .iiteeiinnarinneanan 2.1 2.6 2.9 1.5 1.5 1.9 - —
35-44 YEArS.u..iieirtraensiananan 9.4 20.7 32.6 30.7 26.9 26.9 -— ~—-
45-54 YEArS..cieteiirorananonnenn 41.1 75.0 123.5 141.1 143.1 142.8 - -
55-64 YRArS.u et nreriinanrnnnons 78.8 161.8 250.3 310.5 338.1 340.3 -—- .-
B5-74 YearS...iieerereciariansans 65.2 184.6 322.2 415.9 466.0 499.4 - -
75-84 YRArS.eeveeeeereneaenaanonn 42.4 126.3 290.6 318.9 421.8 499.6 - -
85 years and OVer....iecveiannsns % : 110.3 182.1 254.3 303.8 337.7 —— ——

Black female

A1l ages, age adjusted®...... 4.1 5.5 10.9 13.9 17.4 19.5
A1l ages, crude....oeveannn., 3.4 4.9 10.1 13.3 17.1 19.3 ——— -
Under 1 year....iecverivnenonesnns - - - - - 0.4 —- ——
1-8 YEArS.uermnimesmimi, { 0.1 0.1 0.1 - i -
5-14 YEArS.veretrearoncasnnasnens - 0.1 - - 0.0 0.0 -—- -
15-24 years.eiieeeeeeiiiianenans 0.3 - 0.1 0.0 0.2 0.1 _—— -
25-34 YBArS..iiieinetnoreannaanan 1.2 0.8 0.5 0.7 0.6 0.8 -—- -
35-44 YEaArS..eeeianarrnenenaennnn 2.7 3.4 10.5 9.6 8.8 7.9 ——- ——-
554 YRArS..e.etieatrrnssraaannn 8.8 12.8 25.3 33.4 43.5 46.4 ——— ———
55-64 YEArS..ivvevencnnsonesnnnns 15.3 20.7 36.4 53.4 72.4 83.8 - ——
B5~74 YRArS.ervsteeanancsoenaasas 16.4 20.7 49.3 64.4 73.6 91.7 —— —
75~84 YEArS.u.vrrieass Weaseseanan 19.7 33.1 52.6 54.9 79.2 81.1 -—— ——-
85 years and over...ciiieiiaeannn g ) 44.7 54.0 63.1 68.3 90.5 —— -—

1Inc]udes deaths of nonresidents of the United States.

Provisional data.

Includes all races and both sexes.

Age adjusted by the direct method to the total population of the United States as enumerated in 1940, using 11 age
groups.

NOTE: For the data years shown, the code numbers for malignant neoplasms of respiratory system are based on the then
current International Classification of Diseases: for 1950, the Sixth Revision, Nos. 160-164; for 1960, the Seventh
Revision, Nos. 160-164; for 1970-78, the Eighth Revision, Adapted for Use in the United States, Nos. 160-163; and for
1979-82, the Ninth Revision, Nos. 160-165.

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. II, 1950-80. Public Health
Service. Washington. U.S. Government Printing Office; Annual summary of births, deaths, marriages, and divorces, United
States, 1982. Monthly Vital Statistics Report. Vol. 31-No. 13. DHHS Pub. No. (PHS) 83-1120. Public Health Service.
Hyattsville, Md., Sept. 27, 1983; Data computed by the Division of Analysis from data compiled by the Division of Vital
Statistics; U.S. Bureau of the Census: Population estimates and projections. Current Population Reports. Series P-25,
No. 310. Washington. U.S. Government Printing Office, June 1965; 1950 Nonwhite Population by Race, Special report P-E No.
38. Washington. U.S. Government Printing Office, 1951; General population characteristics, United States summary, 1960
and 1970. U.S. Census of Population. Final reports PC(1)-18 and PC(1)-Bl. Washington. U.S. Government Printing Office,
1961 and 1972.




Table 19. Death rates for cerebrovascular diseases, according to race, sex, and age: United States,

selected years 1950-82

(Data are based on the National Vital Statistics System)

Year
Race, sex, and age
19500 1960° 1970 1975 1979 1980 19812 19822
Tota]3 Number of deaths per 100,000 resident population

A1l ages, age adjusted4 ......... 88.8 79.7 66.3 53.7 41.6 40.8 38.3 36.1
ATl ages, crude..seeveevennnnnnn. 104.0 108.0 101.9 90.1 75.5 75.1 71.3 68.9
Under 1 year..iiieveeeeeeoeeesnennnnns 5.1 4.1 5.0 5.0 4.6 4.4 3.6 3.8
1-4 years...eevesveeeonionenneervonnns 0.9 0.8 1.0 0.8 0.3 0.5 0.2 0.2

5-14 YearS..eiiiececiteneanearennnnnnn 0.5 0.7 0.7 0.5 0.3 0.3 . .
15-24 yearsS.iiievisietenanierennanans 1.6 1.8 1.6 1.4 0.9 1.0 0.9 1.0
25-34 YeArS.eniiieieerinneacnaneanaann 4.2 4.7 4.5 3.4 2.6 2.6 2.6 2.3
35-84 YeArS.uiiireeecsrtccrctranannnnn 18.7 14.7 15.6 11.7 9.1 8.5 8.1 7.9
45-54 YeArS..unieeicencateanncaneneas 70.4 49.2 41.6 32.3 26.4 25.2 26.3 24.2
55-64 YEArS..ieicevserecatanananonenas 195.3 147.3 115.8 90.4 68.1 65.2 64.5 57.2
B5-78 YEArS.ueeeivoesenaaneannacnnennn 549.7 469.2 384.1 302.2 226. 219.5 209.8 195.3
75-84 YEaAIrS.ceieeeoneeronnasnnannnnnns 1,499.6 1,491.3 1,254.2 1,028.8 793.8 788.6 702.6 678.6
85 years and OVer..e.ecesveneeeenecnnn 2,990.1 3,680.5 3,234.6 2,736.4 2,264.9 2,288.9 2,119.8 2,056.4

White male
ATl ages, age adjusted4 ........... 87.0 80.3 68.8 56.7 42.9 41.9 - -
ATl ages, Crude..eieeeeeencananann 100.5 102.7 93.5 80.2 64.2 63.3 - -
Under 1 year...oveiienenennennenenennn 5.9 4.3 4.5 4.6 3.6 3.8 _— ——
14 YearS.iieeeeeeeerennenreceasnnnnns 1.1 0.8 1.2 0.9 0.3 0.4 —-— ——
514 YRAIS.e.ceetavnreoserncsaannnnnas 0.5 0.7 0.8 0.5 0.3 0.2 —— -
15-24 YearS.ciiieretterrenrarennnnnnan 1.6 1.7 1.6 1.4 0.9 1.0 -— —
25-34 YRArS..iesttencinaananarnnanaann 3.4 3.5 3.2 2.6 2.2 2.0 —— _—
35-44 YEarS. . iiitieiariicaanarnnannenn 13.1 11.3 11.8 8.7 6.8 6.5 — ——
45-54 ¥earS..virerrractatatentonranaen 53.7 40.9 35.6 27.6 22.2 21.7 —— S
55-64 YEArS.eeetictorencaarannnanroans 182.2 139.0 119.9 93.8 68.0 64.2 -——- ——
B65-74 YRArS..eveetestrocnaananranaannn 569.7 501.0 420.0 339.4 249.5 240.4 - ——
75-84 YOS i isereesoasennnsersannnnnn 1,556.3 1,564.8 1,361.6 1,134.9 867.0 854.8 —— -—
85 years and OvVeree.eeeeeceserescaceen 3,127.1 3,734.8 3,317.6 2,807.4 2,224.5 2,236.9 - -—
White female

A1l ages, age adjusted4 ........... 79.7 68.7 56.2 46.1 35.9 35.2 ——- -
A1l ages, crude..e..eeeveiienennnnn 103.3 110.1 109.8 101.6 88.5 88.8 -— —
Under 1 year..i.ceveeeeececeenecacnenns 2.9 2.6 3.2 3.9 3.3 3.3 - -
1o YRArS . tiiiii it ieritterenanreenanas Q0.6 0.5 0.6 0.7 0.3 0.4 -— —
5-14 ¥earS..eesssnsesecscantnnnnnaan 0.4 0.6 0.6 0.5 0.3 0.3 -— ——
15224 YEArS. e uierreerrnnanennarannans 1.2 1.4 1.1 1.1 0.7 0.7 —— -
25-34 YOBIS.ireeiieoeataarenanaannnns 2.9 3.4 3.4 3.0 2.0 2.0 —— ——
35-44 YIS, ciiratecatcnnttnasennnann 13.6 10.1 11.5 9.3 7.0 6.7 — -
A5-54 ¥earS.veieeeerserttnannrarnannnn 55.0 33.8 30.5 25.0 20.1 18.7 -—- -
B5-64 YRArS.eeeiiassssonrecsannncnennn 156.9 103.0 78.1 64.5 50.6 48.7 -— -
65-74 YRArS.eeestnseroscsacannnnanenn 498.1 383.3 303.2 233. 179.2 172.8 - -
75-84 YeaArS..iusiereeerenecaacnnnnnnss 1,471.3 1,444.7 1,176.8 966.2 739.3 730.3 -— -—
85 years and OVEr...viieieennnonenenns 3,017.9 3,795.7 3,316.1 2,794.9 2,335.7 2,367.8 - —

See footnotes at end of table.
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Table 19. Death rates for cerebrovascular diseases, according to race, sex, and age: United States,
selected years 1950-82--Continued

(Data are based on the National Vital Statistics System)

Year
Race, sex, and age
1950} 1960! 1970 1975 1979 1980 19812 19822
Black male Number of deaths per 100,000 resident population

A1l ages, age adjusted4 ........... 146.2 141.2 124.2 95.0 77.9 77.5 --- ———

A1l ages, crude....cvevenennnannas 122.0 122.9 108.7 87.8 73.8 73.1 —— ——-
UNEr 1 YAIwn v neennnenneenneeneenns 25 8.5 12.2 9.1 12.7 1.2 - -
1-4 years...veeeeenreienneneennnnennns - 1.9 *1.4 1.1 0.5 0.6 ——- -
B-14 YEArS.ivereeerraernrseennasnannns 0.7 *(0.9 0.8 0.7 0.3 0.5 - -——
15-24 YEArS..iveeecennrnnsacescsonnnse 3.3 3.7 3.0 2.5 1.4 2.1 ——— ——-
25-34 YEBIS.veecresrtananrocnascansnan 12.0 12.8 14.6 9.4 7.3 7.7 ———— -——
35-44 years....c.ocveenann sesaeseraenans 59.3 47 .4 52.7 36.9 34.4 29.2 --- -
45-54 years......... Ceeanssrsessecsans 211.9 166.1 136.2 98.0 88.8 82.1 .- ——-
55-64 YRArS.eivissceneceronrsossoocnns 522.8 439.9 343.4 253.7 204.0 189.8 - -
65-74 YEArS..veurasrveorroannncsananns 783.6 899.2 780.0 626.9 470.9 472.8 --- ———
75-84 YEArS....srs.. e reeerneaneees ls0a.9 L»475.2 1,842.6 1,123.0 963.9 1,067.6 - -
85 years and Over....iciieiiiierannnen i U 2,700.0 2,315.4 2,115.2 1,840.4 1,873.2 — -

Black female

A1l ages, age adjusted4 ........... 155.6 139.5 107.9 78.6 60.9 61.7 -— -

A1l ages, crude....eevivenecenans . 128.3 127.7 112.1 9l.4 76.8 77.9 - -—
Under 1 y@ar..ceevescoeeesacannsasnsas 5.8 *6.7 9.1 8.8 9.0 6.4 ——— _—
1-4 years...veieeeciieniiennananaonnns . *1.3 *1.4 0.8 0.4 0.5 --- ——-
5-14 years...ciceesenereorannnanas 0.6 1.0 0.8 0.7 0.4 0.3 ~— -——
15-24 YearsS..cveeeeenerrianenasnas . 4,2 3.4 3.0 1.9 1.5 1.7 ——- -—
25-34 YEArS...veeeienttacroncentannnos 15.9 i7.4 14.3 8.5 6.6 7.0 —~— ——
35-84 YeaArS.iiseseresnenananoronns N 75.0 57.4 49.1 31.3 21.6 21.6 ~—— -—
B5-54 YEArS..svitsecnanentnanonoans wen 248.9 166.2 119.4 81.9 62.1 61.9 ~—- -
55-64 YEArS...uieeicetcranantiocannans 567.7 452.0 272.5 187.3 133.9 138.7 ~—— -—
B5-74 YBArS.cenerusreenvanacnnsannaren 754.4 830.5 673.4 502.6 373.8 362.2 ~——— -———
75-88 YRArS.eeverrsnsecorcccnrssananes 1.496.7 1,413.1 1,337.8 998.2 865.3 918.6 ~-- -
85 years and OVer.....ceiveenessnonssen i [ 2,578.9 2,504.8 2,126.2 1,881.7 1,896.3 ~— ———

1Inc]udes deaths of nonresidents of the United States.

3Provisiona1 data.

4Includes all races and both sexes.

Age adjusted by the direct method to the total population of the United States as enumerated in 1940, using 11 age groups.

NOTE: For the data years shown, the code numbers for cerebrovascular diseases are based on the then current International
Classification of Diseases: for 1950, the Sixth Revision, Nos. 330-334; for 1960, the Seventh Revision, Nos. 330-334; for
1970-78, the Eighth Revision, Adapted for Use in the United States, Nos. 430-438; and for 1979-82, the Ninth Revision, Nos.
430-438.

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. II, 1950-80. Public Health
Service. Washington. U.S. Government Printing Office; Annual summary of births, deaths, marriages, and divorces, United
States, 1982. Monthly Vital Statistics Report. Vol. 31-No. 13. DHHS Pub. No. (PHS) 83-1120. Public Health Service.
Hyattsville, Md., Sept. 27, 1983; Data computed by the Division of Analysis from data compiled by the Division of Vital
Statistics; U.S. Bureau of the Census: Population estimates and projections. Current Population Reports. Series P-25, No.
310. Washington. U.S. Government Printing Office, June 1965; 1950 Nonwhite Population by Race, Special Report P-E, No. 3B.
Washington. U.S. Government Printing Office, 1951; General population characteristics, United States summary, 1960 and
1970. U.S. Census of Population. Final reports PC(1)-1B and PC{1)-Bl. Washington. U.S. Government Printing Office, 1961
and 1972.
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Table 20. Death rates for motor vehicle accidents, according to race, sex, and age: United States,

selected years 1950-82

(Data are based on the National Vital Statistics System)

Year
Race, sex, and age
19500 19601 1970 1975 1979 1980  1981° 19822
Tota'l3 Number of deaths per 100,000 resident population

A1l ages, age adjusted4 ......... 23.3 22.5 27.4 21.0 23.2 22.9 21.9 19.5
A1l ages, crude.....cvvvunnnnnn. 23.1 21.3 26.9 21.3 23.8 23.5 22.5 20.1
Under 1 year.veeeeueeseensnseccnencann 8.4 8.1 9.8 8.1 6.5 7.0 5.3 6.6
14 YearsS...ieeseeresnecasressecsnanns 11.5 10.0 11.5 10.2 9.8 9.2 3.0 7.7

5-14 JearS . cieeneevearatirrsccaannnns 8.8 7.9 10.2 8.6 8.3 7.9 y .
15-24 years..c.evieesstecrsoocasananan 34.4 38.0 47.2 38.7 45.6 44.8 40.1 36.5
25-34 YRArS..cueeiiettrannottnaannnnaan 24.6 24.3 30.9 24.5 28.8 29.1 28.5 25.1
35-84 YRArS.eversssrveronsecatnnnnoras 20.3 19.3 24.9 18.8 21.0 20.9 21.9 17.2
B5-50 YEArS..crveececarcnecaranasncnas 22.2 2l.4 25.5 17.2 18.6 18.6 17.7 15.5
55-64 YEArS..ceveresecreconnsnnasenoas 29.2 25.1 27.9 17.8 18.2 17.4 17.4 15.3
65-74 YEAIrS.useeeearreascasnrrsescennen 38.8 31.4 32.8 21.9 20.7 19.2 19.4 18.5
75-84 YEArS.uueeseaessnanncsescssonann 52.7 41.8 43.5 31.1 28.7 28.1 28.3 27.4
85 years and OVE .. ceeeerenresceannns 45.1 37.9 36.6 24.9 24.4 27.6 32.2 31.5

White male
A1l ages, age adjusted®........... 35.9 34.0 40 31.4 35.5 34.8 —-- -
A1l ages, crude...ovvieennanennnns 35.1 31.5 39.1 31.8 36.6 35.9 --- -—-
Under 1 year...vieeceeescascssosecoans 9.1 8.8 9.1 7.8 7.4 7.0 ——— -—--
14 years.ieeeiiiiiereieneniincionnnss 13.2 11.3 12.2 10.8 9.7 9.5 -—- -—
5-14 YEArS.ueeeverocncssesessacecssnns 12.0 10.3 12.6 10.7 10.6 9.8 -— ---
15-24 YEarS..eriieescecncanssconnsanan 58.3 62.7 75.2 63.7 75.4 73.8 —-= -—=
2534 YRArS..esrsrecosennarasaraenonns 39.1 38.6 47.0 37.6 46.0 46.6 --- ---
35-44 YRArS..sveieitiininanereiaeaann 30.9 28.4 35.2 27.6 30.7 30.7 - ---
45-50 YEArS.seeeveresrancancessonrnnns 31.6 29.7 34.6 24.0 26.5 26.3 -—- -
55-64 YOArS..eceeecaersrctnncescnnrans 41.9 34.4 39.0 24.2 25.5 23.9 - ---
B5-74 YEArS.eseecoassoccnssvsnnsnsosss 59.1 45.5 46.2 30.2 29.0 25.8 ——— -
75-84 YEArS..eeitsasrcatrncccncooncnan 86.4 66.8 69.2 50.5 46.4 43.6 - ---
85 years and OVEr...eevseervinosncoans 79.3 61.9 72.0 49.6 48.5 57.3 --- -—-
White female

A1l ages, age adjusted4 ........... 10.6 11.1 14.4 10. 12.3 12.3 --- ——
A1l ages, crude...veiiennnnnnnann. 10.9 11.2 14.8 11.3 l2.8 12.8 - -—
Under 1 year.eeseeeereoesosecscnancnons 7.8 7.5 10.2 8.2 6.2 7.1 - ---
14 YEaArS.eeeeirvercsseennanasonacesas 10.1 8.3 9.6 8.0 8.9 7.7 - -—-
5-14 YEArS..ecisereeerrcannesvesarnnns 5.6 5.3 6.9 6.0 6.1 5.7 - ---
15-24 YRarS.cvernnueeinerseennannns 12.6 15.6 22.7 18.2 22.8 23.0 -—- -
25-34 YEAYSiieeeerancrnnnasosasaasnans 9.0 9.0 12.7 10.3 12.1 12.2 -—- ---
35-44 YEArS..evereverirrinteaneneananns 8.1 8.9 12.3 8.7 10.6 10.6 --- ---
A45-54 YRaArS..evecerreeteatntanacannnns 10.8 11.4 14.3 8.8 9.8 10.2 --- ---
55-64 YRArS..eeviiirseneesscanarananes 15.0 15.3 16.1 10.3 10.3 10.5 -—- ---
B5-78 YRArS...vvviiienenninnnnanersans 20.9 19.3 22.1 14.3 13.7 13.4 -—- ---
75-84 ¥RArS..vvieririeianasnienaaanaan 25.4 23.8 28.1 20.0 18.9 19.0 -—- -
85 years and OVer.eeeeeeiireneecannnan 22.3 22.2 18.9 13.2 14.0 15.3 --= --=

See footnotes at end of table.
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Table 20. Death rates for motor vehicle accidents, according to race, sex, and age: United States,
selected years 1950-82--Continued

(Data are based on the National Vital Statistics System)

Year
Race, sex, and age
19500 1960 1970 1975 1979 1980 19812 19822
Black male Number of deaths per 100,000 resident population

A1l ages, age adjusted4 ........... 39.8 38.2 50.1 35.5 33.7 32.9 ——- -

A1l ages, crude....eeeeriierenaann 37.2 33.1 44.2 32.4 31.6 31.1 -— -
Under 1 year...ioeeee i iininennnennnss 9.0 *6.8 10.6 8.7 3.8 7.8 ——- ——
1-4 years..coiieiiiiiieieiiiernaneann i ) 12.7 16.9 16.4 13.1 13.7 - .
B-ld YRArS .. vet ittt 9.7 10.4 16.1 12.9 11.2 10.5 -—- -
15-24 YEArS.eeteueeennnesoseansnsnanas 41.6 46.4 58.1 33.4 34.5 34.9 - -
25-34 YRAIS .. veeureernasrteaaannnonans 57.4 51.0 70.4 49.7 46.8 44,9 — _—
35-44 YearS. . eeiiaeinir it 45.9 43.6 59.5 43.2 42.1 41.2 ——— -
B5-54 YeaArS..vevieiiintnetaiaanreanes 49.9 48.1 61.4 43.2 42.6 39.1 -—- -
55-B4 YEArS..vureeenrssssrornscnsssnes 58.8 47.3 62.1 44,7 42.0 40.3 — -
B5-74 YEArS.eretirrirancatantaaaanane 48.5 46.1 54.9 50.4 41.5 41.8 - -—
75-84 YEArS.vetveneeeenaorresarannss 61.8 51.8 51.5 42.8 38.2 46.5 ——— ——-
85 years and OVer....evceiinncesennnss f ) *58.6 53.8 43.5 55.8 34.0 ——— .-

Black female

A11 ages, age adjusted4 ........... 10.3 10.0 13.8 9.3 8.7 8.4 -—- ———

A1 ages, crude...ooeevenieciinnnn 10.2 9.7 13.4 9.1 8.7 8.3 —— ——-
Under 1 year.....coeeeennirnnacnannnes 7.0 8.1 11.9 8.0 5.9 5.3 ——— —_—
18 YRArS. .ttt ieieteenrnenocnananonns $ : 8.8 12.6 11.2 9.5 9.5 - —-—-
5-ld YEArS.eurreieinennonseasnnannnsns 6.2 5.9 9.3 5.9 5.2 5.2 —— -—-
15-24 yEarS.ueeiieiaseainsriraaaunans 11.5 9.9 13.4 8.6 9.3 8.0 —— -
25-30 YRAIrS..iiirirrrenonrnresnnansans 10.7 9.8 13.3 8.6 9.4 10.6 - -
35-44 YEArS..iernerroanannnirnvensanns 11.1 11.0 16.1 9.6 8.3 8.3 ——- ——-
A5-50 YRArS.uueieseusroranerrasnsienns 10.6 11.8 16.4 12.0 8.9 9.1 _——— -
55-64 YEarsS...ciireniactttincsneianns 14.0 14.0 17.1 11.6 11.2 9.3 - -
85-78 JEaArS. . veeseeereronoacsssannsanss 12.7 14.2 16.3 11.5 10.7 8.5 - -—
75-84 YEArS.eeireesrrnerocnansrsninaas 17.6 8.8 14.3 13.4 13.3 11.1 - -
85 years and over.......oooeiiiiins § . *21.1 17.5 9.5 7.7 12.3 —- -
%Inc]udes deaths of nonresidents of the United States.
3Provisiona] data.
4Inc1udes all races and both sexes.

Age adjusted by the direct method to the total population of the United States as enumerated in 1940, using 11 age
groups.

NOTE: For the data years shown, the code numbers for motor vehicle accidents are based on the then current International
Classification of Diseases: for 1950, the Sixth Revision, Nos. E810-E835; for 1960, the Seventh Revision, Nos. EB810-
£835; for 1970-78, the Eighth Revision, Adapted for Use in the United States, Nos. E810-E823; and for 1979-82, the Ninth
Revision, Nos. EB10-E825.

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. II, 1950-80. Public Health
Service. Washington. U.S. Government Printing Office; Annual summary of births, deaths, marriages, and divorces, United
States, 1982. Monthly Vital Statistics Report. Vol. 31-No. 13. DHHS Pub. No. (PH3) 83-1120. Public Health Service.
Hyattsville, Md., Sept. 27, 1983; Data computed by the Division of Analysis from data compiled by the Division of Vital
Statistics; U.S. Bureau of the Census: Population estimates and projections. Current Population Reports. Series P-25,
No. 310. Washington. 1.S. Government Printing Office, June 1965; 1950 Nonwhite Population by Race, Special Report P-E,
No. 3B. Washington. U.S. Government Printing Office, 1951; General population characteristics, United States summary,
1960 and 1970. U.S. Census of Population. Final reports PC(1)-1B and PC(1)-Bl. Washington. U.S. Government Printing
Office, 1961 and 1972.




Table 21. Death rates for homicide and legal intervention, according to race, sex, and age: United States,

selected years 1950-82

(Data are based on the National Vital Statistics System)

Year
Race, sex, and age
19500 19601 1970 1975 1979 1980 19812 19822
Tota13 Number of deaths per 100,000 resident population

A1l ages, age adjusted4 ......... 5.4 5.2 9.1 10.4 10.2 10.8 10.3 9.7
A1l ages, crude...ceeenncnnnn... 5.3 4,7 8.3 9.9 10.0 10.7 10.2 9.6
Under 1 year..i.ieeeeeeeennrnnneeanensns 4.4 4.8 4.3 5.6 5.0 5.9 4.5 2.7
1o YEArS. i inreereneennneenrosoennnnns 0.6 0.7 1.9 2.4 2.5 2.5; 1.4 1.4

5214 YEarS.uieserecrssassnnaceennnnnnn 0.5 0.5 0.9 1.0 1.1 1.2 - -
15-24 ¥earS. . teiiteneerannrannnannnanns 6.3 5.9 11.7 13.5 14.5 15.6 14.7 13.9
25-34 YEaArS.ictresrecernanrroraannanns 9.9 9.7 16.6 18.1 18.2 19.6 18.8 17.5
3544 YEaArS..reieteneerannennneasoenan 8.8 8.1 13.7 15.8 14.3 15.1 14.8 12.8
B5-Bd YRArS .. eeereeeernracnansnasoncan 6.1 6.2 10.1 11.6 10.8 11.1 11.0 10.8
55-64 YEaArS.eueeiecancnrnectorocasanan 4.0 4.2 7.1 7.9 7.0 7.0 6.4 7.0
65-74 YRArS. . iiieeereteiiatreneenann 3.2 2.8 5.0 6.0 5.4 5.7 5.5 4.8
75-80 YRaArS.eeeeernaeeennannsenannaans 2.6 2.4 4.0 5.4 4.8 5.2 4.3 4.2
85 years and over......ciiviiininnannns 2.3 2.4 4.5 4.8 5.0 5.3 5.9 6.1

White male
A1l ages, age adjusted4 ........... 3.9 3.9 7.3 9.3 9.9 10.9 —~—— -—
A1l ages, crude.eeereneeraennnnns 3.9 3.6 6.8 9.0 9.9 10.9 - _——
Under 1 year.....eeeeeeeeeneanenenennn 4.3 3.8 2.9 4.9 4.0 4.3 - -
LT o 0.4 0.6 1.4 1.9 1.7 2.0 — ——
5-14 YeArS..uiieeeeasenccccncansennannn 0.4 0.4 0.5 0.8 1.0 0.9 -— -
15-24 YRArS.eeeieeecenrrennannnnnnnnnn 3.7 4.4 7.9 11.0 14.4 15.5 - —
25-34 YRArS..eeiaeatancncanennnennnnes 5.4 6.2 13.0 15.3 16.8 18.9 —-— -
35-44 YearS..cciiiiieecttnnnanerranaan 6.4 5.5 11.0 14.4 13.9 15.5 -— -
A5-54 ¥RArS..ieiveierionaccnnnnananans 5.5 5.0 9.0 11.3 11.2 11.9 -_— -
5568 YBArS...veeieeererrarnnnnnannnnn 4.4 4.3 7.7 8.8 7.4 7.8 -—- -
B5-74 YEArS..verrninaccnsansnnnonnnans 4.1 3.4 5.6 7.0 6.0 6.9 —— —
75-88 YBArS.iiuerieerenacccnarunncnnnn 3.5 2.7 5.1 6.4 5.4 6.3 - -
85 years and OVer..eeeeeeesvonecssenna 1.8 *2.7 7.0 5.7 6.0 6.4 -— -—
White female

A1l ages, age adjusted4 ........... 1.4 1.5 2.2 2.9 2.9 3.2 —— ———
A1l ages, crude..eeeevrencnrenanan 1.4 1.4 2.1 2.9 3.0 3.2 _— _—
Under 1 year...eeieeeerrneneeneennnnn, 3.9 3.5 2.9 3.4 2.8 4.3 -— _—
14 YEarS. . ieeeeeererrrerreneeanaennns 0.6 0.5 1.2 1.2 1.7 1.5 — -
B-ld YBaArS.eeeeeesoeeersvnesonannnnnns 0.4 0.3 0.5 0.8 0.7 1.0 -— -
15-24 JRArS.eeeueeeennraranecnnnancnan 1.3 i.5 2.7 4.0 4.3 4.7 ——— -
25-30 YEArS..eiieiitntcncncacnneoannens 1.9 2.0 3.4 4.0 4.0 4.3 —— -
35-44 YRArS..eeeiiiiiietetennoaannnan 2.2 2.2 3.2 4.0 3.6 4.1 -— -
A5-58 YRArS.seevrureesaacaasannncnnnns 1.6 1.9 2.2 3.0 2.9 3.0 - —
5568 YRAIrS.evuveecesteraesaannenanaas 1.3 1.5 2.0 2.3 2.1 2.1 -— —--
65-74 YEArS..uieeoseesionsransoaereana 1.1 1.1 1.7 2.3 2.6 2.5 - -
75-84 YEArS..evererrrroannrnnasennanes 1.2 1.2 2.5 3.6 2.9 3.3 - -—
85 years and OVer...ceeeeneerrvenenenn 1.9 *1.5 2.0 3.2 4.1 4.0 -—- ———

See footnotes at end of table.
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Table 21. Death rates for homicide and legal intervention, according to race, sex, and age: United States,
selected years 1950-82--Continued

(Data are based on the National Vital Statistics System)

Year
Race, sex, and age
10500 19601 1970 1975 1979 1980 19812 19822
Black male Number of deaths per 100,000 resident population

A1l ages, age adjusted4 ........... 51.1 44.9 82.1 79.8 70.1 71.9 - -——

A1l ages, Crude....cceevevecsnnenss 47.3 36.6 67.5 69.0 63.8 66.6 -— —
Under 1 year.ie.eeerevernnosossnvannns 1.8 10.3 14.3 14.8 16.5 18.6 -— -—
14 YeaArS.eevenereseseassssncacssannns $ : *1.7 5.1 7.9 6.3 7.2 ——— -
B5-14 YEarS.u.ieessseceasccacscascncanns 1.8 1.4 4.2 2.7 3.2 2.9 -—-- -—
15-24 YEArS..eiveeeosessrccannssananns 58.9 46.4 102.5 89.0 76.5 84.3 -— -—
25-34 YEArS.eee.versceccorsnsccosconns 110.5 92.0 158.5 156.9 140.7 145.1 - m~—
35-84 YBArS.ereerrcrocerococsassanncos 83.7 77.5 126.2 125.5 111.1 110.3 - —
4554 YEaArS.ceeeresssrorascccscancasas 54.6 54,8 100.6 102.0 84.8 83.8 - -—
53-64 YRAIrS..cveeevencecracsrascsansnas 35.7 31.8 59.8 62.3 57.8 55.6 —— ——-
B5-74 YEArS.eeueeescsovvascsannsnannns 18.7 19.1 40.6 41.2 32.6 33.9 —— —
7584 YBArS..eseeesecsrcrunenssannesns 11.5 16.1 18.9 23.0 24.8 27.6 ——— -—
85 years and OVEr....ecueevecaceasanes 2 ' *10.3 23.1 26.1 17.3 17.0 -— -—-

Black female

A1l ages, age adjusted4 ........... 11.7 11.8 15.0 16.1 13.9 13.7 -— -—

A1l ages, crude..cesssaresss Ceeens 11.5 10.4 13.2 14.9 13.5 13.5 -— -
Under 1 year..uveeseeececeneensne eeees 2.6 13.8 10.7 13.7 10.5 12.8 -—- -—
1-4 ¥ears.eeeeversncvesses ceenes Cenees % * *1.7 6.3 6.6 7.7 6.4 - -
5-14 years..ecueees. vesiae teesrenaians 1.2 1.0 2.0 2.0 2.1 2.2 -— -—
1524 years..eveees. veesee [ veceee 16.5 11.9 17.7 20.3 18.2 18.4 -—- ---
25-34 YearS.ievecsronsenns eeeae eiees 26.6 24.9 25.6 27.6 23.7 25.8 —-—- -
35-44 YEArS..evcerecrtsrennanssnsaonns 17.8 20.5 25.1 24.6 18.6 17.7 -—= -—-
45-54 YEArS..eeenveccssonssassnsncnsan 8.5 12.7 17.5 17.8 14.1 12.5 - -
B5~B4 YBArS.esressoeneeraosssessanuns . 3.6 6.8 8.1 10.4 10.3 8.9 —-—- -
B5-78 YEArS.ceeeeessssasnssonsnossvans 3.4 *3.3 7.7 9.1 9.7 8.6 -— -—
75-84 YEArS.eevseracnnesosnnnassecvens 4.0 *2.5 *5,7 7.0 10.0 6.7 -— -—
85 years and OVEr.....ceeeecocscneocss i ‘ *2.6 11.1 8.3 5.8 8.5 -— -—-

1Inc]udes deaths of nonresidents of the United States.

Provisional data.

Includes all races and both sexes.

Age adjusted by the direct method to the total population of the United States as enumerated in 1940, using 1l age
groups.

NOTE: For the data years shown, the code numbers for homicide and legal intervention are based on the then current
International Classification of Diseases: for 1950, the Sixth Revision, Nos. E964, E980-E985; for 1960, the Seventh
Revision, Nos. E964, E980-E985; for 1970-78, the Eighth Revision, Adapted for Use in the United States, Nos. E960-E978;
and for 1979-82, the Ninth Revision, Nos. E960-E978.

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. II, 1950-80. Public Health
Service. Washington. U.S. Government Printing Office; Annual summary of births, deaths, marriages, and divorces, United
States, 1982. Monthly Vital Statistics Report. Vol. 31-No. 13. DHHS Pub. No. (PHS) 83-1120. Public Health Service.
Hyattsville, Md., Sept. 27, 1983; Data computed by the Division of Analysis from data compiled by the Division of Vital
Statistics; U.S. Bureau of the Census: Population estimates and projections. Current Population Reports. Series P-25,
No. 310. Washington. U.S. Government Printing Office, June 1965; 1950 Nonwhite Population by Race, Special Report P-E,
No. 3B. Washington. U.S. Government Printing Office, 1951; General population characteristics, United States summary,
1960 and 1970. U.S. Census of Population. Final reports PC({1)-1B and PC(1)-Bl. Washington. U.S. Government Printing
Office, 1961 and 1972.
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Table 22. Death rates for suicide, according to race, sex, and age: United States, selected years 1950-82

(Data are based on the National Vital Statistics System)

Year
Race, sex, and age
19500 19601 1970 1975 1979 1980 19812 1982%
Totaﬂ3 Number of deaths per 100,000 resident population

A1l ages, age adjusted4 ......... 11.0 10.6 11.8 12.5 11.7 11.4 11.3 11.5
A1l ages, crude..ceeeecnnrnennns 11.4 10.6 11.6 12.6 12.1 11.9 11.8 12.0
Under 1 year....ceveeiiioninnnnennnnns - .. . ee

1-4 yearS.cieesisesesees detiesaareanas - ..
514 YRaArS. e e en e 0.2 0.3 0.3 0.4 0.4 0.a4 0.4 0.3
15-24 yEArS..iiveerecannencroonananans 4.5 5.2 3.8 11.7 12.4 12.3 12.5 12.5
25-34 YRArS.sieveeccanarssencasennonns 9.1 10.0 14.1 16.1 16.3 16.0 16.2 15.5
35-44 YEArS..iecieresnsatncocncsocanns 14.3 14.2 16.9 17.4 15.4 15.4 14.7 16.5
45-54 YRArS..svenencaritentonancenanns 20.9 20.7 20.0 20.1 16.5 15.9 15.9 15.9
55-64 YRaArS..ievaeerensorsencacannanss 27.0 23.7 21.4 19.8 16.6 15.9 14.6 15.9
B65-74 YEArS.ceeeeeensccasoscncanoncnss 29.3 23.0 20.8 19.6 17.8 16.9 16.9 16.7
75-88 YBAIrS..eeeeerrnecnronnoanrnnenns 31.1 27.9 21.2 19.7 20.8 19.1 13.8 19.7
85 years and OVer...cieveoeeensaassenens 28.8 26.0 20.4 13.6 17.9 19.2 20.7 17.2

White male
A1 ages, age adjusted’........... 18.1 17.5 18.2 19.6 18.6 18.9 — e
A1l ages, Ccrude..eceecersnacenanas 19.0 17.6 18.0 19.9 19.6 19.9 - -—
Under 1 year..ieveveoreinnronneoneenss - e - R
1-4 years..cuceeeieennnaneneenacncanns - e - -
5-14 YRArS..cecrieceeacncesercancannonns 0.3 0.5 0.5 0.8 0.6 0.7 — ———
15-24 yearsS...ccceerrennsnscosansannns 6.6 8.6 13.9 19.3 20.5 21.4 - -
25-30 YeArS.ce.eststrceeccscnaonrnnnan 13.8 14.9 19.9 24.0 25.4 25.6 —- ——-
3544 YRArS.ceiaviraesesosacarrasnnnns 22.4 21.9 23.3 24.4 22.4 23.5 -—- _—_—
45-54 yearS..ceeerrsancacacnasirnesens 34.1 33.7 29.5 29.7 24.0 24.2 -— ———
55-64 years.....cevieiciinncecntonanns 45,9 40.2 35.0 31.9 26.3 25.8 -—- ——-
B5-78 YRArS..iciieerereenoncasnrsannns 53.2 42.0 38.7 36.0 33.4 32.5 - -
75-84 YRArS.e.eeracerssrcscscansnonnas 61.9 55.7 45.5 43.2 48.0 45.5 - -—-
85 years and over....ceiiiiiiiiinan., 61.9 61.3 50.3 51.1 50.2 52.8 - .
White female

A1l ages, age adjusted®........... 5.3 5.3 7.2 7.3 6.3 5.7 - e
ATl ages, crude..ceveeeccennennans 5.5 5.3 7.1 7.3 6.5 5.9 - -
Under 1 year..ieeeeseerosvesescanonnns - .. .. .o - ———
1-4 ¥RaArS. i veeeirerrrecensonccacnnannn - .. .. -— —
5-14 YRaArS.eeeesesssnrsosssssosarsnnos 0.1 *0.1 0.1 0.2 0.3 0.2 — —-
15-28 YRArS.eeeearrescosacosonnaonnens 2.7 2.3 4,2 4.9 4.9 4.6 —— “—-
25-34 YRArS.seesacrscrcerenannnssocnens 5.2 5.8 9.0 8.8 7.8 7.5 - -
35-44 YRArS.eeeirnernecraernsseannenns 8.2 8.1 13.0 12.6 10.1 9.1 - -
45-50 YRArS..ccirecnsrarncectntanenann 10.5 10.9 13.5 13.8 11.6 10.2 —— -
B5-60 YEArS. eusesseoseannnsercsosaans 10.7 10.9 12.3 11.5 9.9 9.1 -— -
B5-74 YEArS...ueesrensnarorecsosnonnns 10.6 8.8 9.6 9.4 7.8 7.0 -— -—-
75-84 yEArS..ceicriinitiiineteneinnans 8.4 9.2 7.2 7.5 6.7 5.7 -— R
85 years and OVer....reeceecencnaannns 8.9 6.1 6.1 4.8 5.0 5.8 —— -——-

See footnotes at end of table.
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Table 22. Death rates for suicide, according to race, sex, and age: United States, selected years 1950-82--Continued

(Data are based on the National Vital Statistics System)

Year
Race, sex, and age
19500 1960! 1970 1975 1979 1980 19812 19827
Black male Number of deaths per 100,000 resident population
AN ages, age adjusted”........... 7.0 7.8 9.9 11.4 12.5 11.4
A1l ages, Crude.eeeeveriinsnennnns 6.3 6.4 8.0 9.9 11.5 10.3 - -
Under 1 year...eeeeeerveeernennnananns v . ve v Ve - -
Y 1 S 2 - .. . .. .. - —— ——
5-14 YRaArS. .t iiirittnrer ittt - *0.1 *0.1 0.1 0.2 0.3 ——— -
15-24 yearS. vt iii ettt 4.9 4.1 10.5 12.7 14.0 12.3 ——— ——
25-34 YEaArS..ieee.eaan e eteranir e, 9.3 12.4 19.2 23.4 24.9 21.8 - -
35-44 years........... e ereeeaeeaaeen. 10.4 12.8 12.6 16.0 16.9 15.6 — _——
A5-58 YRAIS . eeererrenannreneaneanannes 10.4 10.8 13.8 12.4 13.8 12.0 - -
55-64 YBArS.eustanereiranaerenanannnas 16.5 16.2 10.6 10.7 12.8 11.7 - ——-
65-74 YEArS.euinnrateiieatiiaa e 10.0 11.3 8.7 11.6 13.5 11.1 -— -
7580 YRArS..iirnetnetieraertananans 6.2 *6.6 *8.9 11.7 10.5 10.5 - -
85 years and OVer.......eeeeeocecaans- i . *6.9 10.3 4.3 15.4 18.9 ——— -
Black female

A1l ages, age adjusted®........... 1.7 1.9 2.9 2.9 2.9 2.4
A1l ages, Crude....veeenrenenenans 1.5 1.6 2.6 2.7 8 2.2 ——— -—
Under 1 year..eeieeeniirnnenonnnnannas - vee . . Ve vee - -——-
14 YRArS . it iie it it ; ves .. vee vee vee —— —-
5-ld YEArS . vttt eeeerierertaanraiaaas - *0.0 *0.2 0.1 0.1 0.1 - ——-
15-28 YRArS.vvivvreerinnrrtunnnsninnns 1.8 1.3 3.8 3.2 3.3 2.3 - —--
2530 YOATS . ettt it 2.6 3.0 5.7 5.4 5.4 4.1 - —-
35-44 YEArS. et eeartacertncrconanaans 2.0 3.0 3.7 4.0 4.1 4.6 _—— ———
A5-584 YBArS. oot rreniansnrisnrnnussss 3.5 3.1 3.7 4.0 2.9 2.8 -— -—-
55-64 YEArS..eetenereernnneasseanennns 1.1 *3.0 *2.0 3.4 3.8 2.3 -—- -
B5-74 YEArS..eiereeriearearonosoanaans 1.9 *2.3 *2.9 3.0 2.6 1.7 - ——-
75-84 YEANS .. evenrrotenniatannarenaans 2.4 *1.3 *1.7 1.2 2.5 1.4 ——- ——-
85 years and OVer......covviiiniiuannn 2 . - 3.2 - 1.0 - -——- ——

1Inc]udes deaths of nonresidents of the United States.

Provisional data.

Includes all races and both sexes.

Age adjusted by the direct method to the total population of the United States as enumerated in 1940, using 11 age
groups.

NOTE: For the data years shown, the code numbers for suicide are based on the then current International Classification
of Diseases: for 1950, the Sixth Revision, Nos. E963, E970-E979; for 1960, the Seventh Revision, Nos. E963, E970-E979;
for 1970-78, the Eighth Revision, Adapted for Use in the United States, Nos. E950-£959; and for 1979-82, the Ninth
Revision, Nos. E950-E959.

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. II, 1950-80. Public Health
Service. Washington. U.S. Government Printing Office; Annual summary of births, deaths, marriages, and divorces, United
States, 1982. Monthly Vital Statistics Report. Vol. 31-No. 13. DHHS Pub. No. (PHS) 83-1120. Public Health Service.
Hyattsville, Md., Sept. 27, 1983; Data computed by the Division of Analysis from data compiled by the Division of Vital
Statistics; U.S. Bureau of the Census: Population estimates and projections. Current Pgpulation Reports. Series P-25,
No. 310. Washington. U.S. Government Printing Office, June 1965; 1950 Nonwhite Population by Race, Special Report P-E,
No. 3B. Washington. U.S. Government Printing Office, 1951; General population characteristics, lnited States summary,
1960 and 1970. U.S. Census of Population. Final reports PC(1)-1B and PC(1)-Bl. Washington. IJ.S. Government Printing
Office, 1961 and 1972.




Table 23. Infants weighing 2,500 grams or less at birth, according to race, geographic division, and State:
United States, average annual 1968-70, 1973-75, and 1978-80

(Data are based on the National Vital Statistics System)

1968-70 1973-75 1978-80°

Geographic division

and State All

stharl Total?  uhite Black  Total?  White  Black

Total White

Infants weighing 2,500 grams or less at birth per 100 total 1ive births

United States......... 8.1 7.0 13.5 7.5 6.3 13.2 7.0 5.8 12.6

New England.....covueenn 7.7 7.3 13.8 6.8 6.5 12.2 6.3 5.9 11.9
MaTne.eueeeeeoesennscnscnaans 7.3 7.3 *10.2 6.3 6.3 *6.5 5.7 5.7 *6.3
New Hampshire............... 6.9 6.9 *8.3 6.6 6.6 *8.0 5.6 5.6 *6.1
Vermont....ceeieerenencennns 7.6 7.6 *4.5 6.7 6.7 *8.0 6.1 6.1 *11.4
Massachusetts..oviveeiacanns 7.6 7.3 13.0 6.9 6.6 11.6 6.2 5.8 11.2
Rhode Island......ccceeeenne 7.9 7.4 *16.7 6.8 6.5 *12.2 6.4 6.0 *12.1
Connecticut..cecninvenennns. 8.0 7.2 14.4 7.0 6.3 13.0 6.9 6.0 12.8
Middle Atlantic......... 8.5 7.3 14.7 7.8 6.5 13.7 7.3 6.0 13.0

New YOrK.eeoeecoosunaooconans 8.8 7.5 14.4 8.0 6.7 13.4 7.6 6.2 12.8
New Jersey...cevsesccacacans 8.4 7.1 14.8 7.9 6.5 14.1 7.3 5.8 13.2
Pennsylvaniaeeeeieveeeeneans 8.0 7.0 15.6 7.4 6.4 14.2 6.7 5.7 13.4
East North Central...... 7.7 6.7 14.0 7.3 6.1 13.5 6.8 5.6 13.3
ON10eesicecneecancacccccenns 7.7 6.8 14.1 7.3 6.4 13.3 6.8 5.8 13.1
Indiana..eeeeecerennaceannns 7.2 6.7 12.7 6.6 6.0 11.9 6.4 5.7 12.3
ITT19N01S i eeennenenvannnanns 8.3 6.8 14.3 7.8 6.2 14.0 7.3 5.6 13.7
Michigan...eieieeencennonnes 7.9 6.7 14.4 7.5 6.2 13.8 7.0 5.8 13.3
HisconSin. .o cieeeennneeenns 6.6 6.3 11.9 6.0 5.6 12.6 5.5 5.0 12.6
West North Central...... 6.8 6.3 12.6 6.3 5.8 13.3 5.8 5.2 12.6
MinNEsSOtaeeeecereononsrnoaes 6.3 6.2 11.4 5.6 5.4 *13.0 5.2 5.0 *11.5
- PR 6.0 5.9 *10.6 5.8 5.6 *12.7 5.1 4.9 *12.1
MiSSOUri.eueeesnceonsnconass 7.7 6.6 13.7 7.3 6.1 13.6 6.8 5.6 13.0
North Dakota......ccuveeeenns 5.9 5.9 *6.4 5.6 5.4 *7.9 5.1 4.9 *9.6
South Dakotd..eeeeeevneancas 6.1 6.0 *7.5 6.3 6.0 *13.1 5.1 4.9 *13.2
Nebraska...ceeenseeecocoeans 6.7 6.4 *13.3 6.1 5.8 *12.4 5.7 5.3 *]12.8
KanSaS.eseesosoassrosecnsnas 7.1 6.6 13.0 6.4 5.9 12.7 6.2 5.6 12.1
South Atlantic.......... 9.1 7.3 13.9 8.4 6.6 13.1 8.0 6.1 12.6
Delaware...ceeceesceccnscans 8.6 6.8 15.3 7.7 6.2 13.3 7.5 5.6 13.9
Maryland...occeeeenienccanns 8.8 7.1 14.2 7.9 6.2 12.9 7.9 5.9 12.5
District of Columbia........ 13.4 8.4 14.3 13.1 *7.2 14.1 12.8 6.3 14.1
Virginda.eieececeeanenoceas 8.6 7.1 13.7 7.7 6.3 12.5 7.4 5.9 12.0
West Virginiae..oeeveeennnns 8.2 7.9 *14.5 7.3 7.1 *11.9 6.8 6.5 *12.4
North Carolina.......cc..... 9.4 7.4 14.2 8.7 6.8 13.3 8.0 6.2 12.3
South Carolina....eeeeeene.. 9.9 7.6 13.8 9.0 6.6 12.9 8.8 6.0 12.8
GEOTgiaseeereececaanvnaosane 9.3 7.2 13.9 9.1 6.8 13.4 8.6 6.3 12.7
Florida..eeeeeeeanneeaacenss 8.7 7.1 13.3 8.1 6.5 13.0 7.7 6.1 12.3
East South Central...... 8.7 7.2 13.0 8.2 6.5 12.6 7.9 6.2 12.3
Kentucky.ooevevoeeennenannns 8.0 7.5 13.4 7.3 6.8 12.3 7.0 6.4 12.4
TEeNNESSER.teererveseannsanen 8.6 7.1 14.3 8.0 6.6 13.2 8.0 6.5 13.2
Alabama..eceecieneeeannannes 9.0 7.2 12.7 8.5 6.4 12.5 8.1 5.9 12.1
MissisSippiceeercrececennans 9.5 6.8 12.3 9.1 6.2 12.4 8.7 5.9 11.9

See footnotes at end of table.
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Table 23. Infants weighing 2,500 grams or less at birth, according to race, geographic division, and State:
United States, average annual 1968-70, 1973-75, and 1978-80--Continued

(Data are based on the National Vital Statistics System)

1968-70 1973-75 1978—803
Geographic division
and State Total  White A1 totat?  wnite Black  Total?  White  Black
Infants weighing 2,500 grams or less at birth per 100 total live births
West South Central...... 8.5 7.1 13.8 8.0 6.7 13.3 7.4 6.1 12.6
ArkansSasS...eeeeeoeoncemonacns 8.4 7.0 12.4 8.1 6.6 12.7 7.5 5.9 12.3
LouiSTana.eee e reeeaaarnuann 9.6 6.8 14.2 9.2 6.6 13.0 8.7 6.1 12.7
OkT1ahoma..vveeerennnaarnones 7.9 7.3 11.5 7.5 7.0 14.0 6.8 6.2 12.4
TEXBS e e v v coroonananannass 8.2 7.1 14.3 7.7 6.6 13.5 7.1 6.1 12.7
Mountain..coveeeneennens 8.4 8.1 10.7 7.4 7.2 13.4 6.7 6.5 12.8
MONEANA. e enerecoanannnnaanss 7.6 7.5 *8.6 7.0 6.9 *12.9 5.7 5.6 *9.5
1daho. e veereeiennnrnnnn e 6.6 6.6 *7.6 6.0 5.9 *4.0 5.4 5.3 *9.2
Wyoming..oveiuereannenns wees 9.2 9.0 *14.4 8.7 8.7 *15.5 7.5 7.4 *16.1
Cotorado..eseeeeeanennns vees 9.9 9.6 15.0 9.1 8.8 15.2 8.2 7.9 14,7
New MexiCO.veereraneenrannn- 9.4 9.4 9.5 8.8 8.8 *13.0 8.2 8.1 *13.6
ArizZona..eeeeeceeenannnnnann 7.6 7.3 9.4 6.6 6.4 *11.4 6.1 5.9 11.3
Utah. oo iiieenimenannnnnnens 6.7 6.6 *9.8 5.5 5.4 *20.3 5.4 5.4 *9.3
Nevada..eeeoessonncnasannns 9.7 9.1 *13.8 8.0 7.4 *13.3 7.1 6.4 *12.3
Pacific..eeeeuanans. N 7.0 6.4 10.8 6.3 5.6 11.9 5.9 5.3 11.3
Washington.....vevivinnnennn 6.7 6.4 10.9 6.0 5.7 10.8 5.3 5.0 10.1
Oregon...ceeeesseanaannsnnes 6.4 6.2 *10.7 5.7 5.5 *11.8 5.1 5.0 *10.8
Californiaeeeeesnnecensannes 7.1 6.4 11.3 6.3 5.6 12.0 6.1 5.4 11.5
Alaska.eeereevrrcneeanannaas 6.7 6.5 7.1 5.7 5.2 *10.5 5.5 5.0 *7.2
Hawaii.oeeeeoennininnnnnnens 8.9 7.3 9.5 7.8 5.9 *7.5 7.1 5.8 *9.3
1

Data by birth weight for the black population not available for these years. In the Middle Atlantic, East North
Central, South Atlantic, East South Central, and West South Central Divisions, more than 95 percent of the births in
the "all other" racial category were black. However, in the Mountain and Pacific States, most of the births in the
"all other" racial category were not black. Overall, 91 percent of the births in the "all other" racial category were
black for the 3-year period. Based on more recent data, other than black infants of the "all other" racial category
have a much lower low-birth-weight ratio than black infants. In fact, this other group's ratio is similar to the
white ratio. Therefore, combining the black and other groups distorts the picture, making a trend difficult to
interpret.

2Includes all other races not shown separately.

3For 1979 and later, data are for infants weighing Tess than 2,500 grams at birth.

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



Table 24. Live births, according to race and selected characteristics: United States, selected years 1970-80

(Data are based on the National Vital Statistics System)

Year
Race and selected
characteristic
1970 1975 1976 1977 1978 1979 1980
ToTAL!
2 Percent of live births
Birth weight
2,500 grams or 1eSS...ceeeeeesessacacaneans 7.94 7.39 7.26 7.07 7.11 6.94 6.84
1,500 grams or 1eSS.eavsvens tetrsersrasaoens 1.17 1.16 1.15 1.13 1.17 1.15 1.15
Education of mother
Less than 12 years.eieieiiecsseresscsannnns 30.8 28.6 27.4 26.2 26.1 24.4 23.7
16 years Or MOr€..ceeessssesasocssrsnsenses 8.6 11.4 12.1 12.6 13.1 13.7 14.0
Prenatal care began
lst trimester.ieeeeverenirnsrocnnnnnsnnnns 68.0 72.4 73.5 74.1 74.9 75.9 76.3
3rd trimester or no prenatal care.......... 7.9 6.0 5.7 5.6 5.4 5.1 5.1
WHITE
Birth weight?
2,500 grams or 1eSS...ceesscceasssnscasnnns 6.84 6.26 6.13 5.93 5.94 5.80 5.70
1,500 grams or 1eSS..ecseevscscscsasansnens 0.95 0.92 0.91 0.89 0.91 0.90 0.90
Education of mother
Less than 12 years...ceeeeeccresnsecssoceann 27.0 25.0 23.9 22.9 23.4 21.3 20.7
16 years Or MOr€...eeceassoscscrovassasanns 9.5 12.7 13.5 14.0 14.4 15.2 15.6
Prenatal care began
Ist trimester.iiieereecarnneecannnnnnns e 72.4 75.9 76.8 77.3 78.2 79.1 79.3
3rd trimester or no prenatal care.......... 6.2 5.0 4.8 4.7 4.5 4.3 4.3
BLACK
Birth weight?
2,500 grams or 1eSS..cierercecssssnnannnnes 13.86 13.09 12.97 12.79 12.85 12.55 12.49
1,500 grams Or 1eSS.iceiececresracassancoes 2.40 2.37 2.40 2.38 2.43 2.37 2.44
Education of mother
Less than 12 yearS...eeecerescesssosccaannns 51.0 45.1 43.3 41.0 38.5 37.7 36.2
16 years Or MOre..cceeeesreeavasncscassnnas 2.8 4.4 4.8 5.2 5.7 5.9 6.3
Prenatal care began
1st trimester.i i eiiicreeesencoccnsennns 44.4 55.8 57.7 59.0 60.2 61.6 62.7
3rd trimester or no prenatal care.......... 16.6 10.5 9.9 9.6 9.3 8.9 8.8

1Inc]udes all other races not shown separately.
Since some of the birth-weight figures are less than 1 percent, all figures for this category were carried to 2
decimal places. For 1979 and later, data are for infants weighing less than 2,500 grams at birth.

NOTE: Figures for 1970 are based on a 50-percent sample; for 1975-80, they are based on 100 percent of births in
selected States and on a 50-percent sample of births in all other States. Percents are based only on records for
which characteristic is stated.

SOURCE: National Center for Health Statistics: Vital Statistics of the United States, Vol. 1, for data years
1970-1977, Public Health Service. Washington. U.S. Government Printing Office; for 1978-1980, Public Health Service.
To be published.
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Table 25. Vaccination status of children 1-4 years of age, according to race and standard metropolitan
statistical area (SMSA) component: United States, 1976 and 1981

(Data are based on household interviews of a sample of the civilian roninstitutionalized population)

Vaccination

Year, race, and
SMSA component

1,2

Measles Rubella DTP Polio Mumps
1976 Percent of population
Total..eevvnniiinnaaan, 65.9 61.7 71.4 61.6 48.3
Race
White. e ierinnnenennnennnns 68.3 63.8 75.3 66.2 50.3
A1l other.....covviiiinianet. 54.8 51.5 53.2 39.9 38.7
SMSA component
Central city...covvvnnninnnnn, 62.5 59.5 64.1 53.8 45.6
Remaining areas in SMSA....... 67.2 63.5 75.7 65.3 50.7
Not SMSA. .. iiiiiiiiinnn e 67.3 61.5 72.9 63.9 47.9
1981
Totaleeeeeinonieinnnnnnn 63.8 64.5 67.5 60.0 58.4
Race
White. . oveiiieiniiiiiinnannn, 65.7 66.6 71.0 63.8 60.5
A1l other..ooiiinieiiranannens 55.3 55.2 52.0 42.7 49,1
SMSA component
Central city...vvvieeeennennn. 60.0 59.9 58.7 52.6 52.8
Remaining areas in SMSA....... 64.3 64.6 68.8 62.0 58.6
Not SMSA. .. iiiveiinineneinnnn, 65.9 67.5 72.2 63.0 61.9

1Diphtheria-tetanus-pertussi5.

Three doses or more.

SOURCE: Centers for Disease Control: United States Immunization Survey, 1981. Public Health Service, DHHS, Atlanta,
Ga. To be published.
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Table 26. Selected notifiable disease rates, according to disease: United States, selected years 1950-81

(Data are based on reporting by State health departments)

Year
Disease
1950 1960 1970 1975 1978 1979 1980 1981
Number of cases per 100,000 population

CRTCKENPOK -« e e v e vemee enemeen e e neeeeneeeeanenes Gy oy by 7811 s0.42 102.93 96.69 100.48
DIphtheride e uiseeeeeeeeereeeraraseereonsnccannnas 3.83 0.51 0.21 0.14 0.03 0.03 0.00 0.00
Hepatitis Auuuerieeinnnneeennsecsaseronocasnnnnnnns (1) 23.15 27.87 16.82 13.53 13.82 12.84 11.25
Hepatitis Bueceveeeessrencescenonaseoanonasnnnnnnas i : 4.08 6.30 6.89 7.02 8.39 9.22
Measles (rube0la).eee.eereeceeenrececcaancnnnnnnns 211.01 245.42 23.23 11.44 12.32 6.18 5.96 1.36
MUTIDS « e et e eeeeeenesaeaneaavannsennesessnnnnnnns (H (1) 55.55 27.99 7.81 6.55 3.86  2.20
Pertussis (whooping cough)....vieveeevrenananannan 79.82 8.23 2.08 0.82 0.95 0.74 0.76 0.54
Poliomyelitis, totaleeieerernnenneneneocnrnnnnnnnn 9902 1.77 0.02 0.00 0.01] 0.02 0.00 0.00
- B N ¥ o 2 1 1.4? 0.02 0.00 0.00 0.01 0.00 0.00
Rubella (German mMeasTes).eeeeeeneneeeesenesnnnnnnn (1) (1) 27.75 7.81 8.38 5.36 1.72 0.91
Salmonellosis, excluding typhoid fever............ (") 3.85 10.84 10.61 13.49 15.06 14.88 17.44
ShigeTT10S TS sueeensreoneasenncasssoncconnsssannans 15.45 6.94 6.79 7.78 8.95 9.15 8.41 8.66
TUDET CUTOS TS et e e reenvrernsnenssesoenencneneans 80.50 30.83 18.22 15.95 13.08 12.57 12.25 11.94

Venereal diseases:3
SYPRTTIS Y e ettt 146.02 68.78 45.46 38.00 30.00 30.68 30.38 31.98
Primary and secondary....ceeeeeeeieesniessecess 16.73 9.06 10.94 12.09 10.00 11.38 12.n1 13.73
Early Tatent..eeeeeeeeereeceiorecenanonccnenns 39.71  10.11 8.11 12.57 9.07 9.40 8.96 9.24
Late and late Tatent....ccviiiivinnriiiinennns 76.22 45,91 25.05 12.81 10.64 9.70 9.26 8.86
10051 < T=1 ¢ 1 - 8.97 2.48 0.97 0.43 0.20 0.20 0.12 0.13
GONOrTNEA. c e vesseteneassnaerreccsasrsaccssconnss 192.45 145,33 298.52 472.91 468.30 459.44 443.27 435.24
ChanCroidee e seeeeeeeecerincenoseccsassnssnoncnnn 3.34 0.94 0.70 0.33 0.24 0.38 0.35 0.37
Granuloma InguUinale...esereeieescesanonsnnennans 1.19 0.17 0.06 0.03 0.03 0.03 0.02 0.03
Lymphogranuloma venereum...c.ceeeensecssscaccans 0.95 0.47 0.30 0.17 0.13 0.11 0.09 0.12

1Not reported nationally.

Data subsequent to 1974 are not comparable to prior years because of changes in reporting criteria that became

effective in 1975.
Newly reported civilian cases.
41ncludes stage of syphilis not stated.

NOTE: Rates greater than O but less than 0.005 are shown as 0.00. The total resident population was used to calculate
all rates except venereal diseases, for which the civilian resident population was used.

SOURCES: Centers for Disease Control: Reported morbidity and mortality in the United States, 1981, Morbidity and

Mortality Weekly Report 30(54). Public Health Service, Atlanta, Ga., Oct. 1982; Venereal Nisease Control Division,

Center for Prevention Services, Centers for Disease Control: Selected data.
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Table 27. Self-assessment of health and limitation of activity, according to selected characteristics: linited States,

1976 and 1981

(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

Self-assessment

With limitation of activity

of health as Limited Limited in Unable to
Selected fair or poor but not amount or carry on
characteristic Total in major kind of major major

activity activity activity

1976 1981 1976 1981 1976 1981 1976 1981 1976 1981
Percent of population
Tota1122:3. ... 12.1 118 13.9  13.7 3.5 3.3 7.0 6.8 3.4 3.6
Age
Under 17 yearS...c.eeeesenn.. 4.3 4.0 3.7 3.8 1.8 1.8 1.7 1.8 0.2 0.2
Under 6 years............. 4.5 4.2 2.5 2.2 --- --- 2.1 1.8 0.5 0.4
6-16 years...coeiieeninnen, 4.2 3.8 4.3 4.6 2.6 2.7 1.6 1.8 0.1 0.1
17-88 years...ooeeiiiinnnnn. 8.3 8.3 8.9 8.4 3.4 3.0 4.4 4.2 1.1 1.2
85-64 yearS.iiiiaiieaananans 22.2 22.0 24.3 23.9 5.2 4.8 13.1 12.4 5.9 6.8
65 years and OVEr....c...un. 31.3 30.1 45.4 45.7 6.0 6.6 21.8 21.7 17.6 17.5
Sexl
MaT@e e cmenreeanensanannnns 11.4 11.4 14.6 14.6 3.5 3.3 5.5 5.4 5.6 6.1
Female..oovvrenennreennnnens 12.8 12.1 13.3 12.9 3.5 3.4 8.2 7.9 1.6 1.6
Racel’4
] o 11.1 10.8 13.6 13.4 3.6 3.4 6.9 6.6 3.2 3.4
BlaCK.eesoeoeoeesunsoacnnnens 19.9 19.7 16.9 16.7 2.8 2.7 8.5 8.1 5.5 5.9
Family incomel’5
Less than $7,000............ 22.2 22.5 22.5 22.7 4.0 4.0 11.5 11.5 6.9 7.3
$7,000-39,999. ... curinninns 17.2 18.3 17.0 18.4 3.4 3.4 8.5 8.7 5.2 6.2
$10,000-314,999....c0vennenn 13.8 12.4 15.0 14.9 3.5 3.4 7.4 7.5 4.0 4.0
$15,000-324,999.....ccuvnnnn 10.5 9.6 12.8 12.0 3.3 3.4 6.8 5.9 2.7 2.7
$25,000 or mOre..ieeeeianann 7.3 6.5 10.4 9.8 3.5 3.1 5.0 4.7 2.0 2.0
Geographic region1
Northeast...vovevivnieeennes 10.4 10.3 12.9 12.8 3.3 3.2 6.4 6.4 3.1 3.1
North Central.....oevveunnns 11.0 10.9 13.5 13.1 3.7 3.4 7.1 6.5 2.8 3.2
SOUth. e eieiiii it 14.9 14.3 14.3 14.4 3.0 3.1 7.3 7.1 4.1 4.3
WeSt. e et rnerennneenannns 11.0 10.5 15.0 14.3 4.2 3.9 7.2 7.1 3.6 3.4
Location of residence1

Within SMSA.....cvvvuunnnnn. 11.1 11.0 13.2 13.2 3.4 3.4 6.7 6.6 3.2 3.3
Outside SMSA.....cvvvvnnnnnn 14.2 13.5 15.3 14.6 3.7 3.3 7.7 7.2 3.9 4.1

1Age adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals.

Includes all other races not shown separately.
4Inc]udes unknown family income.

In 1976, the racial classification of persons in the National Health Interview Survey was determined by interviewer

observation. In 1981, race was determined by asking the household respondent.

Family income categories for 1981. Adjusting for inflation, corresponding income categories in 1976 were: less than

$5,000; $5,000-$6,999; $7,000-$9,999; $10,000-314,999; and $15,000 or more.

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Nata from the National Health

Interview Survey.



Table 28. Restricted-activity and bed-disability days, according to selected characteristics: United States,
1976 and 1981

(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

Restricted-activity days Bed-disability days
Selected characteristic

1976 1981 1976 1981

Number per person per vear

Tatal2o3 e 17.9 18.5 7.0 6.8
Age
Under 17 yearsS...eeceeuieseeeesacessosscassenssassansncnns 11.0 10.5 5.1 4.8
Under 6 YearS.eeeeesseeeseeeaannscesacassnsssasssoanons 12.5 11.5 5.3 5.4
B-16 YOArS.uecrrenersssrososssosssossocsssssascasascens 10.3 10.1 5.0 4.5
17-84 JOArS.eeuuievsveaesesssotesasssoscssnsasnsssssssnnns 14.2 15.1 5.6 5.4
A5-64 YEAIS. .eueeneeessresatesanassacesecsnscnasscconnens 25.4 27.5 8.9 9.0
65 years and OVer......ciececersescccescaasnceancescoannn 40.0 39.9 15.1 14.0
Sex1
T 16.6 17.5 6.2 6.0
FemMaleeeeeseereoresonsssosscosssonsosvooscasssasanccoanns 19.1 19.6 7.8 7.6
Racel’4
= 17.5 18.0 6.7 6.4
BlaCK.eeuoeeeeeneeosreaseacecsrnsoscoccaacnnsonsocsnaanns 22.6 23.6 9.7 10.3
Family incomel’5
Less than $7,000. . .ceeeieeeeennecnerncencancsannncacannns 27.9 32.1 10.8 11.9
$7,000-59,999 . 0cieeiirnrertoncnsasecscssessnnnnansananne 21.1 23.5 8.8 8.5
$10,000-814,990 . ¢ieieenreanconcnonnansonssccsosscracsanns 18.2 18.1 7.2 6.3
$15,000-524,999 . 00 iieeiiiioceracncnncrcctccesncsasscnncas 16.6 16.2 6.2 5.8
525,000 OF MOTC.vuecuessssceecassnsosnnessoocassunsocsasas 13.7 13.6 5.6 5.0
Geographic region
0] ] £ =T B 15.9 17.3 6.6 6.5
North Central...ceeeinniivriieecnnnenceccncnceranncennnns 16.8 16.9 6.1 6.1
LYo & L TS 18.3 19.4 7.5 7.7
3 ?21.6 21.1 8.2 6.7
Location of residence1

Hithin SMSA. . it ieirtttesarannencssaasaanansasoscsasnns 18.0 18.4 7.2 6.7
OULSTde SMSA. . euiiietererennnsnnssssscancnsassnccncnnnnns 17.7 19.0 6.7 6.9

1Age adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals.
Includes all other races not shown separately.
4Inc]udes unknown family income.

In 1976, the racial classification of persons in the National Health Interview Survey was determined by interviewer

observation. In 1981, race was determined by asking the household respondent.

SFamily income categories for 1981. Adjusting for inflation, corresponding income categories in 1976 were: less than

$5,000; $5,000-$6,999; $7,000-39,999; $10,000-314,999; and $15,000 or more.

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

Interview Survey.
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Table 29. Disability days associated with acute conditions and incidence of acute conditions, according to age: United States,
selected years 1970-81

(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

1
Disability days, Year
incidence of acute conditions,
and age 1970 1972 1973 1974 1975 1976 1977 1978 1979 1980 1981
Restricted-activity days Number per person
AT 8GeSZenneineennanennn 8.5 9.3 9.2 9.3 9.7 9.4 9.4 9.8 9.5 9.8 9.9
Under 17 years...veeeiveonoenens 8.6 9.4 9.3 9.9 9.4 9.7 10.0 10.0 9.8 10.1 9.8
Under 6 yearsS...cvevenseosnens 9.8 11.3 10.8 11.0 10.9 11.2 12.2 11.7 12.1 11.7 11.1
6-16 YEArS..veiiveereaonnnnnns 8.0 8.5 8.6 9.3 8.7 9.0 9.1 9.3 8.7 9.4 9.1
17-88 yearS.iviieeserannscnsnsans 8.0 8.8 8.9 8.9 9.4 8.8 9.1 9.5 9.4 2.9 9.9
45-64 YEArS.iiieerveensanrnanons 8.7 9.3 8.6 8.2 9.8 9.1 8.6 8.8 8.2 8.7 9.2
65 years and Over....vvseveenens 9.8 10.9 10.8 10.7 12.1 11.6 10.1 12.1 11.6 10.7 11.4
Bed-disability days>
A1l ages2 ................. 3.8 4.1 4.0 4.0 4.2 4.2 4.2 4.5 4.2 4.3 4
Under 17 years.....ieveeeeeeannes 4.0 4.3 4.1 4.5 4.0 4,6 4.8 5.0 4,7 4.9 4.7
Under 6 years....oievevsoannes 4.2 4,7 4.3 5.0 4.3 5.0 5.2 5.7 5.8 5.6 5.3
6-16 YRaArS..iveeirariinannannas 3.9 4.1 4.0 4.3 3.9 4.5 4.6 4.7 4.1 4.5 4.4
17-44 yearsS....coeeeeerenannnnnns 3.5 3.9 4.0 3.8 4.2 4.0 3.9 4.3 4.0 4.2 4.2
45-64 yearsS...iiisnisreercansnons 3.8 3.6 3.6 3.5 4.0 3.8 3.7 3.6 3.5 3.4 3.9
65 years and over........civnnenn 4.0 4.7 4.3 4.1 5.3 4.7 4.5 5.1 5.0 4.5 4.9
Incidence of acute Number per 100 persons
conditions
AT ages..uerennninnenn. 206.1  220.9  M99.6  Y7a.2 1991 218.4  222.6  224.2  222.4  226.2  226.6
Under 17 yearS...cvvieeseesananss 290.3 307.9 280.1 254.8 282.6 305.7 315.0 310.6 311.4 317.3 321.9
Under 6 years...ioieienearanans 346.6 366.1 343.1 303.4 346.9 381.2 388.3 381.6 397.3 383.4 396.3
6-16 YEarS.iiiiiiitirerasncanns 263.1 280.4 250.8 232.2 253.1 271.2 282.4 278.7 271.7 285.4 284.2
17-44 years...ciieiiierennesnneass 193.2 215.1 196.0 170.2 194.7 215.3 216.1 222.3 221.8 224.0 221.7
45-64 years....ieeserannisnnnans 132.8 144.0 124.6 98.3 123.4 136.7 142.2 143.0 131.9 139.0 135.3
65 years and OVEr...veevesavnons 103.0 109.2 98.1 75.7 91.3 105.5 102.4 111.0 115.5 111.6 116.5

1Fisca] year ending dJune 30.

Age adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals.

4A subset of restricted-activity days.

The 1974 estimates are artificially low because of modifications in the questionnaire design for the 1973 and 1974 surveys. Since the data are
collected on a calendar year basis, the 1973 and 1975 estimates are also partially affected.

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



Table 30. Cigarette smoking status of persons 20 years of age and over, according te sex, race, and age:

United States, 1965, 1976, and 1950

(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

Sex, race, and age

Smoxing status

Current smoker'

Former smoker

1965 1976 19802 1965 1976 19802
MALE
3.4 Percent of persons
Total™?
A1l ages, 20 years and over5 ..... 52.1 41.6 37.9 20.3 29.6 30.5
20-24 YRATS..cuieserracanrsanssascssans 59.2 45.9 39.7 9.0 12.2 12.1
25-34 YEAIS.seaaececosacesssssasnsccans 60.7 48.5 43.1 14.7 18.3 20.6
35-44 YRArS.cuerceetraccostrsurcassenos 58.2 47.6 42.6 20.6 27.3 27.6
45-B4 YEArS..eesessessccssessossseannns 51.9 41.3 40.8 24.1 37.1 36.9
BY Years and OVEel.eeeevsevsosnecosennces 28.5 23.0 17.9 28.1 44,4 47.4
White

A1l ages, 20 years and over'5 ....... 51.3 41.0 37.1 21.2 30.7 31.9
20-24 YEAYS.iuierereearerniisncencannans 58.1 45.3 39.0 9.6 13.3 12.2
25-34 YEArS.uiieeeceicocecsasacessannsnne 60.1 47.7 42.0 15.5 18.9 21.9
35-84 YEArS..eeeeressennterocnsecnanann 57.3 46.8 42.4 21.5 28.9 28.8
45-64 YRArS.eisvecesossscosscssesssrsae 51.3 40.6 40.0 25.1 38.1 38.4
65 years and Over.....eecevecnecncacsss 27.7 22.8 16.6 28.7 45.6 50.1

Black

A1l ages, 20 years and over5 ....... 59.6 50.1 44.9 12.6 20.2 20.6
20~28 YOArS.eseecsscasesesoscnssanssons 67 .4 52.8 45.5 3.8 4,1 10.6
25-34 YEArS.eeesecessasecssssnsnsssacos 63.4 59.4 52.0 6.7 11.8 11.9
35-44 YRArS.ueeeceenossesscsccsrsnscans 67.3 58.8 44,2 12.3 13.8 21.2
A45-B4 YEArS.eeseererrssereencncsrannnses 57.9 44.7 48.8 15.3 28.6 26.3
65 years and OVer.seieeeesecscsnncaeoss 36.4 26.4 27.9 21.5 33.0 26.6

FEMALE
Tota1>>?

A1l ages, 20 years and over®....... 34.2 32.5 29.8 8.2 13.9 15.7
20-24 YRArS.ueersnessoncncsseanssnnccss 41.9 34.2 32.7 7.3 10.4 11.0
25-34 YEAYSeescrssserncecnirroncoassnnn 43.7 37.5 31.6 9.9 12.9 14.4
35-44 YRArS.iiiiieicenaccanntitnocannns 43.7 38.2 34.9 9.6 15.8 18.9
45-58 YEArS.sevroaerosecsccsncacncccnns 32.0 34.8 30.8 3.6 15.9 17.1
65 years and OVeY..ceeeeeerencecannnnns 9.6 12.3 16.8 4.5 11.7 14.2

White

A1l ages, 2U years and over5 ....... 34.5 32.4 30.0 8.5 14.6 16.3
2024 YRArS.eveeinnttrrccccercrennnonns 41.9 34.4 33.3 8.0 11.4 12.5
25-34 YEArS.eivrrernennctsentartntnnnns 43.4 37.1 31.6 10.3 13.7 14.7
35-44 YEArS.ecierseseaseransnsossecnons 43.9 36.1 35.6 9.9 17.0 20.2
L = T 4~ Y 32.7 34.7 30.6 8.8 16.4 17.4
65 years and OVer....eeeeeenssssssneens 9.8 13.2 17.4 4.5 11.5 14.3

See footnotes at end of table.
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Table 30. Cigarette smoking status of oersons 20 years of age and over, according to sex, race, and age:
United States, 1965, 1976, and 1980--Continued

(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

Smok ing status

1
Sex, race, and age Current smoker Former smoker

1965 1976 1980 1965 1976 19802

FEMALE--Continued
Percent of persons

Black
A1l ages, 20 years and over5 ....... 32.7 34.7 30.6 5.9 10.2 11.8
20-24 YEATS.e.seeierernnnecannerreanins 44.2 34.9 32.3 2.5 5.0 2.2
25-30 YOATS. ettt iee ittt 47.8 42.5 34.2 6.7 8.9 11.6
35-44 YEArS.uuviiraartiiar e eriaan 42.8 41.3 36.5 7.0 9.6 12.5
45-60 YEArS.ereereaeraantnroneennennnns 25.7 38.1 34.3 6.6 11.9 14.1
65 years and OVer.....coiiiiriiennnannnn 7.1 9.2 9.4 4.5 13.3 14.1

A current smoker is a person who has smoked at least 100 cigarettes and who now smokes; includes occasional smokers.
Final estimates. Based on data for the last 6 months of 1980.

Base of percent excludes persons with- unknown smoking status.

Includes all other races not shown separately.

Age adjusted by the direct method to the 1970 civilian noninstitutionalized population using 5 age groups.

Ol wWN

NOTE: Data in this table should not be compared with data in Health, United States, 1981 or Health, United States, 1982. The
1980 data in the 1981 edition were preliminary estimates, and the data in the 1982 edition were final estimates but did
not include age-adjusted data.

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the National Health
Interview Survey.
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Table 31. Cigarettes smoked per day by persons 20 years of age and over, according to sex, race, and age:
United States, 1965, 1976, and 1950

(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

Cigarettes smoked per day

Sex, race, and age Less than 15 15-24 25 or more
195 1976 19800 1965 1976  1980' 1965 1976 1980'
MALE 4
2.3 Percent of current smokers
Total™?
A1l ages, 20 years and over5.. 30.1 24.9 24.2 45.7 44.4 41.7 24.1 30.7 34.2
20-24 YRArS.seeeeeesoscenssnnarncnns 34.9 31.6 32.6 49.7 49.9 47.6 15.4 18.5 19.8
25-34 YEArSescereretcscesasranaseans 25.7 25.5 23.1 50.0 45.8 46.8 24.3 28.7 30.1
35-44 YEArS.eeicssttasecccrnnraonans 23.7 19.6 17.5 44.8 41.2 41.9 31.5 39.2 40.7
45-64 YEArSeeeseesecasesascranassons 26.7 18.5 21.5 45.3 44,1 35.9 28.0 37.4 42.6
65 years and OVer...cceececsnverecas 47.1 39.1 32.4 39.0 42.7 42.5 13.8 18.2 25.2
White
A1l ages, 20 years and over5.... 27.7 22.3 20.0 46.3 44.4 42.7 26.0 33.3 37.3
20-284 ¥BAYSeeeirscesncscnasosnancoan 32.3 27.5 27.5 50.8 52.8 50.5 16.9 19.7 22.1
25-34 YBArSeereisescrersssrancssnnns 22.8 22.1 18.9 51.1 46.5 47.6 26.1 31.4 33.6
35-44 YRArS.eciiececseesnnrianansens 21.3 17.2 13.4 44.8 40.4 41.9 33.9 42.5 44.8
45-64 YEAYSeseurssvecaseanronnscones 24.6 16.2 17.3 45.4 43.3 36.9 30.0 40.4 45.8
65 years and OVEel.ee.vevesrvanssanes 44,6 37.5 29.0 40.3 42.2 44.0 15.1 20.4 27.0
Black
A1l ages, 20 years and over5.... 49.8 43.7 48.4 41.6 45.6 37.9 8.6 10.8 13.8
20-24 YRArS.esssosscenssnssscnnssnns 52.7 56.9 58.6 41.9 34.2 34.5 *5.3 *8.9 6.9
25-34 YeaArS.ieceeeeceanstnncassannnn 47.8 46.0 42.0 41.7 43.5 47 .6 10.5 10.5 10.4
35-44 YeArS.esecosscasascassencnnnan 42.5 38.5 50.1 45.5 44.8 36.4 12.0 16.7 13.7
45-64 YEArS.eseeosecocrseassaconsnnn 46.9 35.9 50.4 43.7 50.8 34.4 9.4 13.3 15.2
65 years and OVer.....ceveeecnonsnse 64.9 53.0 42.1 31.9 47.0 37.4 *3.2 *- 20.9
FEMALE
Tota]z’3
A1l ages, 20 years and 0ver5.. 46.2 37.6 34.7 40.8 43.4 42.0 13.0 19.0 23.2
20-24 YyeaArS.ieeeieireincrcacsannnnns 48.4 43.1 43.5 41.9 42.4 40.6 9.7 14.5 15.9
25-34 YEAIS.seusesecesassncsssncsass 41.4 34.3 33.7 43.1 45.2 42.1 15.5 20.5 24.2
35-44 YearsS.eeseeeeccsasseccsccnanos 39.1 33.8 27.6 43.7 44 .4 39.7 17.1 21.8 32.7
45-64 YEArS.eeissssecsvscesssencrnan 44.4 34.3 29.6 42.0 44.2 45.5 13.6 21.5 24.9
65 y2ars and OVere.s.ovseesvecoasncass 62.6 49.3 48.7 31.0 38.9 338.2 6.4 11.8 13.1
White
A1l ages, 20 years and over5.... 43,7 34.3 30.7 42.4 44.9 44,1 13.9 20.9 25.2
20-24 YRAIS.euuereeceanuntonncananns 45.3 39.3 - 37.3 444 44.3 44.0 10.4 16.4 18.7
25-34 YEArSesieoseescosnnarasroonans 37.5 30.6 28.3 45.4 46.8 45.7 16.7 22.6 26.0
35-84 YRArS..cseeseeccnssresooacnsnns 36.2 29.5 24.1 45.3 45.4 40.5 18.4 25.1 35.5
45-64 YEArS.ssesesecscansansoscsnsss 42.4 32.0 25.4 43.2 45.1 47.9 14.5 23.0 26.7
65 years and OVer.....eveceeenenanes 61.5 45.7 47.6 31.8 41.7 36.4 6.8 12.6 14.0

See footnotes at end of table.
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Table 31. Cigarettes smoked per day by persons 20 years of age and over, according to sex, race, and age:
United States, 1965, 1976, and 1980--Continued

(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

Cigarettes sinoked per day

Sex, race, and age Less than 15 15-24 25 or more

1965 1976 losol 1965 1976  1980! 1965 1976 1980'

FEMALE--Continued 4

Percent of current smokers

Black

A1l ages, 20 years and overs.... 70.3 64.5 61.1 25.0 30.0 30.4 4.6 5.6 8.6
20-28 YEArS..ieetarreenrirnncsrnnann 73.4 65.7 80.0 22.1 31.3 20.0 *4.5 *3.0 *.
25-30 YRAIS.eeeereavuoortantarsanann 66.2 58.8 59.9 25.1 33.6 22.9 8.7 *7.7 17.4
35844 YOArS.svrtrinarrineianerenens 63.4 60.4 57.2 30.4 38.1 34.3 *6.2 *1.4 8.5
45-64 YOArS.euereeannrestonassessans 69.4 53.2 56.1 26.9 36.7 33.3 *3.6 10.1 10.7
65 years and OVer....c.oviveveeneennns 83.2 100.0 62.7 *16.8 *- 37.3 *. *o *o

~Final estimates. Based on data for the last 6 months of 1980.

Base of percent excludes unknown amount smoked.

Includes all other races not shown separately.

A current smoker is a person who has smoked at least 100 cigarettes and who now smokes; includes occasional smokers.
Age adjusted by the direct method to the 1970 civilian noninstitutionalized population using 5 age groups.

O Ry

NOTE: Data in this table should not be compared with data in Health, United States, 1981 or Health, United States, 1982.
The 1980 data in the 1981 edition were preliminary estimates, and the data in the 1982 edition were final estimates but
did not include age-adjusted data.

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the National Health
Interview Survey.
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Table 32. Frequent use of marijuana, alcohol, and cigarettes by high school seniors, according to sex: United States,
1975-82

(Data are based on interviews of samples of high school seniors)

Sex and year warijuana Alcohot Cigarettes

Male Percent of high school seniors
GG et i i i i ettt ittt et r ettt i eeaens §.1 8.6 19.6
- 10.8 8.1 19.9
8 . 12.4 5.6 19.7
R 14.2 8.3 18.9
S 12.7 9.6 15.4
108U et iiiiieiiienteiittteeeietasscetrecstrtaasncnnonn 11.9 8.6 13.5
3 PP 9.6 3.5 12.8
1 P 8.2 7.7 13.1

Female
L 4.0 3.0 16.1
N 5.0 2.7 18.0
7 5.6 3.6 18.9
1078 ettt ittt ete ettt sttt tscsisarasanas 7.1 3.2 18.0
O 7.3 4.0 17.1
1980, iee e iiiiiiiientretieeticiiir sttt ecatanananns 6.0 3.5 14.7
L 4.2 3.3 13.8
L P 3.9 3.4 14.7

NOTE: For alcohol and marijuana, frequent use is defined as use on 20 or more occasions during the past 30 days; for
cigarettes, it is smoking a half-pack or more per day during the past 30 days.

SOURCE: Johnston, L. D., Bachman, J. G., and 0'lMalley, P. M.: Student Drug Use, Attitudes and Beljefs. The University
of Michigan Institute for Social Research. Research Grant No. 3 ROl DA 0141l1. Prepared for the National Institute on
Drug Abuse, U.S. Department of Health and Human Services. Alcohol, Drug Abuse, and Mental Health Administration.
Washington. U.S. Government Printing Office. To be published.
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Table 33. Alcohol consumption status of persons 18 years of age and over, according to sex: United States,
selected years 1971-79

(Data are based on interviews of samples of the noninstitutionalized population)

Year
Sex and
alcohol consumpticn
1971 1972 1973 1974 1975 1976 1979

Total Percent of persons
LYo E3 - 1 36 36 34 36 36 33 33
e 34 32 29 28 31 38 34
MOdErate.eeseseeseasesinuacensonsnasns 20 23 23 28 21 19 24
Heavy. oo iiieiieniininiininneennnns 10 10 14 11 12 10 9

Male
LY 013 - T 1 R 30 28 25 24 27 26 25
L T 29 29 24 24 27 33 29
MOGErate. e eeeeeeeencanconneocnnnanan 26 28 29 34 26 24 31
Heavy . veeeeeoveoeecannnecosennncnnsns 15 15 22 18 20 18 14

Female
LYo 3 s 1 42 44 42 42 45 39 40
[ T 40 34 35 32 35 44 38
Moderate.seee e ssnseeocanssonecnnnonns 13 18 17 21 15 15 18
HeaVY i ieenenonoosneenanssssanannense 5 4 6 5 4 3 4

NOTE: Alcohol consumption status is defined in ounces of absolute alcohol (ethanol) consumed per day as follows:
abstain, 0; light, .0l-.21; moderate, .22-.99; and heavy, 1.00 or more.

SOURCE: Clark, W. B., Midanik, L., and Knupfer, G.: Report on the 1979 National Survey. University of California.
Contract No. ADM 281-77-0021. Prepared for the National Institute of Alcohol Abuse and Alcoholism. Rockville, Md.,
Dec. 1981.
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Table 34. Persons 25-74 years of age with elevated blood pressure, according to race, sex, and age: United States,
1971-75 and 1976-80

(Data are based on physical examinations of a sample of the civilian noninstitutionalized population)

1971-1975 1976-1980
Sex and age
Tota]1 White Black Tota]l khite Black
Both sexes Percent of population
A1l ages, 25-74 years2 ......... 18.2 16.4 33.6 14.8 13.8 24.6
25-34 YRArS.i.eecrecetrnncncaananaann 5.7 4.8 *14.1 5.5 5.3 7.6
35-44 YEArS..ceeeencesennsenasencnnan 12.5 10.2 *29.1 9.9 8.5 19.6
45-54 YEATS.secessscsnsnrascsnssssses 20.1 18.1 38.3 17.8 16.5 30.7
55-64 YEArS.eseesesercscnnscssescsans 28.6 26.4 51.5 21.7 20.2 37.6
B5-74 YEATrS.ueeeeneeesnnnssenscasanss 34.2 33.1 45.0 26.6 25.5 36.5
Male
A1l ages, 25-74 years2 ........... 20.1 18.5 36.5 16.9 16.3 23.6
25-34 YeArS.ccuiecsseesscnnrsonncccans 8.2 7.5 *16.4 8.7 8.4 11.7
35-44 YRAYrS.essssvessscnsrnrnnscacnes 16.3 14.0 *36.3 11.8 10.6 22.3
45-54 yeaArS.eeesecrenccncnronccccnnns 23.9 22.6 *36.7 20.9 21.2 23.0
55-b4 YRArS..eeeeesacnnnncnocacsonnnn 28.0 25.2 58.6 23.7 22.3 39.2
B65-74 YeArS..ieeeeeeecnsnonaunonecens 31.8 30.8 *43.3 24.9 24.5 27.5
Female
A1l ages, 25-74 year52 ........... 16.4 14.5 31.4 12.9 11.3 25.5
25-34 YEArS.eresarenncctoracsssnannns *3.4 2.2 *12.4 2.6 2.3 4.3
35-44 YRAIS.ivesaercecccncansaronnans 9.0 *6.6 *23.8 8.2 6.5 17.6
45-50 YEArS.eeveasvesssosssoannsnasan 16.6 13.9 39.7 14.9 12.1 37.3
5564 YEAISeevurernenccnaasosasnnnnns 29.2 27.6 45,6 20.0 18.3 36.4
B5=74 YRArS.eseeunsenasecocncnnnnnans 36.0 34.9 46.3 27.9 26.3 43.4

1Inc]udes all other races not shown separately.
Age adjusted by the direct method to the 1470 civilian noninstitutionalized population aged 25-74 years, using 5 age
intervals.

NOTE: Elevated blood pressure includes readings of either systolic pressure of 160 mmHg or diastolic blood pressure
of at least Y5 mmHg or both. A1l blood pressures are the average of 3 measurements.

SOURCES: Hational Center for Health Statistics: Hypertension in adults 25-74 years of age, United States, 1971-1975,
by J. Roberts and M. Rowland. Vital and Health Statistics. Series 11-No. 221. DHHS Pub. No. (PHS) 81-1671. Public
Health Service. Washington. U.S. Government Printing Office, Apr. 1981; Blood pressure levels and hypertension in
persons ages b-74 years, United States, 1976-80, by M. Rowland and J. Roberts. Advance Data From Vital and Health
Statistics, Wo. 84. DHHS Pub. No. (PHS) 82-1250. Public Health Service. Hyattsvilte, Md. Oct. 8, 1982.
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Table 35. Air pollution, according to source and type of pollutant: United States, selected years 1970-81

(Data are calculated emissions estimates)

Source
Type of pollutant
and year ATY Transpor- Stationary Industrial Sotid oth
sources tation combustion processes waste er
Particulate matter Emissions in 106 metric tons per year
19700 e ieceicicrecacnccncanss 17.9 1.2 4.4 10.1 1.1 1.1
1975 e iceencecnncnnnsnsanans 10.6 1.3 2.5 5.5 0.6 0.7
1976 . iccciiicrcanscncenaas 10.0 1.4 2.3 4.9 0.4 1.0
1977 et ieiiiieiecnanenncasas 9.2 1.4 2.2 4.4 0.4 0.8
1978 icienenccnccnanconenes 9.3 1.5 2.2 4.4 0.4 0.8
1979 i iuiiiiinrecoancnnense 9.1 1.4 2.2 4.2 0.4 0.9
1980, ccaeanncanocnnancanssos 8.7 1.4 2.1 3.7 0.4 1.1
198l ieneinnernncnnannnnnes 8.5 1.4 2.1 3.7 0.4 0.9
Sulfur oxides

19704 e eeeeaeaanens 28.4 0.6 21.3 6.4 (1) 0.1
1975 e ieeeennernaecananrsnse 25.6 0.6 20.2 4.8 (1) (1)
19760 ceneeecannaccnnccnnnans 26.4 0.8 20.9 4.7 (1) (1)
1977 iiiiinnieeeiiencnnnnss 26.0 0.8 20.8 4.4 (1) (1)
1978, it iiiennrnncecncnannss 24.7 0.8 19.7 4.2 (1) (1)
1979 i cieiiiinencincnaannss 24.5 0.9 19.3 4.3 (1) (1)
1980 ieeiceanincaronecnnans 23.4 0.9 18.8 3.7 (l) (1)
198leeernecicennnnccnnsacnss 22.5 0.8 17.8 3.9 ()] ()
17.6 7.1 9.1 0.7 0.4 0.3

18.6 8.4 9.3 0.7 0.1 0.1

19.8 8.8 10.0 0.7 0.1 0.2

20.3 8.9 10.4 0.7 0.1 0.2

20.5 9.2 10.3 0.7 0.1 0.2

20.5 9.0 10.5 0.7 0.1 0.2

19.8 8.7 10.1 0.7 0.1 0.2

19.5 8.5 10.1 0.6 0.1 0.2

27.2 11.8 0.6 9.8 1.8 3.2

23.2 10.1 0.6 9.3 0.9 2.3

24.2 10.2 0.6 10.0 0.8 2.6

24.4 9.9 0.7 10.5 0.8 2.5

25.0 9.7 0.7 11.4 0.8 2.4

24.4 8.9 0.8 11.4 0.7 2.6

23.0 8.2 0.9 10.7 0.6 2.6

21.3 7.7 0.9 9.8 0.6 2.3

112.8 86.4 4.0 9.0 6.4 7.0

100.2 81.7 3.8 6.8 3.1 4.8

104.8 83.7 4.3 7.0 2.7 7.1

102.5 82.4 4.6 7.1 2.6 5.8

101.7 81.4 5.1 7.0 2.5 5.7

98.2 76.8 5.8 6.8 2.3 6.5

95.0 72.8 6.2 6.2 2.2 7.6

90.5 69.5 6.3 6.2 2.1 6.4

1Emissions of less than 50,000 metric tons per year.

NOTE: Because of modifications in methodology and use of more refined emission factors, data from this table should
not be compared with data in Health, United States, 1982.

SOURCE: Monitoring and Data Analysis Division: National Air Pollutant Emission Estimates, 1970-1931. EPA-450/4-82-
012. U.S. Environmental Protection Agency. Research Iriangle Park, N.C., Sept. 1982.
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Table 36. Physician visits, according to source or place of care and selected patient characteristics:
United States, 1964, 1976, and 1981

{(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

Physician visits

A1l sources

Selected or places Doctor's office Hospital
characteristic P or clinic or outpatient Telephone
group practice department?
1964 1976 1981 1964 1976 1981 1964 1976 1981 1964 1976 1981
Number per person Percent of visits
Tota13%5. . ..., 4.6 4.9 4.6 69.7 67.3 68.6 12.2 13.2 13.3 11.0 12.6 12.2
Age
Under 17 yearS..ceeveessaes 3.7 4.0 4.1 62.2 64.5 64.4 13.7 13.3  13.3 18.3 17.0 16.8
Under 6 yearSe.eesseeseae 5.3 6.3 6.4 59.4 61.0 61.6 14.1 12.8 12.5 20.9 20.5 20.0
6-16 YEArS.eeeerrrnvannan 2.7 3.0 3.0 65.6 67.7 67.5 13.2 13.7 14.2 15.2  13.8 13.2
17-44 years.iceeeevsenaanes 4.6 4.7 4.2 73.8 67.7 69.5 13.0 13.1 13.6 8.1 11.0 10.7
45-64 YRArS.eeesenssannnoan 5.0 5.7 5.1 76.8 68.5 71.3 10.0 15.0 14.1 6.1 9.9 8.9
65 years and OVer.......... 6.7 6.9 6.3 64.2 72.9 73.8 8.5 9.5 10.6 8.2 9.9 9.6
Sex3
MaTBesieeeeencersoencanocas 4.0 4.3 4.1 69.9 66.4 67.5 13.2 15.2 15.7 9.3 10.6 10.3
Female.eeueeeseoroosoeacnas 5.1 5.4 5.1 69.5 67.8 69.3 11.4 11.9  11.7 12.2  13.9 13.4
Race3’6
L L 4.7 4,9 4.6 71.0 68.6 70.2 10.2 11.3  11.1 11.7 13.6 13.3
Black”.euvrreeeneeraneennes 3.6 4.8 4.7 56.2 56.7 57.3 32.7 27.9  27.6 4.2 5.8 5.4
Family income3’8

Less than $7,000........... 3.9 5.6 5.6 62.0 58.5 59.1 25.9 20.1  21.7 4.8 10.3 10.9
$7,000-$9,999. .. 0ciennnnenn 4,2 4.8 4.9 65.2 62.4 66.0 22.3 19.3 15.6 6.6 8.4 12.1
$10,000-%14,999............ 4.7 4.8 4.5 69.5 67.6 67.2 11.1 14.9 14.4 11.7 10.8 12.5
$15,000-$24,999. . cccnveenns 4.8 4,9 4.5 71.5 68.4 69.5 7.4 13.4 10.8 13.8 13.1 13.9
$25,000 or more...ceececann. 5.2 4.9 4.4 72.9 70.4  73.0 6.7 8.9 10.3 12.9 14.6 12.2

Geographic region3
Northeast.....veeeeennnnnne 4.5 4.9 4.6 67.2 62.5 65.7 10.1 15.8 14.7 11.5 13.0 12.7
North Central....ceevevenens 4.4 4,7 4.5 72.2 69.5 70.2 10.6 11.4 12.2 11.7 14.3 13.5
Y17 1 1 A 4.3 4.7 4.5 68.9 68.1 67.4 14.0 13.3  13.1 11.0 10.9 11.9
HeSteeeeeerninossnconnennas 5.5 5.4 4.8 70.9 68.7 71.6 14.3 12.7 13.8 9.5 12.7 10.4

Location of residence3

Within SMSA..cvevicnnnnnnns 4.8 5.1 4.7 68.2 65.8 67.5 12.3 13.8 13.6 12.1 13.4 12.8
Outside SMSA...ccevvvennces 4.1 4,5 4.4 72.9 70.9 71.0 11.9 11.8 12.7 8.8 10.8 10.8

lInc'ludes all other sources or places of care not shown separately.
Includes hospital outpatient clinic or emergency room.
4Age adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals.
Includes all other races not shown separately.
6Inc]udes unknaown family income.
In 1964 and 1976, the racial classification of persons in the National Health Interview Survey was determined by
interviewer observation. In 1981, race was determined by asking the household respondent.
1964 data are for all other races.
8Family income categories for 1981. Adjusting for inflation, corresponding income categories in 1964 were: less than
$2,000; $2,000-$3,999; $4,000-$6,999; $7,000-$9,999; and $10,000 or more; and, in 1976 were: less than $5,000;
$5,000-$6,999; $7,000-$9,999; $10,000-3$14,999; and $15,000 or more.

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the National Health
Interview Survey.
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Table 37. Interval since last physician visit, according to selected patient characteristics: United States,
1964, 1976, and 1981

{Data are based on household interviews of a sample of the civilian noninstitutionalized population)

Interval since last physician visit

Selected 1 year-less
characteristic Less than 1 year than 2 years 2 years or more
1964 1976 1981 1964 1976 1981 1964 1976 1981
Percent of population
Tota1l:223 .. ..., 66.0 75.4 74.5 13.8 10.8 11.2 17.6 12.8 13.2
Age
Under 17 years............. 67.0 74.2 76.2 14.8 13.7 13.2 14.7 10.8 9.4
Under 6 years.......ceun. 79.1 88.9 89.1 11.4 7.1 7.0 6.4 2.6 2.4
6-16 years......veeeevans 59.6 67.6 69.4 16.9 16.8 16.5 19.7 14.5 13.1
17-44 years...ceeeeneneenns 65.9 75.4 72.1 14.7 10.9 11.9 17.2 12.8 14.9
B5-64 YeArS..cveeannnreann- 63.5 75.2 73.5 12.8 8.4 9.4 21.8 15.5 16.2
65 years and over.......... 68.8 80.0 80.2 9.2 5.9 6.0 20.3 13.6 13.3
Sex1
MaT@.ieinereeronneanoneanns 62.4 71.2 70.4 14.7 11.9 12.1 19.7 15.6 16.2
Female..ueeeieieenannnanns 69.3 79.2 78.3 13.0 9.8 10.4 15.8 10.1 10.4
Racel’4
White,..iooiiiiiinannnnnnnn 67.3 75.7 74.6 13.7 10.7 11.1 17.0 12.6 13.4
Black?ieeeeeenronenannonnnn 57.0 73.9 75.0 14.6 11.2 12.0 21.8 13.3 11.4
Family incomel’6
Less than $7,000........... 57.5 75.7 76.3 12.9 9.6 9.8 23.3 13.4 12.6
$7,000-$9,999. ... iiivinnnn 61.6 72.5 73.4 14.0 11.4 10.8 20.8 15.1 14.5
$10,000-$14,999.....cnnnnnn 66.3 73.9 73.5 14.3 10.8 10.7 17.6 14.5 15.0
$15,000-$24,999............ 69.7 75.3 74.4 13.9 10.7 11.5 15.2 13.0 13.5
$25,000 or mOre..eeeeennuan 73.0 77.7 76.1 12.8 10.9 11.1 13.2 10.8 11.9
Geographic region1

Northeast.........c.cuunnt. 67.5 76.5 75.9 14.0 10.8 10.8 17.3 11.7 12.4
North Central.............. 65.9 75.7 75.0 14.0 10.6 11.0 18.4 12.9 13.0
South.eeeneeaniiieinnnnnn.. 64.0 73.9 73.5 13.6 11.4 11.8 17.9 13.5 13.5
L 68.4 76.4 73.7 13.5 10.2 11.1 16.2 12.4 14.0

Location of residencel
Within SMSA...........caa 67.5 76.4 75.2 13.7 10.5 11.1 16.9 12.1 12.7
Outside SMSA......c.ovvann.. 63.5 73.4 72.9 14.0 11.6 11.6 18.9 14.2 14.4

1Age adjusted by the direct method to the 1870 civilian

Includes all other races not shown separately.

3Inc]udes unknown family income.

noninstitutionalized population, using 4 age intervals.

In 1964 and 1976, the racial classification of persons in the National Health Interview Survey was determined by

interviewer observation. In 1981, race was determined by asking the household respondent.

51964 data are for all other races.
5Fami1y income categories for 1981, Adjusting for inflation, corresponding income categories in 1964 were: less than

$2,000; $2,000-$3,999;

$5,000-$6,999; $7,000-$9,999; $10,000-$14,999; and $15,000 or more.

$4,000-$6,999; $7,000-3$9,999; and $10,000 or more; and, in 1976 were: less than $5,000;

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

Interview Survey.
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Table 38. Office visits to physicians, according to physician specialty and selected patient characteristics: United States, 1976 and 1981

(Data are based on reporting by a sample of office-based physicians)

Speciaity
Selected 1 General and Internal Obstetrics and Pediatrics General
characteristic specialties family practice medicine gynecology surgery
1976 1981 1976 1981 1976 1981 1976 1981 1976 1981 1976 1981
Visits per person
Totalz.......... 2,78 2.59 1.06 0.83 0.31 0.32 0.22 0.22 0.33 0.36 0.17 0.14
Age
Under 15 years.s.e.... 2,11 2.10 0.62 0.52 0.03 0.03 0.02 0.01 1.06 1.16 0.06 0.04
15-44 years.svesesanss 2.59 2.26 1.01 0.75 0.22 0.19 0.44 0.45 0.05 0.05 0.16 0.14
45-64 years.iavevecees 3.36 3.10 1.41 1.11 0.60 0.64 0.13 0.12 0.01 0.01 0.26 0.23
65 years and over..... 4,33 4,34 1.84 1.48 0.96 1.04 0.07 0.06 0.01 0.01 0.31 0.27
Sex2
Malesssosesnnnonnanens 2.34 2.19 0.90 0.71 0.28 0.28 0.01 0.00 0.34 0.36 0.16 0.13
Femalescveseveoacnaens 3.18 2.95 1.20 0.93 0.34 0.35 0.42 0.42 0.32 0.35 0.18 0.15
Race2
White........ ceeserans 2.87 2.67 1.07 0.84 0.32 0.32 0.22 0.22 0.35 0.37 0.17 0.14
ATl other..... N 2,19 2.12 0.95 0.79 0.24 0.32 0.19 0.17 0.23 0.33 0.15 0.15

1

NOTE: Rates are based on the civilian noninstitutionalized population, excluding Alaska and Hawaii.

2Inc]udes other specialties not shown separately.
Age adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals.

SOURCE: Division of Health Care Statistics, National Center for Health Statistics: Data from the National Ambulatory Medical Care Survey.



Table 39. Office visits to physicians, according to selected characteristics: United States, 1976 and 1981

(Data are based on reporting by a sample of office-based physicians)

Office visit

Visit lasted

Selected Patient's Return visit

O . ;3 10 minutes
characteristic first visit or lessl scheduled
1976 1961 1976 1981 1976 1981
Percent of visits
TOtale e e 14.6 14.3 49.9 47.1 59.3 58.7
Age
Under 15 ¥ arS.ueeeeevineeseesecsononss 13.2 13.8 58.4 55.4 49.7 49.5
15-44 years...eeeveeernnseeitanascnnnen 18.7 17.7 50.3 47.5 60.1 58.8
45-68 YEArS.itsesorecnnnnrtsirsannnnnns 11.8 11.2 41.7 39.2 65.2 65.3
65 years and OVer.....v.veeeevneenreenas 7.5 8.6 40.3 37.0 72.1 72.1
Sex2
= 16.8 15.7 49.8 46.6 56.9 56.1
Female.ciiieieiiieeiiniicnnerensnneaans 13.5 13.8 49,9 47.3 60.4 60.2
RaceZ
WHNite. ettt iiiiieeiaireeneiannnnceenans 14.2 14.1 49.4 46.7 59.3 58.4
ATl Other.eeeisieiiieraeieercenannnnnes 17.6 15.8 54.3 49,4 59.2 61.4
Location of
physician's office
Within SMSA. et i et iiiriaiiniunnns 15.0 14.9 47.1 45.4 61.3 60.4
Outside SMSA.eeeiireriniosornnsessnnanss 13.4 12.8 58.1 52.1 53.9 53.6

1Time spent in face-to-face contact between physician and patient.
Age adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 age 1intervals.

NOTE: Rates are based on the civilian noninstitutionalized population, excluding Alaska and Hawaii.

SOURCE: Division of Health Care Statistics, National Center for Health Statistics: Data from the National Ambulatory
Medical Care Survey.
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Table 40. Dental visits and interval since last visit, according to selected patient characteristics: United States, 1964, 1976,

and 1981

Interval since last dental visit

Never
Dental visited
Selected visits Less than 1 year-less 2 years dentist
characteristic 1 year than 2 years or more
1964 1976 1981 1964 1976 1981 1964 1976 1981 1964 1976 1981 1964 1976 1981
Number per person Percent of population
Tota11’2’3.......... 1.6 1.6 1.7 42.0 48.7 50.0 12.8 13.0 13.3 28.1 26.4 24.8 15.6 10.8 10.9
Age
Under 17 yearS..eeseeenne. 1.4 1.5 1.6 41.6 50.1 50.0 9.1 10.8 10.8 6.3 8.3 8.0 42.6 29.9 30.4
Under 6 yearS.veeseseaes 0.5 0.5 0.6 16.5 21.2 21.7 2.3 3.5 3.5 0.6 0.7 1.0 80.4 74.2  73.4
6-16 yearSiseeesescerves 2.0 1.9 2.2 56.9 63.2 64.7 13.2 14.1 14.5 9.8 11.7 11.6 19.6 10.0 8.1
17-44 yearS.eevevesesenens 1.9 1.7 1.7 50.0 53.7 54.2 17.2 16.8 17.3 27.8 26.2 25.1 3.2 2.1 1.9
45-64 Years.ieeseerenscens 1.7 1.8 1.8 38.4 46.5 49.6 13.1 12.3 12.5 45.5 39.3 36.2 1.3 0.8 0.6
65 years and OVEriceessoes 0.8 1.2 1.5 20.8 29.7 34.6 7.7 8.0 8.0 66.8 60.9 56.1 1.5 0.7 0.5
Sex1
Malesseessisnesssnocannnnn 1.4 1.5 1.6 40.0 46.7 47.9 13.0 13.2 13.6 28.8 27.8 26.1 16.1 11.2  11.2
Female.sesssoessvossnnenes 1.7 1.7 1.8 43,9 50.6 52.0 12.5 12.9 12.9 27.6 25.1 23.5 15,1 10.6 10.6
Racel’4
L = 1.7 1.7 1.8 44,7 51.0 52.2 12.9 12.7 12.9 27.3 25.4 23.7 13.8 9.9 10.2
B1aCK . s e vevnvenorerrnanss 0.9 0.9 1.1 22.8 32.8 35.5 11.7 15.3 15.0 35.3 34.4 33.1 27.1 16.0 14.3
Family incomel6
Less than $7,000...000040ss 0.9 1.1 1.1 25.8 36.1 37.0 10.7 12.8 13.5 34.6 33.6 33.3 27.0 16.7 15.5
$7,000-$9,999..ccvvuvennne 0.9 1.2 1.3 29.2 36.6 37.3 12.5 14.3 14.5 34.3 33.2 32.8 22.0 15.1 14.3
$10,000-$14,999.c000veraes 1.4 1.3 1.4 39.1 40.6 42,3 13.7 13.0 14.0 30.0 31.6 30.0 16.1 13.9  12.9
$15,000-$24,999. .0 00 eeenes 1.9 1.4 1.7 49,6 46.5 50.1 13.4 14,2 14.0 24.9 27.3 24.4 11.0 11.2  10.7
$25,000 or more.cseesssees 2.8 2.1 2.2 63.3 60.8 63.5 12.2 12.4 12.0 16.6 18.9 16.2 7.0 6.8 7.3
Geographic r‘egion1
Northeast...... cesnennnons 2.1 1.8 2.0 47.9 54,0 55.2 12.7 12.0 12.7 25.7 24.4 22.4 12,7 8.6 8.7
North Centralivecieresenss 1.6 1.6 1.7 44,0 51.0 52.2 13.0 12.8 12.7 28.8 26.0 24.6 13,0 9.6 9.6
SOUtR.seisnenevavevannsnes 1.2 1.3 1.5 35.0 42.6 44,7 12.0 13.3 13.3 30.0 29.5 28.1 20.8 13.5 12.7
Hestuioieeronrinnnnnnnnnnas 1.8 1.8 1.7 43.3 50.0 50.3 13.8 14.2 14.7 27.5 23.9 22.0 14,5 10.7 11.8

See footnotes at end of table.
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Table 40. Dental visits and interval since last visit, according to selected patient characteristics: United States, 1964, 1976,
and 1981--Continued

(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

Interval since last dental visit

Never
Dental visited
Selected visits Less than 1 year-less 2 years dentist

characteristic 1 year than 2 years or more

1964 1976 1981 1964 1976 1981 1964 1976 1981 1964 1976 1981 1964 1976 1981

Location of residencel Number per person Percent of population
Within SMSA...ovviveeenens i.8 1.7 1.8 44.5 51.0 52.0 13.1 13.0 13.3 26.8 24.6 23.0 14.3 10.3  10.5
Uutside SMSA....ecvvnnnens 1.2 1.3 1.4 37.8 43.7 45.9 12.1 13.0 13.0 30.5 30.3 28.5 17.9 12.1  11.6

1Age adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals.

SIncludes all other races not shown separately.
zlncludes unknown family income.

In 1964 and 1976, the racial classification of persons in the National Health Interview Survey was determined by interviewer observation. In
1961, race was determined by asking the household respondent.
91964 data are for all other races.
bFamily income categories tor 1981. Adjusting for inflation, corresponding income categories in 1964 were: less than $2,000; $2,000-33,999;
$4,000-$6,999; $7,000-$9,999; and $10,000 or more; and, in 1976 were: less than $5,000; $5,000-$6,999; $7,000-$9,999; $10,000-$14,999; and
315,000 or more.

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



Table 41. Admissions, average length of stay, and outpatient visits in short-stay hospita]s,1

type of ownership: United States, selected years 1960-81

(Data are based on reporting by a census of hospitals)

according to

Year
Type of
ownership
1960 1970 1975 1976 1977 1978 1979 1980 1981
Admissions Number in thousands

A1l ownershipS.eeecennans 24,324 30,706 35,270 35,901 36,227 36,433 37,034 38,140 38,417
Federaliveeierieneeencannnnnnss 1,354 1,454 1,751 1,832 1,874 1,858 1,874 1,942 1,923
Non-Federal.eeeeecesessnnnnenas 22,970 29,252 33,519 34,068 34,353 34,575 35,160 356,198 36,494
Nonprofite.seeeseeeenvnnennes 16,788 20,948 23,735 24,098 24,284 24,443 24,885 25,576 25,955
Proprietary.cicieeceeencenees 1,550 2,031 2,646 2,734 2,849 2,880 2,963 3,165 3,239
State-local government....... 4,632 6,273 7,138 7,237 7,220 7,253 7,312 7,458 7,299

Average length of stay Number of days
ATT ownershipS.sevvecesss 8.4 8.7 8.0 8.0 7.9 7.9 7.8 7.8 7.9
Federaleiieeeeieeeenranvosnnees 1.4 17.0 14.4 13.2 12.9 13.2 12.8 12.9 12.5
Non-Federal...ooeiuenennnenenns 7.6 8.2 7.7 7.7 7.6 7.6 7.6 7.6 7.6
NONProfiteseseeeerecescenanss 7.4 8.2 7.8 7.9 7.8 7.8 7.7 7.7 7.8
Proprietary.eccieecesccencan. 5.7 6.8 6.6 6.6 6.6 6.5 6.6 6.5 6.6
State-local government....... 8.8 8.7 7.6 7.5 7.4 7.4 7.4 7.4 7.6

Outpatient visits Number in thousands

A1l ownershipSeeeeeensan. --- 173,058 245,938 261,278 254,483 253,896 252,461 255,320 257,254
Federalive oo eneneesennnnnnes - 39,514 49,627 53,553 50,245 47,434 48,587 48,568 50,524
Non-Federal...o..ccevosncanncnns --- 133,545 196,311 207,725 204,238 206,461 203,873 206,752 206,729
NONprofiteesseveeeneennnaness —-—- 90,992 132,368 141,781 139,045 142,617 140,525 142,864 143,953
Proprietary..cieeescecersanss -— 4,698 7,713 3,048 8,355 8,911 9,289 9,696 9,961
State-local government....... - 37,854 56,230 57,896 56,838 54,933 54,060 54,192 52,816

lExc]udes psychiatric and tuberculosis

SOURCES: American Hospital Association: Hospitals. JAHA 35(15):396-401 and 45(15):463-467, Aug. 1961 and Aug. 1971;
Hospital Statistics, 1976-82 Editions. Chicago, 1976-872. (Copyrights 1961, 1371, 1976-82: Used with the permission of

the American Hospital Association.)

and other respiratory disease hospitals.
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Table 42. Discharges from and days of care in non-Federal short-stay hospitals, according to sex, age,

and selected first-listed diagnosis: United States, 1979 and 1481

(Data are based on a sample of hospital records)

Sex, age, and first-listed diagnosis

Days of care

1979 1981 1979 1981
Both sexes1 Number per 1,000 population
TotalZ .......................................... 156.9 160.2 1,111.0 1,134.0
Females With delivVery.eceeeseseeoteaseneoeesaaresscaenns 14.6 15.1 54.6 55.9
Diseases o0f heart..iveenesns e cnernsnenssnansncscannns 12.8 13.5 121.2 123.5
Malignant neoplasmS..e.uceeersnrenerreseecnansnssnannns 7.3 8.0 89.5 92.1
Fracture, all SiteS...uieeirreeereenneeneeanennoenonns 5.0 4.7 51.1 48.4
Cerebrovascular diSEaseS.eeesssesrecesanseecsnnecasans 3.0 3.1 36.9 38.7
Pneumonia, all fOrmsS...veeereeriieeannnenenennncoanns 3.5 3.4 26.5 27.9
Ma]el

ATT BGES2. e eeen e ene et en et er et e ee e eeanaas 137.6 141.0 1,050.6 1,075.4
Diseases Of heart.. oot iieiiinriiernennnennrananonans 15.6 16.5 144.0 145.4
MaTlignant neoplasmsS...cvseeerenrreeecanannsenesaansnass 8.0 8.3 98.5 99.0
Fracture, all STteS.uenssviieiennrcoscennnencoenannanns 5.5 5.1 48.7 44.5
Inguinal Rernia....ceeeersreerensreeeeacnnnnennnsnanan 4.0 4.0 19.6 18.1
Pneumonia, all fOrMS.uesreeresnnrneeceneeneesaannnnes 4.0 3.8 30.5 31.1
Cerebrovascular diSeaSeSeseeecressseacssanssscssanasnes 3.2 3.4 38.6 40.3
UNGEr 15 YEAPrSZ.nensnneneensrrenneneeneaneananes 78.1 80.2 342.6 366.9
Acute respiratory infection.ieeeeieiiieeeiiinneencnnens 6.4 5.6 24.2 21.2
Chronic disease of tonsils and adernojdsS.......ceceuen. 6.0 5.4 10.1 9.1
Otitis media and eustachian tube disorders............ 4.0 4.0 9.1 9.4
Congenital anomalieS..eeevesserreneesrenaoanneasnaanss 3.7 4.5 21.4 27.3
Fracture, all STteS.eeecrerrrrereieerrocnccnsnesncnnnns 3.9 3.8 21.3 21.3
15-44 yearsz ...................................... 93.4 89.8 592.8 570.3
Fracture, all SiteS.eeeieecersessenirornecacannnnsnonns 6.3 5.8 48.7 45.9
Alcohol dependence SYyNdrome. ...eeesesescseeasonceasasns 3.5 3.7 34.6 36.1
Lacerations and Open WoUNAS.....eeeveveneeannoaracsoans 3.7 3.2 16.9 16.5
P Y CIOSES et eeionnrseornnnnnsasesvassosacsaannsacnses 3.3 3.4 44,1 48.7
Diseases Of heart..seeeeeieeeneeenneennnesscnensasannn 3.0 2.9 22.2 18.9
45-64 year52 ....................................... 190.6 194.1 1,541.2 1,526.0
Diseases Of NeArt..eieveseeseanessonarnsonnssnsasansnes 33.4 34.9 285.4 280.4
Malignant NeoplasmS.ees e eereveersnesennnsenanaasnsons 13.8 14.3 158.8 153.2
Inguinal hernia..cieeveiviennannn, N 6.3 6.3 33.9 29.7
Alcohol dependence SyNndrome....veeeeeeensoseoaaaassoss 6.6 6.0 57.6 61.1
DiADEEES . s eeerearrercansonsnsarscssssennseraseassannen 4.0 4.7 38.6 44.4
65 YEArS aNd OVEIC....eeneeeneenneanneeneenneanans 389.5 426.5 4,067.9 4,382.2
Diseases Of heart..ce e iineiierissnsiennnnenrescannss 75.7 g2.2 774.0 813.0
Malignant neoplasmS..eeeeerrerenenerecnceansnissaanens 45.6 47.5 586.6 609.8
Cereprovascular diSEaSES.eeeecuiersssrecnncannsnacansss 23.2 23.8 291.8 293.0
Hyperplasia of prostate...eceeeieeeneercneccnnannennns 15.7 17.1 163.5 160.1
Pneumonia, all formS.eeeeerereieeerrineennenncreaaaans 12.8 13.4 138.5 156.6

See footnotes at end of table.
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Table 42. Discharges from and days of care in non-Federal short-stay hospitals, according to sex, age,
and selected first-listed diagnosis: United States, 1979 and 1981--Continued

(Data are based on a sample of hospital records)

Discharges Days of care
Sex, age, and first-Tlisted diagnosis
1979 1981 1979 1981
Fema]e1 Number per 1,000 population

All ages2 ......................................... 175.1 179.5 1,173.0 1,196.1
DEliver Y. eee e ieneesoensaceerssnasssvnssnscsananoassnns 28.6 29.7 107.4 110.2
Diseases 0f heart.eeeeeseesrassecean tesstesetsesesanas 10.4 10.9 101.9 105.1
Malignant neoplasmS..eeeeeesreesceseoennseascoasensans 6.9 7.9 83.9 88.8
Fracture, all site@S.eieeciveecccanss tetrescsesecansane 4.4 4.2 50.3 48.8
Pregnancy with abortive outcCOmE....cvviieriecinsrannn 4.2 3.9 9.2 8.6
Benign nNeoplasmS..ceeeeesreececeecnrnrassvcsansarsnnnns 4.1 3.7 25.3 22.8

UNAEr 15 YEArSZ..vnenenene e eeeeeeeeneaanennnns 63.1 65.2 268.5 306.0
Chronic disease of tonsils and adenoids.........ceceaus 6.5 6.0 12.4 10.5
Acute respiratory infection......... N 5.1 4.4 18.7 16.3
Pneumortia, all fOrmS..ueieeerecenieeernennnreeceonsenes 4.2 4.0 21.4 20.1
Otitis media and eustachian tube disorders........e... 3.0 2.8 6.5 6.9
Congenital anomalieS.eeeeeruveeceecesennrasscasnconas 2.4 2.9 12.8 14.3

1588 YRArS e e et ettt et 208.2 205.8 986.4 962.7
Dl Ve Y iiieeeneennnrnnssosacseasanvossassacannnncnns 69.5 72.5 260.3 269.0
Pregnancy with abortive outcome..... eeeerecniananises 10.2 9.5 22.3 20.5
Disorders of menstruation.....ceciciveieecannnncncenes 6.8 6.0 21.9 20.2
Inflammatory disease of female pelvic organs.......... 5.2 5.1 27.0 26.5
Benign neoplasmS..eeeeeeereeenrncnnoresesescasnoonsnns 5.2 4.5 27.6 24.0
Persons admitted for sterilization...eeeevncicnonecnss 4.9 4.1 10.9 8.5

B5-68 YRATS n v eenenrerntene e ans 194.0 196.4 1,601.4 1,598.5
Diseases Of heart.u.cieeeeeeiieneneeeeersncscnncccnnas 17.6 18.0 155.4 157.8
Malignant neoplasmS..eeeeceriscceeecvesessssoncennnann 15.5 18.0 179.9 191.2
Benign NEopPlasmSeeececerestesncressorsconcasssaancsens 6.9 6.3 46.3 41.6
Disorders of menstruation....... tetaestensetecancaaans 4.0 3.6 15.4 12.9
DiabetS . eereerececeereceansnnsscanasenrosoncansacnnns 5.7 6.0 55.8 59.0

65 YEArS AN OVErZ. . eneneeneeneneenerneneanrneanes 382.5 376.0 3,767.6 4,002.5
Diseases of heart....orceieiiiniiiinieereenenanssnnnas 6l.1 66.8 661.5 695.8
Malignant neoplasms....eeeecceannen, Greseeerasenncenas 28.1 30.6 390.0 395.6
Cerebrovascular diSEaSeS.ceeeceeeecsececeossonnsosnccns 21.3 21.8 274.3 291.5
DIabEtES e iitieeeeesssascncerersscsassonssasnsnccoccns 10.6 10.4 135.0 119.5
Pneumonia, all fOrmS..eeeeeceonssosecscaossransocasces 8.4 10.3 yl.4 116.5

lAge adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals.
Includes all diagnoses.

HOTES: Rates are based on the civilian population. Diagnostic categories are based on the International
Classification of Diseases, 9th Revision, Clinical Modification. For a Tisting of the code numbers, see Appendix II.

SOURCE: Division of Health Care Statistics, National Center for Health Statistics: Data from the National Hospital
Discharge Survey.
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Table 43. Discharges from, days of care, and average length of stay in non-Federal short-stay hospitals,
according to sex, age, and selected first-listed diagnosis: United States, 1979 and 1981

(Data are based on a sample of hospital records)

Average length

Discharges Days of care of stay
Sex, age, and first-listed diagnosis
1679 1981 1979 1981 1979 1981
Both sexesl Number 1in thousands Number of days
Tota]2 ................................... 36,747 38,544 264,173 277,230 7.2 7.2
Females with delivery..eeeveieeeinnonennnncanans 3,646 3,913 13,665 14,515 3.7 3.7
Diseases of heart.v.eiieeiiiienineerrorananss 3,065 3,339 29,378 30,926 9.6 9.3
Malignant neoplasmsS...eevererecvenanrnvonenanns 1,745 1,949 21,496 22,765 12.3 11.7
Fracture, all sites...ccenuvnnnen eeiaerreseaas 1,180 1,138 12,366 12,082 10.5 10.6
Cerebrovascular diSEaseSeeversessseesrsonessans 747 806 9,226 10,014 12.4 12.4
Pneumonia, all forms....veoeinneiiinnnniiennns 756 769 6,021 6,597 8.0 8.6
Malel
AN ages2 .................................. 14,705 15,379 112,504 117,789 7.7 7.7
Diseases of heart....coiveiiiiiiiininecannnn., 1,640 1,773 15,112 15,619 9.2 8.8
Malignant neoplasms. .oueeerneeeiennrcecnoancns 846 901 10,385 10,741 12.3 11.9
Fracture, all sitesS.veeieeiiiiiienanerinnannns 609 574 5,359 5,043 8.8 8.8
Inguinal hernid...eeereereeeniosenesenanensnannn 427 430 2,089 1,962 4.9 4.6
Pneumonia, all forms..ceeeeerinrieinnrennnennns 403 384 3,130 3,284 7.8 8.6
Cerebrovascular diSeasSES.ceesceerecesessenosans 335 368 4,060 4,376 12.1 11.9
UNGEr 15 YEArSZ. . neeeneeanseeeeeeannanns 2,053 2,101 9,008 9,611 4.4 4.6
Acute respiratory infection.....ccvviiiennnnn.. 169 148 637 557 3.8 3.8
Chronic disease of tonsils and adenoids........ 158 141 265 239 1.7 1.7
Otitis media and eustachian tube disorders..... 106 106 239 246 2.3 2.3
Congenital anomalies...eeeiseereneannnronnannns 98 118 564 716 5.7 6.1
Fracture, all siteS.ieveeeiirnresencnsescannnsns 103 101 559 557 5.4 5.5
15-44 years2 ................................ 4,680 4,672 29,713 29,685 6.3 6.4
Fracture, all Sit@S.uuuieeiinenrerienerencnannns 315 304 2,439 2,389 7.8 7.9
Alcohol dependence syndrome....e.eeeeeenaesones 177 190 1,736 1,878 9.8 9.9
Lacerations and open WoundS.....eeveuenecnsenss 184 167 847 859 4.6 5.1
P S Y CNOSES e eeansreasornrnsossassnnsonsseanansnse 165 175 2,212 2,533 13.4 14.5
Diseases of heart.v.eeeiesenrieesinernnecarsnns 153 153 1,112 984 7.3 6.4
45-64 yea\rs2 ............................... 4,017 4,098 32,482 32,216 8.1 7.9
Diseases of Neart.....eeeeensvivenenenonansenns 704 737 6,015 5,920 8.5 8.0
Malignant neoplasmS...eeeeesreeerannoneenanaans 291 302 3,347 3,235 11.5 10.7
Inguinal herniaeeeeeseeeeeneeeseernnnsssnoecnns 132 133 714 627 5.4 4.7
Alcohol dependence Syndrome.....eesevsennsscens 139 127 1,213 1,291 8.7 10.2
DiaDBLES .t ieteetnnecrroncanasoncracassnsasans 85 100 313 937 9.6 9.4
65 years and over2 ......................... 3,955 4,507 41,302 46,276 10.4 10.3
Diseases of hearf..oeeireeiiiiniiiniiininnnnns 769 868 7,858 8,586 10.2 9.9
Malignant neoplasmsS..ueeeerereesenennsoeneansss 463 502 5,955 6,440 12.¢ 12.8
Cerebrovascular diSEeaseS.u.seuirienscesncenaasnns 235 252 2,963 3,094 12.6 12.3
Hyperplasia of prostate....c.ceeveiininnnninnnns 159 181 1,660 1,691 10.4 9.3
Pneumonia, all forms....ceeeerrnneroeancncronnan 130 141 1,407 1,654 10.8 11.7

See footnotes at end of table.
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Table 43. Discharges from, days of care, and average length of stay in non-Federal short-stay hospitals,
according to sex, age, and selected first-listed diagnosis: United States, 1979 and 1981--Continued

(Data are based on a sample of hospital records)

Average length

Bischarges Days of care of stay
Sex, age, and first-listed diagnosis

1979 1981 1979 1961 1979 1981
Fema]el Number in thousands Number of days
ATl ages2 ............................. eens 22,042 23,165 151,669 159,441 6.9 6.9
DElIVE Y eeeereaeoeeensocnssssesosanstosnsonans 3,646 3,913 13,665 14,515 3.7 3.7
Diseases Of heartec.erceeceeeseceernnncncecenns 1,425 1,566 14,266 15,307 10.0 9.8
Malignant neoplasmS.sseeeecrecesseronscccononns 899 1,047 11,111 12,024 12.4 11.5
Fracture, all SiteS.iiieecreeccnrercennconacnnns 571 564 7,007 7,039 12.3 12.5
Pregnancy with abortive outcome................ 536 516 1,172 1,122 2.2 2.2
Benign neoplasmSe.seseececesncnsrocascnsccasnns 509 475 3,146 2,927 6.2 6.2
Under 15 years2 ............................ 1,588 1,632 6,757 7,659 4.3 4,7
Chronic disease of tonsils and adenoids........ 162 151 312 264 1.9 1.8
Acute respiratory infection..eceeeceeeennanann.. 128 110 471 409 3.7 3.7
Prieumonia, all fOrmS.eeeiacicsccecenernncansons 105 99 539 504 5.1 5.1
Otitis media and eustachian tube disorders..... 75 69 165 172 2.2 2.5
Congenital anomalieS.seceecccoecssonsssncnassen 62 72 322 358 5.2 5.0
15-44 _years2 ............................... 10,808 11,053 51,200 51,694 4.7 4.7
DeTiVE Y. teearnssoeseosocsssnssanscasssasassnnae 3,607 3,894 13,514 14,445 3.7 3.7
Pregnancy with abortive outCOmME...eeevenisnnenn 5¢8 509 1,158 1,099 2.2 2.2
Disorders of menstruation...ccececececsereonses 350 320 1,138 1,087 3.2 3.4
Inflammatory disease of female pelvic organs... 272 274 1,403 1,424 5.2 5.2
Benign NeoplasmS.ceeeevenessssncssscococanaonns 270 243 1,432 1,287 5.3 5.3
Persons admitted for sterilization............. 254 222 566 454 2.2 2.0
45-64 years2 ............................... 4,515 4,579 37,273 37,276 8.3 8.1
Diseases of heart..eeeiecieneneinenciecnennnnns 410 420 3,617 3,680 8.8 8.8
Malignant neoplasmS..eeeecerserenncnceccecncnes 360 420 4,188 4,458 11.6 10.6
Benign neoplasmSeseeeeecececirenecssanccanannns 161 147 1,078 970 6.7 6.6
Disorders of menstruation....eeeveseeeencianens 94 84 359 300 3.8 3.6
DiabELES . seeestranaccsconsstsoseccaasensnanness 132 139 1,299 1,377 9.9 9.9
65 years and over'2 ......................... 5,131 5,901 56,438 62,812 11.0 10.6
Diseases Of Neart..ieseeeierecceasrnveccesaccans 916 1,048 9,910 10,920 10.8 10.4
Malignant neoPlasmS..eseevireoncncecnsoconanes 421 479 5,842 6,208 13.9 12.9
Cerebrovascular diSEaSES..ecescessescsasscanans 319 342 4,109 4,574 12.9 13.4
DiaAbEEES et enesescasnveccsvsneccsasonvansnnons 159 164 2,022 1,875 12.8 11.4
Pneumonia, all formsS..ceeeevececconnccescennnnn 126 161 1,370 1,828 10.9 11.3

éAge adjusted by the direct method to the 1970 civilian population, using 4 age intervals.

Includes all diagnoses.

NOTE: Diagnostic categories are based on the International Classification_of Diseases, 9th Revision, Clinical

Modification. For a listing of the code numbers, see Appendix II.

SOURCE: Division of Health Care Statistics, National Center for Health Statistics: Data from the National Hospital

Discharge Survey.
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Table 44. Discharges from, days of care, and average length of stay in non-Federal short-stay hospitals for all patients and for patients
with surgery, according to selected characteristics: United States, 1979 and 1981

(Data are based on a sample of hospital records)

Discharges Days of care Average length of stay
Selected A1l Patients A1l Patients ATl Patients
characteristic patients with surgery patients with surgery patients with surgery
1979 1981 1979 1981 1979 1981 1979 1981 1979 1981 1979 1981
Number per 1,000 population Number of days
Tctall’z........ ...... 156.9 160.2 64.0 66.1 1,111.0 1,134.0 471.6 484,2 7.1 7.1 7.4 7.3
Age
Under 15 yearS..eeeseseceoss 70.8 72.9 27.0 27.1 306.4 337.1 112.2 124.2 4,3 4.6 4.2 4.6
15-44 years...oeeevss ceenes . 151.8 148.7 70.6 69.8 793.0 769.6 375.2 362.0 5.2 5.2 5.3 5.2
45-64 YEArS.iveeerensnnansen 192.4 195.3 78.5 82.2 1,572.8 1,564.0 691.9 700.8 8.2 8.0 8.8 8.5
65 years and OVEri...esecves 361.5 396.5 116.6 132.7 3,888.8 4,155.3 1,487.7 1,620.6 10.8 10.5 12.8  12.2
Bed size2
6-99 beds...... tereeersaenns 29.9 28.6 8.0 8.0 174.1 165.2 44.9 45.0 5.8 5.8 5.6 5.6
100-199 bedS.iceeevssoasenss 27.0 29.4 10.6 11.6 174.2 191.1 68.1 74.1 6.5 6.5 6.4 6.4
200-299 bedSiveveovoanoccnns 27.7 25.2 12.0 10.6 196.8 178.8 87.2 77.9 7.1 7.1 7.3 7.3
300-499 bedSieeeennsenananes 36.9 39.0 16.4 17.4 280.2 293.9 127.7 130.0 7.6 7.5 7.8 7.5
500 beds Or MOre..cieess.. .. 35.5 37.9 17.1 18.5 285.7 305.0 143.7 157.3 8.0 8.0 8.4 8.5
Ownership2
State and local government.. 32.9 34.5 11.3 12.5 214.7 224.9 84,7 90.3 6.5 6.5 7.5 7.2
Proprietary.ceecceesceecenss 12.5 12.5 4.5 4.7 89.2 90.5 28.7 32.8 7.1 7.2 6.4 7.0
Nonprofit...... eeesesanenes 111.5 113.2 48.2 48.8 807.1 818.6 358.2 361.1 7.2 7.2 7.4 7.4
Geographic region2
Northeast..eeeeeeasesrnonans 33.2 32.5 14.1 13.8 275.6 269.3 116.9 112.6 8.3 8.3 8.3 8.2
North Central....... teenanes 45.6 46.4 19.3 19.5 329.7 336.9 143.0 145.4 7.2 7.3 7.4 7.5
Yo 1T} | P teeessaserans 53.0 55.1 19.6 21.1 356.6 370.3 141.6 152.6 6.7 6.7 7.2 7.2
WeSteoeensnsnononns cesssanan 25.0 26.3 1.1 11.7 149.1 157.6 70.1 73.6 6.0 6.0 6.3 6.3

lInc]udes age not stated.
Age adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals.

NOTES: Excludes newborn infants. Rates are based on the civilian noninstitutionalized population.

SOURCE: Division of Health Care Statistics, National Center for Health Statistics: Data from the National Hospital Discharge Survey.



Table 45. Discharges fram, days of care, and average length of stay in short-stay hospitals, according to selected

characteristics: United States, 1976 and 1981

(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

- L Average length
Discharges Days of care of stayl

Selected characteristic

1964 1976 1981 1964 1976 1931 1964 1976 1981
Number per 1,000 population Number of days
Tota1?:3:4, oo, 130.6  124.7 121.2  1,062.0  1,029.0 949.3 8.1 8.3 7.8
Age
Under 17 yearS.c.seeoeeesoscess 67.7 69.6 63.6 400.6 379.0 344.7 5.9 5.4 5.4
Under 6 yearsS...eeeecesesenss 91.9 104.5 99.2 651.6 584.7 578.5 7.1 5.6 5.8
6-16 YEArS..esssosccsasscsaas 53.0 53.9 45.1 247 .5 286.3 223.5 4.7 5.3 5.0
17-44 YearS..veesseseencensnses 162.4 108.5 100.0 1,050.8 702.7 647.7 6.5 6.5 6.5
4564 YBAYS.eesesnsreccccassans 146.4 170.5 175.1 1,560.5 1,623.7 1,565.5 10.7 9.5 8.9
65 years and OVEr.i..eeveeneeees 190.1 277.0 283.6 2,292.9 3,220.4 2,843.3 12.1 11.6 10.0
Sex2
2 R 104.0 119.7 119.3 1,012.4 1,046.8 1,008.4 9.7 8.7 8.5
Femaleseeeeereesooncrnssnenanes 154.3 129.8 123.8 1,104.5 1,022.0 903.1 7.2 7.9 7.3
Racez’5
HNTEBa e s ieeecasnonssnnsnnnnnns 133.8 124.5 120.0 1,053.4 980.3 912.5 7.9 7.9 7.6
Blackeeeseeeeaosooenrcvencanaas 106.3 130.9 137.7 1,141.2 1,427.2 1,302.4 10.7 10.9 9.5
Family incomez’6
Less than 37,000...0ccueccancss 126.9 158.4 165.1 1,140.0 1,445.9 1,318.5 9.0 9.1 8.0
$7,000-59,999. ccivreneecnanannn 146.8 135.3 137.5 1,337.8 1,132.6 1,158.0 9.1 8.4 8.4
$10,000-514,999.c0cecurccnnnnas 135.4 134.9 124.5 1,042.3 1,067.9 1,056.0 7.7 7.9 8.5
$15,000-$24,999. . ccvecnncnnnnnn 128.0 131.0 119.8 968.6 1,060.0 841.7 7.6 8.1 7.0
$25,000 O MOr€eeecevecensanaen 121.8 111.9 104.6 971.0 869 773.8 8.0 7.8 7.4
Geographic region2
NOrtneast..eeeeecsvnssnssancnns 119.6 115.4 106.0 1,094.5 1,071.3 944.9 9.2 9.3 8.9
North Central.eceseenerneneconnn 130.7 128.1 129.1 1,041.2 1,067.9 1,006.0 8.0 8.3 7.8
SOULNe erienenceesnrnsrancacssan 138.7 136.4 140.1 1,051.2 1,083.3 1,076.2 7.6 7.9 7.7
Y 133.5 112.5 95.8 1,066.2 815.3 649.1 8.0 7.2 6.8
Location of residence

Within SHSA.eeiiervesranennnnss 124.9 119.3 110.3 1,097.4 1,038.7 926.9 8.8 8.7 8.4
Outside SMSA.euveeenoccnnnconas 140.7 136.6 144.0 1,001.2 1,012.7 997.3 7.1 7.4 6.9

1Exc]uding delivaries.
3

Age adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals.
Includes all other races not shown separately.
5Includes unknown family income.

In 1964 and 1976, the racial classification of persons in the National Health Interview Survey was determined by
interviewer observation. In 1981, race was determined by asking the household respondent.
6Family income categories for 1981. Adjusting for inflation, corresponding income categories in 1964 were: less than

$2,000; 3$2,000-$3,999; $4,000-$6,999;

$7,000-$9,999;

$5,000-$6,999; $7,000-$9,999; $10,000-$14,999; and $15,000 or more.

and $10,000 or more; and,

in 1976 were:

less than $5,000

>

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

Interview Survey.

149



150

Table 46. Operations for inpatients discharged from non-Federal short-stay hospitals, according to sex, age,

and surgical category: United States, 1979 and 1981

(Data are based on a sample of hospital records)

Operations
Sex, age, and surgical category
1979 1981 1979 1981
1 Number in Number per 1,000
Both sexes thousands population
Total%eineieenennsn. e e e 23,858 25,624 101.1 105.6
Procedures to assist delivery..eeceeiieeneecnrnncnenesns Cereseas 2,331 2,501 9.3 9.6
Diagnostic dilation and curettage of uterus .................... 935 833 3.9 3.4
Cesarean seCtioN....c.vecveecnncecnaananans resesesecennn eeeeees 599 702 2.4 2.7
HySTereCtomy. eeeeerssereeeesvnsecioacasonnsecceconnsesnsasannes 639 673 2.7 2.7
Bilateral destruction or occlusion of fa110p1an tubes.ceiieenns 610 647 2.4 2.5
EXtraction of 1enS.ceieeesecsveuerconescscnascssocnanessacennns 418 540 1.7 2.1
With insertion of prosthetm lens (pseudophakos)..ecsseesesns 130 292 0.5 1.1
Repair of inguinal hernia..eeiecesnoresseccnssssosscanrsne 500 517 2.2 2.3
Malel
ATl agesl’2 ................................................ 8,179 8,772 76.0 80.1
Repair of inguinal hernia.....coveen. Cheesasseresenarnannes 449 461 4.2 4.3
ProstateCtomy. v eeeernnreesrececsnsacncsansansnsces teesecanes 293 348 2.8 3.2
Reduction of fracture (excluding skull, nose, and jaw)......... 344 299 3.1 2.6
Cardiac catheterization...veeeeeeeeciisoeeseesnsnoesccsannannes 195 272 1.9 2.6
Operations on muscles, tendons, fascia, and bursa..ceeecesncees 222 215 2.0 1.9
Extraction of lens..... N eesesrassectescnanseasentatsesosannanan 169 210 1.6 1.9
With insertion of prosthetic lens (pseudophakos)...eeeceensn. 51 111 0.5 1.0
Under 15 yearsZ......e.eeeue.n. e e .. 1,092 1,097 41.5 41.9
Tonsillectomy, with or without adenoidectomy....eceveeeuunese .e 152 139 5.8 5.3
Myringotomy.seuseneeeesoanorocacnns vreeresecnnns Ceesecnsnuses .. 115 103 4.4 3.9
Repair of inguinal herma ................................ .. 76 86 2.9 3.3
Reduction of fracture (excluding skull, nose, and Jaw) ....... .. 65 57 2.5 2.2
Appendectomy, excluding incidental®,...ivveennen ieeee vesnens .e 43 47 1.6 1.8
Circumcision.......... ceeseciectseisresnasnaasanse veerssseenarsus 45 44 1.7 1.7
P 2,902 2,837 57.9 54.5
Reduction of fracture (excluding skull, nose, and jaw)......... 183 164 3.6 3.1
Operations on muscles, tendons, fascia, and bursa..ceececsss 123 116 2.5 2.2
Repair of inguinal hernia......ce.seeee Ceecreserananennnnans 122 112 2.4 2.2
Appendectomy, excluding incidentald......ccioeeeniiierneninen. 97 100 1.9 1.9
Rhinoplasty and repair Of NOSE..cveecoerrsseossnsersesoosennas 81 91 1.6 1.7
Excision of semilunar cartilage of knee.....eevveviinnenennnnns 91 85 1.8 1.6
Suture of skin and subcutaneous tiSsU...c.cceevececrnnrncnanns 89 81 1.8 1.6
Debridement of wound, infection, or burn........ccecvvevueenan 61 77 1.2 1.5
B5-68 JRAPS e nenneneeene et s et et aranen e 2,186 2,392 103.7 113.3
Cardiac catheterization...ceieeieseeeerennceercennnnnen Gesnsoss 118 158 5.6 7.5
Repair of inguinal hernia...c.coveeeeneen Ceesecsrresessseseraas 138 141 6.6 6.7
Prostatectomy.eeeceennrcreeenennroceeasecnussasccsanncsocecanss 71 83 3.4 3.9
Direct heart revascularization (coronary bypass) ............... 63 8l 3.0 3.8
Operations on muscles, tendons, fascia, and bursa...ccieeeseses 51 58 2.4 2.8
65 years and over...... T e 2,000 2,447 197.0 231.7
ProStateCtoMY.ceeeeeeeceecearoacsnscanennsuacosossassvonsnannnsse 218 263 21.5 24.9
EXTraction Of Tens..ceeeeeeesiinreceeecnanseccocenossonsncansas 108 147 10.6 13.9
With insertion of prosthetic lens (pseudophakos).....eceenvns 40 84 3.9 8.0
Repair of inguinal hernfa....eeeeeeeereenensecceoncorasncoacnn 112 122 11.0 11.5
Pacemaker insertion, replacement, removal, and repair.......... 62 69 6.1 6.5
Cardiac catheterization...cv.eeeuerieseeecenenncencasncnsassoes 29 60 2.9 5.7

See footnotes at end of table.



Table 46. Operations for inpatients discharged from non-Federal short-stay hospitals, according to sex, age,
and surgical category: United States, 1979 and 1981--Continued

(Data are based on a sample of hospital records)

Operations
Sex, age, and surgical category
1979 1981 1979 1981
1 Number in Number per 1,000
Female thousands population

ATl agesl’2 ................................................ 15,679 16,852 125.8 130.8
Procedures to assist delivery...ceeeeiiinennirneinecenenncnennn 2,331 2,501 18.3 19.0
Diagnostic dilation and curettage of uterus.......cevvnnvunen.. 935 833 7.6 6.5
Cesarean SeCLION..ueeeeeesuieseeeneeenenneaecseasscecasnnsannnns 599 702 4.7 5.3
Hysterectomy.u e ceeeeeeneiirnerenneeneeaersennssnconanensnassocns 639 673 5.1 5.3
Bilateral destruction or occlusion of fallopian tubes.......... 610 647 4.8 4.9
Repair of current obstetrical laceration....eeeeeseneencneeenns 341 439 2.7 3.3
UNAEr 16 YearsZ...eueeeneenernreneenneans e 772 741 30.7 29.6
Tonsillectomy, with or without adenoidectomy.....ccceeueeunnnns 161 150 6.4 6.0
MY INGOtOMYsseernnesosneacenensocescsssscscsascessnsncasusnsnns 87 68 3.5 2.7
Reduction of fracture (excluding skull, nose, and jaw)...ecese.. 29 31 1.1 1.2
Appendectomy, excluding INCTAENATS e st eternrenenrnsnreranenns 36 30 1.4 1.2
Adenoidectomy without tonsillectomy..eeeeiresreeseecnceascannns 31 23 1.2 0.9
Resection and recession of ocular MUSCTEeeeeeveecssnnassnnosens 23 21 0.9 0.8
15-44 yearsZ ............................................... 9,532 10,070 183.6 187.5
Procedures to assist delivery.eeeessceseescacensntsscssasesonns 2,308 2,489 44.5 46.3
Cesarean SeCLiON...ivercseeesosanrsssonscessscarsssssssasasosss 592 699 11.4 13.0
Bilateral destruction or occlusion of fallopian tubeS.......... 599 639 11.5 11.9
Diagnostic dilation and curettage of uterus.....ceveevieeeeens. 646 577 12.4 10.7
Repair of current obstetrical laceration......... tesecenannnane 337 437 6.5 8.1
Hysterectomy........ f s edecettteesersenntositatsesennentasnroes 407 423 7.8 7.9
T 3,088 3,228 132.7 138.4
Diagnostic dilation and curettage of uterus.................... 246 210 10.6 9.0
HySterectomy..cuseesecesenesanseccncosansosceassonsssssanasacne 187 192 8.0 8.2
Oophorectomy and sa]pingo OOPNOTECLtOMY.usreeeeeraresscncnnncnns 149 153 6.4 6.6
Cholecystectomy..... et tenenessseserransseeesserasnaroostentnan 109 122 4.7 5.2

Biopsies on the integumentary system (breast skin, and
subcutaneous TisSSUB).eererennesiennsss feeeerrecncoannanes reses 79 76 3.4 3.2
65 years and OverZ......eeeeeeeees. s 2,286 2,814 152.6 179.3
EXtraction Of 1ens..eecciicececeretensennnssccrcncesananns veean 198 268 13.2 17.1
With insertion of prosthetic lens (pseudophakoS)......ceceee.. 69 155 4.6 9.9
Reduction of fracture {(excluding skull, nose, and jaw)......... 133 134 8.9 8.5
ChoTeCyStRCtOMY eeeeeertienncaseeancecsnsesscssssnnssssncsccnass 77 86 5.1 5.5
Arthroplasty and replacement of hip.c.cveeeecenerinrecencnnanns 73 82 4.9 5.2

lAge adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals.
3Inc]udes operations not listed in table.
Limited to estimated number of appendectomies, excluding those performed incidental to other abdominal surgery.

NOTES: Excludes newborn infants. Rates are based on the civilian noninstitutionalized population. Surgical categories
are based on the International Classification of Diseases, 9th Revision, Clinical Modification. For a listing of the
code numbers, see Appendix II.

SQURCE: Division of Health Care Statistics, National Center for Health Statistics: Data from the National .Hospital
Discharge Survey.
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Table 47. Diagnostic and other nonsurgical procedures for inpatients discharged from non-Federal short-stay hospitals,
according to sex, age, and procedure category: United States, 1979 and 1981

(Data are based on a sample of hospital records)

Procedures
Sex, age, and procedure category
1979 1981 1979 1981
1 Number in Number per 1,000
Both sexes thousands population
TOEA1Z . Lttt 5,744 8,011 25.39 33.14
Gy SO COPY et e et tieenrenseanroenessssessrnnnnsosonnassnnsas 866 827 3.7 3.4
Radi10TS0LOPE SCaAN. . ittt are i e rroneuaannnennannaesnas 531 587 2.2 2.4
Endoscopy of Targe intestine.......coviiiiiiiiiiiiannnnne 485 577 2.0 2.3
Diagnostic ulErasound...ceveeieriiieenniieeircnnessnannrenas 222 426 0.9 1.7
Computerized axial tomography (CAT SCan)..cveeevevivnnnnn. 194 424 0.8 1.8
Arteriography using contrast material....covevvnniiennnans 300 343 1.3 1.4
Endoscopy of small intestine....ooviieiiiiiiininiaiennnn. 233 334 1.0 1.4
Contrast myelogram. ... iriiiinieiionnreronearronsanesnes 290 328 1.2 1.4
Angiocardiography using contrast material................. 226 326 1.0 1.4
Malel
Al agesl’2 ........................................... 2,828 3,886 26.57 35.60
L8] 1oL ol T | 517 535 4.9 4.9
Radi0TSOLOPE SCaAN. . triretie e iieerorenearanncnennnnnanas 242 268 2.3 2.5
Endoscopy of large intestine......vveviiiiniinrivniaannaas 215 253 2.0 2.3
Angiocardiography using contrast material................. 155 226 1.5 2.2
Computerized axial tomography (CAT SCAN).ivevieerreeecerenn 93 205 0.9 1.9
Arteriography using contrast material.......cviiniieennnn, 167 187 1.6 1.8
Under 15 YEars®. ... euunieenseneeeeeninenanenienns 193 272 7.4 10.4
YT I I 7 T J APt 45 56 1.7 2.1
Application of cast or splint.eeciinnveiiiinriiiinnnennnns 18 23 0.7 0.9
CYSEOSCOPY e s ieentreresansrseeoanessorneanasssssanssosnan 29 21 1.1 0.8
Computerized axial tomography (CAT SCaAN)eueiivrvennerernnn 9 17 0.3 0.7
15288 YEAPrSZ. v et e s e 745 948 14.7 18.2
Arthroscopy of Knee...vvereiieriiiiieinereiinenssoanennons 67 106 1.3 2.0
Contrast myelogram. ..oee et iineeteriennisnueeneeseannnns 85 98 1.7 1.9
O L Y of o 1 2 78 64 1.6 1.2
Computerized axial tomography (CAT sCan)......ceeveveeenn. 28 56 0.6 1.1
Endoscopy of large intestine..........cioviiiviiiiaana.. 52 54 1.0 1.0
B5-68 yearsZ. ... i i 951 1,287 45.4 61.0
Gy S OSCOPY e vt i tieereiiieanressaasannosennaassosnasanssans 151 153 7.2 7.3
Angiocardiography using contrast material............ ..., 103 143 4.9 6.8
Arteriography using contrast material........coiviinnnnet, 75 87 3.5 4.1
Endoscopy of Targe intestine.......coviiiiiiinriniiinannnns 76 86 3.6 4.1
Radi0TSOLOPE SCaANM. .. ettt ittt iie e it caenranecnanns 88 86 4.2 4.1
65 years and over2 .................................... 938 1,379 93.9 130.6
CY SO 0Dy e e ve s et eanrroneasssrnesesansnnoenanansonnans 259 296 25.5 28.0
Radioisotope SCan....iveeriiiianiniininrenoneeonennnnnanns 105 127 10.3 12.0
Endoscopy of large intestine..........coiviiieiiinnninnn.. 83 108 8.2 10.2
Computerized axial tomography (CAT scan)......ccceeevnnnn. 33 80 3.2 7.6
Arteriography using contrast material..............covaits 59 74 5.8 7.0

See footnotes at end of table.
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Table 47. Diagnostic and other nonsurgical procedures for inpatients discharged from non-Federal short-stay hospitals,
according to sex, age, and procedure category: United States, 1979 and 1981--Continued

(Data are based on a sample of hospital records)

Procedures
Sex, age, and procedure category )
1979 1981 1979 1981
1 Number in Number per 1,000
Female thousands population

AT ages 22, 2,917 4,125 23.4 31.9
Endoscopy of large intestine.......coviiiiieiiiniineennnns 270 323 2.1 2.4
Radi0TSOtOPE SCAN et vreeerrsssecsnnentnsscsssssascssasnssse 289 319 2.2 2.4
CYSTOSCOPY e e vrunsorsoonnnstssasecssscranssscssssasnnssncnes 350 292 2.9 2.3
Diagnostic ultrasound...eveeeeseecssnsasesescecasnnsnnanes 139 276 1.1 2.1

Laparoscopy (excluding that for ligation and division of
Fallopian tUDES) eeieeenioreereoaenrnasessossascnnsneanss 203 267 1.6 2.0
Computerized axial tomography (CAT Scan)...ceeevunvucesoas 101 219 0.8 1.7
UNAEr 15 YEAFSZ. . n e e e ee e e e e e e e eaeans 176 239 7.0 9.5
IS5 = T - T R 29 41 1.2 1.6
CYSEOSCODYeneesaeeeanesarssnsesnsscncnsssassesncosnsnassss 43 28 1.7 1.1
Computerized axial tomography {CAT scan)....cceeeeenveeeees 9 16 0.4 0.6
Electroencephalogram. .. e reeeeeeeeeneranraessceeanensannen 0 15 0.0 0.6
1584 YRArS e n e en e eeeens et eeneeinsenne e 1,054 1,362 20.0 25.4

Laparoscopy (excluding that for ligation and division of
fallopian tubeS).es et iiiiiiiiiiieeietrerssnennnnnnnnnas 167 249 3.6 4.6
Diagnostic ultrasound..e.veeeeieeeeeeninneieceerannnennens 63 126 1.2 2.3
CYStOSCOPY e reseressroseancnnssssosseataanrssscccsncnonnonse 111 87 2.1 1.6
Endoscopy of large intestine.....cceeieiiieiiiniennnenanns 70 76 1.4 1.4
Contrast myelogram. ... eeeinseenennnninrrneseennnennonncen 67 69 1.3 1.3
Biliary tract X-rayeeceeeerseeeeerenecersncansossanarnnnns 62 68 1.2 1.3
8568 YRArSZ. ..\t ire ittt 874 1,205 37.6 51.7
RadioiSOtOPe SCaN. . vererectcrssosorenncecsasssesanasasnas 36 108 4.1 4.6
Endoscopy of large intesting....coeviiirieieeiieninnnonnnn 83 96 3.6 4.1
CYStOSCODY e eenssseeascatessssscosascnsransonssosnancnanee 99 83 4.3 3.6
Computerized axial tomography {CAT scan).....cceeeveenuenes 32 62 1.4 2.7
Diagnostic ultrasound...c.eieereieeirneeronnssvocsraonnsnnns 38 62 1.6 2.7
65 YEArs aNd OVEIFZ...vnenennenenenrenenenennanenenens 813 1,319 56.6 84.1
Endoscopy of Targe intestineg....c.oveeienniiinnienninnnnnnns 112 146 7.5 9.3
RadiniSOtope SCAN..testieeieeienreeersnensraseoscoecasnnnnse 127 143 8.5 9.1
CYStOSCOPY coeresnsnsusrsosananssoseacncsnsnssnssacsasasoos 96 94 6.4 6.0
Computerized axial tomography (CAT SCan)...eeeeeeenunannes 34 93 2.3 5.9
Diagnostic ultrasound..ceeeieereeinieeianreronceoannsnnas 35 81 2.3 5.2

1Age adjusted by the direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals.
Includes nonsurgical procedures not shown.

NOTES: Rates are based on the civilian noninstitutionalized population. Procedure categories are based on the

International Classification of Diseases, 9th Revision, Clinical Modification. For a listing of the code numbers, see

Appendix II.

SOURCE: Divisjon of Health Care Statistics, National Center for Health Statistics: Data from the National Hospital
Discharge Survey.
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Table 48. Nursing home residents, according to selected functional status and age: United States, 1973-74 and 1977
(Data are based on a sample of nursing homes)

1

1973-74 1977
Functional status
A1l Under 65 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
Number of residents
A1l residentS..vieeiiesenniennnnnnn 1,075,800 114,300 163,100 384,900 413,600 1,303,100 177,100 211,400 464,700 449,900
Percent distribution
Totaleeeiinriennnnanrancnnennennns 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Dressing
Independent..ooeeiiereernnnrronseenvnrenes 29.3 34.8 34.4 30.2 25.0 30.6 44.8 38.8 27.5 24.2
Requires assistance, includes those who
do not dressS.e. e eiiieiineneennrnrrannan 70.8 65.2 65.6 69.9 75.1 69.4 55.2 6l.2 72.5 75.8

Using toilet room

Independent....covrereierronnnennaanannnes 47.5 56.4 53.6 48.0 42.2 47.5 61.8 53.1 45,7 41.0
Requires assistance.....vevvvvenivennnnnns 30.8 21.6 27.3 31.5 34.1 42.5 28.1 37.8 44.7 48.0
Does not use toilet room.......ccvvevivnnnn 21.7 22.0 19.1 20.5 23.7 10.1 10.1 9.1 9.6 11.0

Mobility
Walks independently......covviniivennnnnn, 48.6 58.2 55.4 49.6 42.2 33.9 53.6 43,2 33.2 22.5
Walks with assistance...vevveenvinencinnns 20.2 11.1 15.5 20.4 24.4 28.8 15.7 21.4 30.5 35.6
Chairfast....ieiiiiiiineiinnnrenrannennnns 26.5 24.8 24.9 25.9 28.2 32.0 25.5 30.5 31.5 35.9
Bedfast.ieieicieeseriasironenecnenenennnan 4.7 5.9 4.1 4.1 5.2 5.3 5.2 5.0 4.9 6.1

Continence
No difficulty controlling bowel or

bladder. e iisriiaiieieninecinenonnneenns 66.2 72.6 70.9 66.8 61.9 54,7 68.0 62.4 52.9 47.8
Difficulty controlling bowel........cvvnne 1.1 *0.8 *1.2 1.1 1.2 3.7 3.0 3.7 4.0 3.8
Difficulty controlling bladder............ 4.2 2.4 4.4 4.2 4.7 9.0 5.8 6.5 9.4 11.1
Difficulty controlling both bowel and
DT1Adder. s v iieerrarencresnneransesernns 28.1 23.4 23.0 27.5 31.9 25.9 16.8 20.6 26.9 30.8

Ostomy in either bowel or bladder......... 0.4 *0.8 *0.4 *0.4 *0.3 6.7 6.4 6.8 6.9 6.5

See footnote at end of table.
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Table 48. Nursing home residents, according to selected functional status and age: United States, 1973-74 and 1977--Continued

(Data are based on a sample of nursing homes)

1973-741 1977
Functional status
Al Under 65 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

Percent distribution

Eating
Independent....... e eeteareeeereesrannnnan 65.2 67.0 68.1 66.0 62.8 67.4 73.8 72.9 66.2 63.5
Requires assistance, includes those who
are tube or intravenously fed........c.... 34.8 33.0 31.9 34.0 37.2 32.6 26.2 27.1 33.8 36.5
Vision
Not impaired........... Crerererattearenians 53.5 70.6 62.3 53.8 45.0 67.2 81.0 75.4 67.9 57.2
Partially impaired...... Ceeseetatrerrreans 33.7 21.7 28.8 35.0 37.6 19.0 11.0 13.4 19.6 24.1
Severely impaired......c.... tesreserenranes 10.0 5.0 6.3 8.9 14.0 6.6 2.2 3.3 6.1 10.4
Completely Tost..veerenraneneennens terenns 2.8 2.7 2.6 2.3 3.5 3.0 2.2 2.6 2.6 3.8
UnKNnoWN. oo v viisneenenaccanncenncnns ciseeas ves . . ves ves 4,3 3.8 5.3 3.9 4,5
Hearing
Not impaired...ceveveiverrnrenssnsnernncnns 67.8 88.4 80.3 70.0 55.2 69.5 87.6 81.0 71.6 54.9
Partially impaired.seeeiiieereovecrannannn 26.1 9.2 17.0 25.5 34.8 21.7 6.6 11.4 21.2 33.1
Severely impaired...ievieeercesvoronocannn 5.1 1.6 1.9 3.8 8.7 4,3 *0.4 1.9 3.0 8.4
Completely T0St.eeeiieeresvecenscasnanasas 1.0 *0.8 *0.8 0.7 1.4 0.7 *1.1 *0.7 *0.6 *0.7
Unknown............ teeeens Ceeeesererenaens . ‘e ‘e ‘e s 3.7 4.4 5.0 3.6 3.0

1Exc]udes residents in personal care or domiciliary care homes.

SOURCE: Division of Health Care Statistics, National Center for Health Statistics: Unpublished data from the National Nursing Home Survey.
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Table 49. Nursing home and personal care home residents 65 years of age and over and number per 1,000 population, according to sex and race:
United States, 1963, 1969, 1973-74, and 1977

(Data are based on a sample of nursing homes)

Sex Race Sex Race
Year and age Total Total
A ATl . Al
Male Female White other Male Female White other
Number of residents Number per 1,000 popuiation

1963

65 years and over... 445,600 141,000 304,500 431,700 13,800 25.4 18.1 31.1 26.6 10.3

B5-74 vears.......c.c.enx- 89,600 35,100 54,500 84,400 5,200 7.9 6.8 8.8 8.1 5.9

75-84 years....ecvvennaanns 207,200 65,200 142,000 202,000 5,300 39.6 29.1 47.5 41.7 13.8

85 years and over......... 148,700 40,700 108,000 145,400 3,300 148.4 105.6 175.1 157.7 41.8
1969

65 years and over... 722,200 207,100 515,200 695,000 27,300 37.1 25.0 46.1 38.8 17.6

65-74 years....eev.. et 138,500 52,200 86,300 129,500 9,000 11.6 9.9 12.9 11.7 9.6

75-84 YEArS.iicreinncannnn 321,800 90,800 231,100 310,900 10,900 51.7 36.0 62.3 54.1 22.9

85 years and OVer......vas 261,900 64,100 197,800 254,500 7,400 203.2 130.8 247.6 221.9 52.4

1973-741

65 years and over... 961,500 265,700 695,800 920,600 40,900 45,1 30.2 55.5 47.3 21.9

65-74 YeaArS...ceeeencennan 163,100 65,100 98,100 150,100 13,000 12.3 11.3 13.1 12.5 10.6

75-84 YRArS.seeseicncnnnns 384,900 102,300 282,600 369,700 15,200 59.4 40.8 71.1 61.9 30.1

85 years and over......... 413,600 98,300 315,300 400,800 12,800 253.7 180.4 290.6 269.0 91.4
19772

65 years and over... 1,126,000 294,000 832,000 1,059,900 66,100 47.9 30.7 59.7 49.7 30.4

65-74 years.v.vieeeseveaess 211,400 80,200 131,200 187,500 23,800 14.5 12.7 15.9 14.2 16.8

75-84 years....ceeeencnnnn 464,700 122,100 342,600 443,200 21,500 68.0 47.4 80.6 70.6 38.6

85 years and over......... 449,900 91,700 358,200 429,100 20,800 216.4 140.0 251.5 229.0 102.0

%Exc]udes residents in personal care or domiciliary care homes.
Includes residents in domiciliary care homes.

NOTE: For data years 1963 and 1969, Hispanic origin was not designated; therefore, Hispanics may be included in either the white or all other
category. For data years 1973-74 and 1977, Hispanics were included in the white category.

SOURCES: National Center for Health Statistics: Characteristics of residents in institutions for the aged and chronically 111, United States,
April-June 1963, by G. S. Wunderlich. Vital and Health Statistics. Series 12-No. 2. DHEW Pub. No. (PHS) 1000. Public Health Service. Washington.
U.S. Government Printing Office, Sept. 19657 Measures of chronic illness among residents of nursing and personal care homes, United States, by
D. K. Ingram. Vital and Health Statistics. Series 12-No. 24. DHEW Pub. No. (HRA) 74-1709. Health Resources Administration. Washington. U.S.
Government Printing Office, Mar. 1974; Characteristics of nursing home residents, health status, and care received: National Nursing Home Survey,
United States, May-December 1977, by E. Hing. Vital and Health Statistics. Series 13-No. 51. DHHS Pub. No. (PHS) 81-1712. Public Health Service.
Washington. U.S. Goverhment Printing Office, ApriT 1981.




Table 50. Additions to mental health facilities and average annual percent change, according to service setting and type of facility:
United States, 1971 and 1979

(Data are based on reporting by facilities)

LS

Service setting

Inpatient Outpatient Day treatment
Type of facility
Average Average Average
1 annual 1 annual 1 annual
1971 1979 percent 1971 1979 percent 1971 1979° percent
change change change
1971-79 1971-79 1971-79
Number of additions Number of additions Number of additions
A1l facilitieS.esveenrrneninennnnss tetereteenes 1,336,312 1,589,026 2.2 1,378,822 2,399,932 7.2 75,545 187,404 12.0
Non-Federal psychiatric hospitals..eseeeseeensenns . 561,923 527,612 -0.8 147,383 111,923 -3.4 18,448 13,275 -4.0
State and county hospitals....eeeveennnn. eeeraces 474,923 383,323 -2.6 129,133 81,919 -5.5 16,554 9,808 -6.3
Private hospitals...... et eese it satnataranannes . 87,000 144,289 6.5 18,250 30,004 6.4 1,894 3,467 7.9
Veterans Administration hospita]s2 .............. AN 134,065 183,461 5.4 51,645 120,940 15.2 4,023 6,978 9.6
Non-Federal general hospital psychiatric units....... 519,926 552,437 1.0 282,677 230,412 -3.3 11,563 12,724 1.6
Government...ooeeeenennnnnas Ceesibeestesttseerennns 215,158 135,460 -7.4 139,077 107,186 -4.2 4,291 3,480 -3.4
Private..... ceeenas N Cebesesesseenae 304,768 416,977 5.4 143,600 123,226 -2.5 7,272 9,244 4.1
Residential treatment centers for emotionally
disturbed children..veeeevreeeenennnnnns Cereereaes 11,148 15,453 4.2 10,156 19,653 8.6 994 2,519 12.3
Federally-funded community mental health
CONEENS i eetienrnnrneanennns Cherieertreetuseanens 75,900 286,026 20.9 335,648 980,685 16.6 21,092 113,405 27.2
Freestanding psychiatric outpatient clinics.veevnenns - - - 484,677 825,046 6.9 10,642 29,587 13.6
GOVErnment . v v sererorrrsnrsncenenns Ceeserasreeans - - - 273,358 324,174 2.2 7,737 15,046 8.7
e T N srereecnaes - - - 211,319 500,872 11.4 2,905 14,541 22.3
Other mental health facilitieS.cveevereeresrnncennens 33,350 24,037 -4.0 66,636 111,273 6.6 8,783 8,916 0.2

1Provisional data. 1979 data are not yet available for Veterans Administration neuropsychiatric hospitals, general hospital psychiatric services
(Veterans Administration and non-Federal) and federally funded community mental health centers (CMHC's); 1978 data are used for CMHC's, and 1977
data are used for Veterans Administration psychiatric services and non-Federal general hospital psychiatric services.

ZIncludes Veterans Administration neuropsychiatric hospitals and Veterans Administration general hospitals with separate psychiatric modalities.

SOURCE: National Institute of Mental Health: Unpublished data from the Division of Biometry and Epidemiology.
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Table 51. Inpatient and outpatient care episodes in selected mental health facilities and number per 1,000 population, according to
type of facility: United States, selected years 1955-79

(Data are based on reporting by facilities)

Year
Type of facility
1955 1965 1975 1977 19791 1955 1965 1975 1977 19791
Number of episodes in thousands Number per 1,000 population
A1l facilities.e.evinienniiiannnnnnes 1,675 2,637 6,409 6,393 6,404 10.3 13.8 30.3 29.6 28.6
Inpatient SErviceS..iveevrevesenrnennnnnnes 1,296 1,566 1,791 1,817 1,802 8.0 8.2 8.5 8.4 8.1
General hospital psychiatric service........... 266 519 566 572 -—-- 1.6 2.7 2.7 2.7 -
State and county hospitals.........coveiinnnne. 819 805 599 574 529 5.0 4.2 2.8 2.7 2.4
Private MOSPTLalsCeenerenerevevansnsenenenosens 123 125 165 184 185 0.8 0.7 0.8 0.9 0.8
Veterans Administration psychiatric service3... 88 116 214 218 —-- 0.5 0.6 1.0 1.0 ~—-
Federally-funded community mental health
CBNE IS . ittt i iiiistnscrarsnenccconscnancnnnes - --- 247 269 299 - -—- 1.2 1.3 1.3
Outpatient services4 ....................... 379 1,071 4,618 4,576 4,602 2.3 5.6 21.9 21.2 20.6
Federally-funded community mental health
o= 1 = o~ --- -—- 1,585 1,742 1,950 -—- --- 7.5 8.1 8.7
Other mental health facilities......vvvvvevenne 379 1,071 3,033 2,835 2,653 2.3 5.6 i4.4 13.1 11.9

1Provisiona] data. 1979 data are not yet available for Veterans Administration neuropsychiatric hospital inpatient units, general hospital
inpatient psychiatric units (Veterans Administration and non-Federal), and federally funded community mental health centers (CMHC's) inpatient and
outpatient services; 1978 data are used for CMHC's, and 1977 data are used for Veterans Administration psychiatric inpatient settings and for
separate psychiatric inpatient and outpatient services of non-Federal general hospitals.

Includes estimates of episodes of care in residential treatment centers for emotionally disturbed children.
3Includes Veterans Administration neuropsychiatric hospitals and Veterans Administration general hospitals with separate psychiatric inpatient
settings.

Excludes partial care episodes and outpatient episodes of Veterans Administration hospitals and clinics.

SOURCE: National Institute of Mental Health: Trends in patient care episodes in mental health facilities, 1955-1977. Statistical Note 154. Public
Health Service, Rockville, Md., Sept. 1980; Unpublished data from the Division of Biometry and Epidemiology.




Table 52. Inpatient days of care in mental health facilities and average annual percent change, according to
type of facility: United States, 1971, 1975, and 1979

(Data are based on reporting by facilities)

Year Average

annual

Type of facility percent
1971 1975 1979 (hange

Number of inpatient days
in thousands

ATl facﬂities2 ....................................... 153,104 104,907 83,491 -7.3
Non-Federal psychiatric hospitals...coeieiiiniiiniinaaa... 123,420 74,985 55,184 -9.6
State and county hospitals.e.vuiniererreeeerneennnaananes 119,200 70,584 50,110 -10.3
Private hospitals.eeeeeeeieennernenseroneosonsrnescccnaans 4,220 4,401 5,074 2.3
Veterans Administration psychiatric SErVICeS3eiiinererenenns 14,277 11,725 10,628 -4.8
Non-Federal general hospital psychiatric units 6,826 8,349 7,085 0.6
Residential treatment centers for emotionally disturbed
Children. ... ittt c it etceacaecnrcracoananns 6,356 5,900 6,531 0.3
Federally-funded community mental health centers............ 2,225 3,948 4,063 7.8

l1979 data are not yet available for Veterans Administration neuropsychiatric hospitals, general hospital inpatient
psychiatric units (Veterans Administration and non-Federal), and federally funded community mental health centers
(CMHC's); 1978 data are used for CMHC's, and 1977 data are used for Veterans Administration psychiatric services and
non-Federal general hospital psychiatric inpatient units.

Excludes inpatient days for multiservice mental health facilities not elsewhere classified which represent less than
1 percent of all inpatient days in each year.

3Includes Veterans Administration neuropsychiatric hospitals and Veterans Administration general hospitals with
separate psychiatric inpatient settings.

SOURCE: National Institute of Mental Health: Unpublished data from the Division of Biemetry and Epidemiology.

159



160

Table 53. Persons employed in the health service industry, according to place of employment:
United States, selected years 1970-82

(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

Year
Place of employment 1
1970 1975 1976 1978 1979 1980 1981 1982
Number of persons in thousands

LI - 1 4,246 5,945 6,217 6,831 7,026 7,379 7,663 7,863
Offices of physicians....cevevnenennnn.. 477 618 654 771 775 777 811 898
Offices of dentists..... reeenreieiianas 222 331 330 366 392 415 423 415
Offices of chiropractorsZ.....veeee.een.. 19 30 27 33 36 40 46 53
Hospitalse s s eeiianieeenreccecannns 2,690 3,441 3,623 3,854 3,925 4,036 4,186 4,341
Convalescent institutions............... 509 891 954 1,020 1,048 1,199 1,230 1,217
Offices of other health practitioners... 42 61 69 84 85 86 83 84
Other health service siteS.....cvvvnenn. 288 573 560 703 765 826 884 855

%Apri] 1, derived from decennial census; all other data years are annual averages from the Current Population Survey.

Data for 1978-82 are from the American Chiropractic Association; data for the preceding years are from the U.S.
Bureau of Labor Statistics.

NOTE: Totals exclude persons in health-related occupations who are working in nonhealth industries, as classified by
the U.S. Bureau of the Census, such as pharmacists employed in drugstores, school nurses, and nurses working in
private households.

SOURCES: U.S. Bureau of the Census: 1970 Census of Population, occupation by industry. Subject Reports. Final Report
PC(2)-7C. Washington. U.S. Government Printing Office, Oct. 1972; U.S. Bureau of Labor Statistics: Labor Force
Statistics Derived from the Current Population Survey: A Databook, Vol. I. Washington. U.S. Government Printing

Office, Sept. 1982; Employment and Earnings, January 1983. Vol. 30, No. 1. Washington. U.S. Government Printing
Office, Jan. 1983; American Chiropractic Association: Unpublished data.




Table 54. Active physicians (M.D.'s and D.0.'s), according to type of physician, and number per 10,000 population:
United States and outlying U.S. areas, selected 1950-80 estimates and 1985, 1990, and 2000 projections

(Data are based on reporting by physicians and medical schools)

Type of physician

Active

Year Doctors Doctors physicians

Total of of per 10’900

medicine osteopathy population

(M.D.) (D.0.)
Number of physicians

1950t e eiieeaaeranarcsnansansnanesossenasna 219,900 209,000 10,900 14.1
1960 . s eriiieeeaeecsnsnsensrocsnossssasanans 251,900 239,700 12,200 13.6
1970 . it e iireiieaeiaeraractcannsnsoacnnnnns 326,500 314,200 12,300 15.6
197] e iirniiieicaenearesscasannanscncnenana 337,400 325,000 12,400 16.1
1972 i iriieeeiaaseeassnsonccnnannssnssennns 348,300 335,500 12,800 16.4
22 355,700 342,500 13,200 16.4
72 PO 370,000 356,400 13,600 16.9
1075 it ieeitveentnonssssscntannaaarons 384,500 370,400 14,100 17.4
1976t ieirieienieiecnanarscecceannnsossonnan 399,500 385,000 14,500 17.9
1977 it iieieeeneecansosoncsaanonssnsanens 405,900 390,800 15,100 18.0
1078 iiiiietieetanaantsictenanasnsnnnnns 424,000 408,300 15,700 18.6
74 e 440,400 424,000 16,400 19.1
<0 e 457,500 440,400 17,100 19.7
1 523,900 502,000 21,900 22.5
1990, it ietiernertcratenattrstecncnnnrnnonas 591,200 563,300 27,900 24.3
2000, s eeeeenanicatocncsonnnconacsaaanoannes 704,700 665,700 39,000 27.1

NOTES: The population for selected years 1950-80 includes residents in the 50 States, District of Columbia, and
civilians in Puerto Rico and other U.S. outlying areas; U.S. citizens in foreign countries; and the Armed Forces in the
United States and abroad. For 1985 and 1990, the Series II projections of the total population from the U.S. Bureau of
the Census are used. Estimation and projection methods used are from the Bureau of Health Professions. The numbers of
M.D.'s differ from American Medical Association figures because a variant proportion of the physicians not classified by
activity status and whose addresses are unknown is allocated into the totals.

SOURCES: Bureau of Health Professions: Third Report to the President and Congress on the Status of Health Professions
Personnel in the United States. DHHS Pub. No. (HRA) 82-2. Health Resources Administration. Hyattsvilie, Md., Jan. 1982;
Unpublished data.
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Table 55. Physicians (M.D.'s), according to activity: United States, selected years 1970-81

(Data are based on reporting by physicians)

Year
Activity
1970 1975 1976 1978 1980 1981
Number of physicians
Doctors of medicinge......ovvvenivnninens 328,020 388,626 404,338 432,434 462,276 479,379
Professionally active physicians............. 304,926 335,608 343,876 371,343 409,992 425,568
Non-Federal.. .. eerieinienrieeennennenennan 278,855 309,410 318,089 352,390 393,407 407,125
Patient care...cevereeeanreneiaannennnans 252,778 285,345 292,152 322,835 358,470 370,096
Office-based practice.....cvvvvvvvennn. 187,637 211,776 213,117 237,071 269,001 284,313
General practicel..ovvvviieieviont. 50,415 45,863 45,503 44,649 47,265 48,883
Internal medicing.....ovveeennneenn.. 22,841 28,070 27,829 33,485 40,276 43,629
PediatricSeeessiiienereiinnanrneenens 10,203 12,559 12,655 14,602 17,204 18,258
General SUrGerY...veeveverenssecennns 17,975 19,613 19,714 20,279 22,262 22,513
Obstetrics and gynecology............ 13,732 15,469 15,789 17,325 19,306 20,640
Other specialty.eeeeivieinernnneieas 72,471 90,202 91,627 106,731 122,688 130,390
Hospital-based practice.............o.. 65,141 73,569 79,035 85,764 89,469 85,783
RESTAENESZ. e ee et ee e enernnneenennnns 45,514 53,150 58,482 56,866 59,127 59,873
Full-time hospital staff............. 19,627 20,419 20,553 28,898 30,342 25,910
Other professional activity3 ............. 26,077 24,065 25,937 29,555 34,937 37,029
Federal. i iiiiiirninnreoennensnnsennans 26,071 26,198 25,787 18,953 16,585 18,443
Patient Care.eveveieeeeeererennenrocennas 20,566 22,325 22,086 15,777 13,513 14,543
Office-based practice.................. 2,819 1,841 1,652 865 679 1,375
Hospital-based practice................ 17,747 20,484 20,434 14,912 12,834 13,168
RESTABNESZ . st s e enerrnenennns 5,173 4,089 3,934 3,297 2,323 2,664
Full-time hospital staff............. 12,574 16,395 16,500 11,615 10,511 10,504
Other professional activity3 ............. 5,505 3,873 3,701 3,176 3,072 3,900
Inactive physicians..iveesinieeerinnrneneans 19,533 21,360 22,024 26,698 25,609 34,833
Not classifiedd. e, 357 25,790 29,681 25,102 20,285 13,765
URKNOWND « e vt et et e eee e eaeeaneeneennens 3,204 5,868 8,757 9,291 6,390 5,213

;Inc1udes general practice and family practice.

Includes interns and residents, all years.
4Inc]udes medical teaching, administration, research, and other.
5Information not available.

Physicians with unknown address.

NOTE: Federal and non-Federal doctors of medicine (M.D.'s) in the 50 States and the District of Columbia are
included.

SOURCES: Haug, J. N., Roback, G. A., and Martin, B. C.: Distribution of Physicians in the United States, 1970.
Chicago. American Medical Association, 1971. (Copyright 1971: Used with the permission of the American Medical
Association.); Goodman, L. J., and Mason, H. R.: Physician Distribution and Medical Licensure in the U.S., 1975.
Chicago. American Medical Association, 1976. (Copyright 1976: Used with the permission of the American Medical
Association.); Goodman, L. J.: Physician Distribution and Medical Licensure in the U.S., 1976. Chicago. American
Medical Association, 1977. (Copyright 1977: Used with the permission of the American Medical Association.);
Department of Statistical Analysis: Physician Distribution and Medical Licensure in the U.S., 1978. Chicago.
American Medical Association, 1980. (Copyright 1980: Used with the permission of the American Medical Association.);
Bidese, €. M., and Danais, D. G.: Physician Characteristics and Distribution in the U.S. Chicago. American Medical
Association, 1982. (Copyright 1982: Used with the permission of the American Medical Association.); Roback, G. A. and
Eiler, M. A.: Physician Characteristics and Distribution in the U.S. Chicago. American Medical Association, 1983.
(Copyright 1983: Used with the permission of the American Medical Association.)




Table 56. Active health personnel and number per 100,000 population, according to occupation and geographic region:
United States, 1970 and 1980

(Data are based on reporting by health personnel)

Number Geographic region
of United
Year and occupation active Sg1te
health ates North-~ North South West
personnel east Central ou es
1970 Number per 100,000 popu]ation1
Physiciansz ............................. 290,862 142.7 185.0 127.5 114.8 158.2
I R B 279,212 137.0 178.7 118.2 111.5 154.8
D0, Sstenscennccacanrssseasuoannnanns 11,650 5.7 6.3 9.3 3.3 3.4
AT R 95,680 47.4 58.9 46.3 35.3 54.9
Optometrists..cecienieniiiiiiianannnee, 18,400 9.0 9.7 10.3 6.6 10.5
PhArMaCTSESSe e ennnrnnrrneereneennrenans 112,570 55.4 60.1 57.5 50.6 52.9
PodiatristS.eeereseeennececesennnnraanns 7,110 3.5 6.0 3.6 1.6 3.0
Registered nurses?...veveeeeeneennnennn. 750,000 368.9 491.2 367.5 281.8 355.9
Veterinarians..eee i iieeeescenarnneaesns 25,900 12.7 8.3 16.1 11.8 15.0
1980

Physicians2 ............................. 422,310 191.4 233.6 175.0 163.7 212.3
MoD 8350 e 405,800 183.9 224.9 162.5 159.4 208.0
De0. S teneennenrannosseocnsnansocnens 16,510 7.5 8.7 12.5 4.3 4.3
DNt TSES . et eeierernenrrarncnenennenss 121,240 54.9 65.2 53.1 44 .4 63.7
OptometristSeeeiieiiceercnnnnnneeennes 22,330 10.1 10.2 11.2 8.0 12.3
PharmaciStSSe e ereeneenneneenrnnnnnen 142,780 64.7 60.8 67.7 65.0 64.6
Podiatrists.eeeeeerseccecsannenronnennan 8,880 4.0 6.3 3.9 2.5 4.1
Registered nursesd...eeiuvinnrnrnennnnn. 1,164,000 520.1 620.3 547.4 423.8 529.7
Veterinarians.ceeseeieieeensanneceaenens 36,000 16.3 10.8 19.9 16.0 18.5

1Ratios for physicians (M.D.'s and D.0.'s) and dentists are based on civilian population; ratios for all other health
occupations are based on resident population.

2Excludes physicians (M.D.'s and D.0.'s) in Federal service; excludes dentists in military service.

Excludes physicians (M.D.'s) and pharmacists in United States Possessions.

Data for registered nurses are as of January 1 for 1971 and 1981.

5pata for physicians (M.D.'s) are based on Bureau of Health Professions estimates and differ from the data in Table
55.

SOURCE: Division of Health Professions Analysis, Bureau of Health Professions: Supply and Characteristics of Selected
Health Personnel. DHHS Pub. No. (HRA) 81-20. Health Resources Administration. Hyatfsville, Md., June 1981I.
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Table 57. Active non-Federal physicians (M.D.'s) per 10,000 civilian population, according to geographic region,
primary specialty, and activity: United States, 1976 and 1981

{Data are based on reporting by physicians)

Geographic region

Year, specialty, and activity United
States North- North
east Central South West
1976 Number of physicians per 10,000 civilian population
Totall ....................................... 16.0 20.6 14.1 13.4 17.5
Patient care...civiriiiiiieiiitiiiieeneerecaannnnnn 13.4 16.9 12.0 11.3 14.9
Office based..s i iiineenreeeennnreenneeennnnn 9.8 11.1 8.7 8.6 12.0
Primary CareZ. . u.e.seeeeerererereessesennnnnnnn 4.0 4.4 3.7 3.4 4.7
Medical specialtiesd.ccveveeiiininvninennnenn. 0.6 0.8 0.5 0.5 0.7
Surgical specialtiesd.eeiieienieniiaiininnnnnss 3.1 3.5 2.7 2.9 3.7
Hospital based...vciiiiinniiiianiiieiinnnnnenes 3.6 5.8 3.3 2.7 2.9
Other professional activitiesS.......coovviinnn... 1.2 1.8 0.9 0.9 1.3
1981
Total e et 18.5 23.2 16.3 16.1 20.3
Patient Care. i vt iineirinrieeeaenrnrereeancosenanes 16.3 19.9 14.5 14.2 18.0
Office based. . cveeennneerenerennenennnnnenennns 12.5 13.9 11.1 11.2 15.0
Primary CareZ. . ..eeseeeeeeeenenneeaennennennnns 4.9 5.4 4.6 4.3 5.7
Medical specialtiesd, .c.vireeieriinrnerennennns 0.8 1.0 0.7 0.8 1.0
Surgical specialtiesde.eveee e rieainrnenennns 3.7 4.2 3.2 3.6 4.3
Hospital based....eieiiiiiiiinriiiineennennananss 3.8 5.9 3.5 3.0 3.1
Other professional activitiesd.e..vivvevninenenen.. 1.6 2.5 1.3 1.3 1.6

11nc1udes active non-Federal doctors of medicine (M.D.'s) in all other specialties not shown separately and those not
lassified.
EIncludes general practice, internal medicine, and pediatrics.
3Includes dermatology, pediatric allergy, pediatric cardiology, gastroenterology, pulmonary diseases, allergy, and
2ard10vascu1ar diseases.
Includes general and neurological surgery, obstetrics and gynecology, ophthalmology, orthopedic surgery,
otolaryngology, plastic surgery, colon and rectal surgery, thoracic surgery, and urology.
Includes medical teaching, administration, research, and other professional activities.

SOURCES: Goodman, L. J.: Physician Distribution and Medical Licensure in the U.S., 1976. Chicago. American Medical
Association, 1977. (Copyright 1977: Used with the permission of the American Medical Association.); Roback, G. A. and
Eiler, M. A.: Physician Characteristics and Distribution in the U.S. Chicago. American Medical Association, 1983.
(Copyright 1983: Used with the permission of the American Medical Association.); U.S. Bureau of the Census:
UnpubTished data.




Table 58. Graduates of health professions schools and number of schools, according to profession: United States,
selected 1950-80 estimates and 1990 and 2000 projections

(Data are based on reporting by health professions schools)

Profession
Year
Medicine Osteopathy Chiropractic Dentistry Optometry Pharmacy
Number of graduates
1050, e ie i ittt ettt e e 5,553 373 --- 2,565 961 -——-
L 7,081 427 660 3,253 364 3,497
1970, et ieieiiiiietetecnnnrnoncnsnnn 8,367 432 642 3,749 445 4,758
S 12,714 702 1,093 4,969 806 6,712
B U 14,393 963 1,544 5,324 980 7,785
1979, i iiiieincnctttaccsnaannncanns 14,966 1,004 1,559 5,424 1,051 6,856
2 15,135 1,033 2,049 5,256 955 7,070
1990 ittt ettt et 16,695 1,502 2,860 4,493 1,049 5,249
2000, . iieniieanencanceccnnnannnnan 16,523 1,486 2,950 4,358 1,049 5,123
Number of schools
L 79 6 20 42 10 -—
1960, ciiinnneninaienosnsosecnannnn 86 6 12 47 10 76
7 103 7 11 53 11 74
1975 ittt e ittt 114 9 12 59 12 73
- 122 12 14 59 12 72
4 125 14 14 60 13 72
1980, i iiiiiiieeicierannenceacncanans 126 14 14 60 15 72
1990, iiiiiiiiecrcncccaarnsncacanans 126 14 15 60 16 72
2000, ceiiiincrrrencccsannsnssanones 126 14 15 60 16 72

SOURCES: Bureau of Health Professions: Third Report to the President and Congress on the Status of Health Professions
Personnel in the United States. DHHS Pub. No. (HRA) 82-2. Health Resources Administration. Hyattsville, Md., dJan.
1982; Unpublished data; American Chiropractic Association: Unpublished data.
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Table 59. Short-stay hospita]s,1 beds, and occupancy rates, according to type of ownership: United States,
selected years 1960-81

(Data are based on reporting by a census of hospitals)

Year
Type of
ownership
1960 1970 1975 1976 1977 1978 1979 1980 1981
Hospitals Number
A1l ownerships...... 5,768 6,193 6,310 6,288 6,307 6,266 6,247 6,229 6,190
Federal.iivvieiiiennneenn. 361 334 331 332 334 331 324 325 311
Non-Federal............... 5,407 5,859 5,979 5,956 5,973 5,935 5,923 5,904 5,879
Nonprofit............... 3,291 3,386 3,364 3,368 3,371 3,360 3,350 3,339 3,356
Proprietary........ooe.. 856 769 775 752 751 732 727 730 729
State-local government.. 1,260 1,704 1,840 1,836 1,851 1,843 1,846 1,835 1,794
Beds

A11 ownerships...... 735,451 935,724 1,036,025 1,047,912 1,059,903 1,067,566 1,073,671 1,080,164 1,093,370
Federal..ivieeernneenennn, 96,394 87,492 89,049 86,737 86,037 87,907 85,984 88,144 86,596
Non-Federal............... 639,057 848,232 946,976 961,175 973,866 979,659 987,687 992,020 1,006,774
Nonprofit....ovvuniinns, 445,753 591,937 658,948 670,939 679,501 683,856 690,278 692,929 706,331
Proprietary..c.coeeevennes 37,029 52,739 73,495 76,416 80,322 81,046 83,338 87,033 87,743
State-local government.. 156,275 203,556 214,533 213,820 214,043 214,757 214,071 212,058 212,700

Occupancy rate Percent of beds occupied
A1l ownershipS...... 75.7 77.9 75.0 74.5 73.9 73.7 74.0 75.6 76.0
Federal....ccovivveniannn. 82.5 77.5 77.6 76.4 77.3 76.3 76.3 77.8 76.2
Non-Federal.........c....n 74.7 78.0 74.8 74.4 73.6 73.5 73.8 75.4 75.9
Nonprofit....ooeeiennans 76.6 80.1 77.4 77.1 76.3 76.1 76.5 78.2 78.5
Proprietary.....ocovven. 65.4 72.2 65.9 64.8 64.6 63.8 63.9 65.2 66.4
State-Tocal government.. 71.6 73.2 69.7 69.2 68.3 68.7 69.1 70.7 71.2

1Exc]udes psychiatric and tuberculosis and other respiratory disease hospitals.

SOURCES: American Hospital Association: Hospitals. JAHA 35(15):396-401 and 45(15):463-467, Aug. 1961 and Aug. 1971;
Hospital Statistics, 1976-82 Editions. Chicago, 1976-82. (Copyrights 1961, 1971, 1976-82: Used with the permission of
the American Hospital Association.)
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Table 60. Community hospital beds per 1,000 population and average annual percent change, according to geographic
division and State: United States, selected years 1940-81

(Data are based on reporting by facilities)

Year Period
Geographic division
and State 1 1 2 1.2 2
1940 1950 1960 1970 1975 1980 1981 1940-60"°° 1960-70 1970-75 1975-81
Community hospital beds per 1,000 popu1ation3 Average annual percent change

United States....... 3.2 3.3 3.6 4.3 4.6 4.5 4.4 0.6 1.8 1.4 -0.7
New England........... 4.4 4.2 3.9 4.1 4.2 4.1 4.1 -0.6 0.5 0.5 -0.4
Maine..oeiniiiiinnannnen. 3.0 3.2 3.4 4.7 4.7 4.7 4.7 0.6 3.3 - -
New Hampshire............. 4.2 4.2 4.4 4.0 4.2 3.9 3.7 0.2 -0.9 1.0 -2.1
Vermont...ooeveieennnannnns 3.3 4.0 4.5 4.5 4.8 4.4 4.3 1.6 - 1.3 -1.8
Massachusetts............. 5.1 4.8 4.2 4.4 4.6 4.4 4.5 -1.0 0.5 0.9 -0.4
Rhode IsTand.....ccovvunn. 3.9 3.8 3.7 4.0 3.8 3.8 3.7 -0.3 0.8 -1.0 -0.4
Connecticut.evevveeannnnss 3.7 3.6 3.4 3.4 3.5 3.5 3.5 -0.4 - 0.6 -
Middle Atlantic....... 3.9 3.8 4.0 4.4 4.6 4.6 4.6 0.1 1.0 0.9 -
New York..eeeeeoiiaarunnes 4.3 4.1 4.3 4.6 4.7 4.5 4.6 - 0.7 0.4 -0.4
New Jersey.ceeeerscensenes 3.5 3.2 3.1 3.6 4.0 4.2 4.1 -0.6 1.5 2.1 0.4
Pennsylvania...c.ccveiueenns 3.5 3.8 4.1 4.7 4,7 4.8 4.8 0.8 1.4 - 0.4
East North Central.... 3.2 3.2 3.6 4.4 4.7 4.7 4.7 0.6 2.0 1.3 -
104 o 2.7 2.9 3.4 4.2 4.6 4.7 4.7 1.2 2.1 1.8 0.4
Indiana.eeeeeeenevannncass 2.3 2.6 3.1 4.0 4.4 4.5 4.4 1.5 2.6 1.9 -
I119N01S e ieneeaenninnens 3.4 3.6 4.0 4.7 4.9 5.1 5.1 0.8 1.6 0.8 0.7
Michigan.....ccovvuivnnnns 4.0 3.3 3.3 4.3 4.5 4.4 4.4 -1.0 2.7 0.9 -0.4
Wisconsine.eeeeenannnannss 3.4 3.7 4.3 5.2 5.1 4.9 5.1 1.2 1.9 -0.4 -
West North Central.... 3.1 3.7 4.3 5.7 5.8 5.8 5.8 1.6 2.9 0.3 -
Minnesota....cooivvvennnns 3.9 4.4 4.8 6.1 6.0 5.7 5.7 1.0 2.4 -0.3 -0.9
JOWae v eveernesnrananseans 2.7 3.2 3.9 5.6 6.0 5.7 5.7 1.9 3.7 1.4 -0.9
Missouriveeeeeeiinennanns 2.9 3.3 3.9 5.1 5.5 5.7 5.5 1.5 2.7 1.5 -
North Dakota........ccccne 3.5 4.3 5.2 6.8 6.7 7.4 7.4 2.0 2.7 -0.3 1.7
South Dakota.eeevevnunenns 2.8 4.4 4.5 5.6 5.5 5.5 6.0 2.4 2.2 -0.4 1.5
Nebraska.eeceeeeanaannsens 3.4 4.2 4.4 6.2 6.1 6.0 6.5 1.3 3.5 -0.3 1.1
Kansas. e seeeeeeennnnnnons 2.8 3.4 4.2 5.4 5.7 5.8 5.8 2.0 2.5 1.1 0.3
South Atlantic........ 2.5 2.8 3.3 4.0 4.3 4.5 4.4 1.4 1.9 1.5 0.4
Delaware..veeseeeessnsenes 4.4 3.9 3.7 3.7 3.5 3.6 3.5 -0.9 - -1.1 -
Maryland....oeeveennnnanes 3.9 3.6 3.3 3.1 3.2 3.6 3.6 -0.8 -0.6 0.6 2.0
District of Columbia...... 5.5 5.5 5.9 7.4 7.1 7.3 7.4 0.4 2.3 -0.8 0.7
Virginiad.eeeeeseeeenerneas 2.2 2.5 3.0 3.7 4.1 4.1 4.0 1.6 2.1 2.1 -0.4
West Virginiaeeieeesnossss 2.7 3.1 4.1 5.4 5.8 5.5 5.4 2.1 2.8 1.4 -1.2
North Carolina............ 2.2 2.6 3.4 3.8 4.0 4.2 4.1 2.2 1.1 1.0 0.4
South Carolina.....eevvvess 1.8 2.4 2.9 3.7 3.9 3.9 3.8 2.4 2.5 1.1 -0.4
GEOrgide.sececscsnnnesnane 1.7 2.0 2.8 3.8 4.4 4.6 4.5 2.5 3.1 3.0 0.4
Florida.coeeeeeennnncnanns 2.8 2.9 3.1 4.4 4.9 5.1 4.8 0.5 3.6 2.2 -0.3
East South Central.... 1.7 2.1 3.0 4.4 4.9 5.1 5.1 2.9 3.9 2.2 0.7
Kentucky.oevevonesanonnnns 1.8 2.2 3.0 4.0 4.3 4.5 4.3 2.6 2.9 1.5 -
TeNNeSSe.. e cermeeenencnnnn 1.9 2.3 3.4 4.7 5.4 5.5 5.5 3.0 3.3 2.8 0.3
Alabama...cvevveeennarnnnes 1.5 2.0 2.8 4.3 4.9 5.1 5.2 3.2 4.4 2.6 1.0
MisSSiSSippPieeeeeeennrnnns 1.4 1.7 2.9 4.4 4.9 5.3 5.3 3.7 4.3 2.2 1.3

See footnotes at end of table.
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Table 60. Community hospital beds per 1,000 population and average annual percent change, according to geographic
division and State: United States, selected years 1940-81--Continued

(Data are based on reporting by facilities)

Year Period
Geographic division

and State

920! 19501 1960° 1970 1975 1980 1981  1940-60'°2 1960-70° 1970-75 1975-81
Community hospital beds per 1,000 popu]ation3 Average annual percent change

West South Central.... 2.1 2.7 3.3 4.3 4.7 4.7 4.5 2.3 2.7 1.8 -0.7
ArKansas..oeesseneesennans 1.4 1.6 2.9 4.2 4.6 5.0 5.0 3.7 3.8 1.8 1.4
Louisiana.eeeeeennnnannnns 3.1 3.8 3.9 4.2 4.7 4.8 4.6 1.2 0.7 2.3 -0.4
OkTahoma. eeeeeenneeroannne 1.9 2.5 3.2 4.5 4.6 4.6 4.5 2.6 3.5 0.4 -0.4
TeXaS . et vernaronnroaannnnn 2.0 2.7 3.3 4.3 4.7 4.7 4.4 2.5 2.7 1.8 -1.1

Mountain.............. 3.6 3.8 3.5 4.3 4.0 3.8 3.7 -0.1 2.1 -1.4 -1.3
Montana....eeeinevenannnnn 4.9 5.3 5.1 5.8 5.2 5.9 5.6 0.2 1.3 -2.2 1.2
Idaho. . vevieiiiinennaannnn 2.6 3.4 3.2 4.0 3.9 3.7 3.6 1.0 2.3 -0.5 -1.3
Wyoming..veeeenseenoaennn . 3.5 3.9 4.6 5.5 4.5 3.6 3.9 1.4 1.8 -3.9 -2.4
Colorado.ueeeseeieennnnasn 3.9 4.2 3.8 4.6 4.4 4,2 4.0 -0.1 1.9 -0.9 -1.6
New MexicO..eeeeennunannns 2.7 2.2 2.9 3.5 3.4 3.1 3.1 0.4 1.9 -0.6 -1.5
Arizona...ieeienneienannens 3.4 4.0 3.0 4.1 3.8 3.6 3.4 -0.6 3.2 -1.5 -1.8
Utaheoesiiiineiiinnenenns 3.2 2.9 2.8 3.6 3.2 3.1 2.9 -0.7 2.5 -2.3 -1.6
Nevada...ooveerennnoaannss 5.0 4.4 3.9 4.2 4.3 4.2 3.8 -1.2 0.7 0.5 -2.0

Pacificeeceiniiiiannn, 4.1 3.2 3.1 3.7 3.9 3.5 3.4 -1.4 1.8 1.1 -2.3
Washington................ 3. 3.6 3.3 3.5 3.4 3.1 2.9 -0.1 0.6 -0.6 -2.6
Oregon..veeeeennnrenennnns 3.5 3.1 3.5 4.0 3.9 3.5 3.4 1.3 -0.5 -2.3
Californiaeeceeservenanns, 4.4 3.3 3.0 3.8 4.0 3.6 3.5 -1.9 2.4 1.0 -2.2
ATaska.sseveensrvennsnnnns 2.4 2.3 2.2 2.7 2.7 -0.4 -0.9 3.5
Hawaii..oeneiiniennanns 3.7 3.4 3.3 3.1 3.0 -0.8 -0.6 -1.6
%1940 and 1950 data are estimated based on published figures.

1960 includes hospital units of institutions.
Civilian population.

NOTE: Community hospitals include all non-Federal short-stay hospitals classified by the American Hospital
Association according to one of the following services: general medical and surgical; obstetrics and gynecology; eye,
ear, nose, and throat; rehabilitation; orthopedic; other specialty; children's general; children's eye, ear, nose,
and throat; children's rehabilitation; children's orthopedic; and children's other specialty.

SOURCES: American Medical Association: Hospital service in the United States. JAMA 116(11): 1055-1144, 1941, and
146(2): 109-184, 1951. (Copyright 1941 and 1951: Used with the permission of the American Medical Association.);
American Hospital Association:  Hospitals. JAHA 35(15): 383-430, Aug. 1, 1961. (Copyright 1961: Used with the
permission of the American Hospital Association.); Division of Health Care Statistics, National Center for Health
Statistics: Data from the National Master Facility Inventory; U.S. Bureau of the Census: Current Population
Reports. Series P-25, Nos. 72, 304, 460, 640, 642, 868, and 876. Washington. U.S. Government Printing Office, 1953,
1965, 1971, 1976, 1979, and 1980; Unpublished data.




Table 61. Occupancy rate in community hospitals and average annual percent change, according to geographic
division and State: United States, selected years 1940-81

(Data are based on reporting by facilities)

Year Period
Geographic division
and State 1 > 1.7 2
1540 1960 1970 1975 1980 1981  1940-60"°" 1960-70° 1970-75 1975-81

Percent of beds occupied Average annual percent change
United States......... 69.9 74.7 77.3 74.2 75.2 75.7 0.3 0.3 -0.8 0.3
New England......coeeees 72.5 75.2 79.7 77.6 80.1 80.2 0.2 0.6 -0.5 0.6
MainB..eeeeeeierooenenoaanns 72.4 73.2 73.0 71.1 74.5 74,1 0.1 -0.0 -0.5 0.7
New Hampshire.......cccouu.. 65.3 66.5 73.4 71.4 73.2 71.8 0.1 1.0 -0.6 0.1
Vermont..ooeveienensenannnes 68.8 68.5 76.3 70.7 73.7 74.6 -0.0 1.1 -1.5 0.9
Massachusetts....c.covinnnn 71.8 75.8 80.3 79.1 81.7 82.1 0.3 0.6 -0.3 0.6
Rhode Island.....ceevevuunns 77.7 75.7 82.9 82.2 85.9 85.5 -0.1 0.9 -0.2 0.7
Connecticut...vviinnineeenns 75.9 78.2 82.6 78.6 80.4 80.7 0.1 0.5 -1.0 0.4
Middle Atlantic......... 75.5 78.1 82.4 8l.4 83.2 84.1 0.2 0.5 -0.2 0.5
New YOrK.eeeeeoreooaeennanns 78.9 79.4 82.9 84.2 85.9 87.7 0.0 0.4 0.3 0.7
New Jersey.ceeesceereannanss 72.4 78.4 82.5 81.1 82.8 83.1 0.4 0.5 -0.3 0.4
Pennsylvania...eovevennnnnn. 71.3 76.0 8l.5 77.2 79.5 79.6 0.3 0.7 -1.1 0.5
East North Central...... 71.0 78.4 79.5 77.2 76.9 76.9 0.5 0.1 -0.6 -0.1
0] X T 72.1 81.3 81.8 80.6 78.2 78.8 0.6 0.1 -0.3 -0.4
Indiana..cocieveeecneneennnn 68.5 79.6 80.3 76.4 77.6 78.1 0.8 0.1 -1.0 0.4
11190718 ceeneineeecnrnnanas 73.1 76.0 79.3 75.7 74.9 75.4 0.2 0.4 -0.9 -0.1
Michigan..ceveeseeeoceannans 71.5 80.5 80.6 78.8 78.2 78.0 0.6 0.0 -0.5 -0.2
WisConsin .vieeceernanenns 'e. 65,2 73.9 73.2 71.5 73.6 73.3 0.6 -0.1 -0.5 0.4
West North Central...... 65.7 71.8 73.6 70.6 71.2 71.5 0.4 0.2 -0.8 0.2
Minnesota...oveeeveneniianns 71.0 72.3 73.9 70.7 73.7 73.3 0.1 0.2 -0.9 0.6
o P 63.6 72.6 71.9 67.4 68.7 69.4 0.7 -0.1 -1.3 0.5
MiSSOUPTeeerrineerensocnnnes 68.6 75.8 79.3 75.9 75.1 75.4 0.5 0.5 -0.9 -0.1
North Dakota...eeeeeeennnens 61.9 71.3 67.1 69.1 638.6 68.3 0.7 -0.6 0.6 -0.2
South Dakota..eeveeseraeene. 59.1 66.0 66.3 63.8 60.6 65.6 0.6 0.0 -0.8 0.5
Nebraska...eoeiviinienenenn. 59.0 65.6 69.9 65.8 67.4 68.6 0.5 0.6 -1.2 0.7
KanSaSeeeesseeesososnsansnos 60.4 69.1 71.4 69.9 68.8 68.3 0.7 0.3 -0.4 -0.4
South Atlantic.......... 66.7 74.8 77.9 73.9 75.5 76.1 0.6 0.4 -1.0 0.5
Delaware..cerrereseccannnnss 59.2 70.2 78.8 8l.0 81.8 84.3 0.9 1.2 0.6 0.7
Maryland...coeiiieecorennnns 74.6 73.9 79.3 79.3 84.0 82.8 -0.0 0.7 - 0.7
District of Columbia........ 76.2 80.8 77.7 78.9 83.0 79.6 0.3 -0.4 0.3 0.1
Virginia..oeeeeiiiinnenennn 70.0 78.0 81.1 77.4 77.8 78.8 0.5 0.4 -0.9 0.3
West Virginia....ceeeeeneans 62.1 74.5 79.3 75.3 75.6 76.9 0.9 0.6 -1.0 0.4
North Carolina.......eoeeue. 64.6 73.9 78.5 77.4 77.8 78.0 0.7 0.6 -0.3 0.1
South Carolinad....ceeeeeenns 69.1 76.9 76.4 74.2 77.0 78.4 0.5 -0.1 -0.6 0.9
[€1Ts Tl I VAR 62.7 71.7 76.5 68.2 70.4 71.4 0.7 0.7 -2.3 0.8
Floridaceeeeeeeeeeenceenanns 57.5 73.9 76.2 70.2 71.7 72.9 1.3 0.3 -1.6 0.6
East South Central...... 62.6 71.8 78.2 74.0 74.6 74.4 0.7 0.9 -1.1 0.1
Kentucky.oeeeveeneriennnnans 61.6 73.4 79.6 77.3 77.4 78.1 0.9 0.8 -0.6 0.2
TeNNESSEC.vernseresvsncnnans 65.5 75.9 78.2 74.4 75.9 75.6 0.7 0.3 -1.0 0.3
Alabama..cevieeerrreanannens 59.0 70.8 80.0 72.6 73.3 73.6 0.9 1.2 -1.9 0.2
Mississippieececaceeannnnees 63.8 62.3 73.6 71.4 70.5 69.0 -0.1 1.6 -0.6 -0.6

See footnotes at end of table.
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Table 61. Occupancy rate in community hospitals and average annual percent change, according to geographic
division and State: United States, selected years 1940-81--Continued

(Data are based on reporting by facilities)

Year Period
Geographic division
and State 1 5 1.2 2
1940 1960 1970 1975 1980 1981  1940-60"°° 1960-70 1970-75 1975-81
Percent of beds occupied Average annual percent change

West South Central...... 62.5 68.7 73.2 69.1 69.7 70.6 0.5 0.6 -1.1 0.4
Arkansas....oceenenriiennnns 55.6 70.0 74.4 70.3 69.6 70.9 1.2 0.6 -1.1 0.1
Louisiana...coveineriennanan, 75.0 67.9 73.6 68.8 69.7 69.6 -0.5 0.8 -1.3 0.2
OkT1ahomMa. e es e iennnernnnonens 54.5 71.0 72.5 69.3 68.1 69.7 1.3 0.2 -0.9 0.1
TEXAS . euenrrneennennnnnennnns 59.6 68.2 73.0 69.0 70.1 71.1 0.7 0.7 -1.1 0.5

Mountain......ovveuuians 60.9 69.9 71.2 68.4 69.6 69.9 0.7 0.2 -0.8 0.4
Montana....eeeeiennienennns 62.8 60.3 65.9 61.4 66.1 65.3 -0.2 0.9 -1.4 1.0
Idaho.eeeeiiieniiieniniiian, 65.4 55.9 66.1 68.2 65.2 66.0 -0.8 1.7 0.6 -0.5
Wyoming.eooseeiiienennneennns 47.5 61.1 63.1 55.9 57.2 61.9 1.3 0.3 -2.4 1.7
Colorado.eiieeeirnnnsneecnans 62.1 80.6 74.0 69.1 71.6 71.3 1.3 -0.9 -1.4 0.5
New Mexico...ceveeeennoreenn 47.8 65.1 69.8 63.6 66.2 69.8 1.6 0.7 -1.8 1.6
Arizona..eeeseeeennnnieneens 61.2 74.2 73.3 73.5 74.2 73.6 1.0 -0.1 0.1 0.0
0 o 65.8 70.0 73.7 73.6 70.0 70.9 0.3 0.5 -0.0 -0.6
Nevada.eeeevvveniennannseans 67.9 70.7 72.7 67.2 68.8 68.7 0.2 0.3 -1.6 0.4

Pacific.coviieieannenn, 69.7 71.4 71.0 66.2 69.0 69.9 0.1 -0.1 -1.4 0.9
Washington.......ccovvvvinns 67.5 63.4 69.7 67.7 71.7 73.0 -0.3 1.0 -0.6 1.3
Oregon.ceeieesesiencneersans 71.2 65.8 69.3 66.6 69.3 68.0 -0.4 0.5 -0.8 0.3
California..eeeieinnaianinns 69.9 74.3 71.3 66.0 68.5 69.5 0.3 -0.4 -1.5 0.9
Alaska..ieeeensiennneanannns . 53.8 59.1 63.3 58.3 62.1 ces 0.9 1.4 -0.3
Hawaiie.eeieieoiiieeneiunsns ces 61.5 75.7 68.1 74.7 77.1 .. 2.1 -2.1 2.1
é1940 data are estimated based on published figures.

1960 includes hospital units of institutions.

NOTE: Community hospitals include all non-Federal short-stay hospitals classified by the American Hospital Association
according to one of the following services: general medical and surgical; obstetrics and gynecology; eye, ear, nose,
and throat; rehabilitation; orthopedic; other specialty; children's general; children's eye, ear, nose, and throat;
children's rehabilitation; children's orthopedic; and children's other specialty.

SOURCES: American Medical Association: Hospital service in the United States. JAMA 116(11): 1055-1144, 1941. (Copyright
1941: Used with the permission of the American Medical Association.); American Hospital Association: Hospitals. JAHA
35(15): 383-430, Aug. 1, 1961. (Copyright 1961: Used with the permission of the American Hospital Association.);
Division of Health Care Statistics, National Center for Health Statistics: Data from the National Master Facility
Inventary.
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Table 62. Full-time equivalent employees per 100 average daily patients in community hospitals and average annual
percent change, according to geographic division and State: United States, selected years 1960-81

(Data are based on reporting by facilities)

Year Period
Geographic division
and State 1 1
1960 1970 1975 1980 1981 1960-70 1970-75 1975-81
Number of employees per 100 average daily patients Average annual percent change

United States........... 226 302 349 394 402 2.9 2.9 2.4
New England.....covvvvnn.. 249 351 412 456 471 3.5 3.3 2.3
= 1 - 227 289 359 409 433 2.4 4.4 3.2
New Hampshire.......cccevvnnn. 240 310 347 400 420 2.6 2.3 3.2
Vermont..eeeiseeeeeneeanannnns 227 318 346 348 371 3.4 1.7 1.2
Massachusetts...coeeeeeeennnnns 252 365 436 488 500 3.8 3.6 2.3
Rhode Island...ievvneenannnen, 270 383 433 454 466 3.6 2.5 1.2
Connecticut...vvevveneennnanes 247 347 397 440 453 3.5 2.7 2.2
Middle Atlantic.eceivenn.. 225 311 352 383 388 3.3 2.5 1.6
New YorK.eeeeseeooneonnnnnonns 233 336 375 396 395 3.7 2.2 0.9
New Jersey.ceeeeeeenrscecannas 225 278 308 332 343 2.1 2.1 1.8
Pennsylvaniac.eeeeeeiacecennan 214 287 340 390 401 3.0 3.4 2.8
East North Central........ 226 299 343 396 406 2.8 2.8 2.9
Ohi0sseeeeeancansnsecncasannnn 232 302 334 392 408 2.7 2.0 3.4
Indianaeeeseeeesieesecannannns 216 280 320 374 380 2.6 2.7 2.9
I119N09Seeeeieniinnsccncanannn 226 301 357 407 421 2.9 3.5 2.8
Michigan...eiiveeiierenecannas 239 313 364 417 430 2.7 3.1 2.8
Wisconsine.eovieenniinecananns 199 277 315 367 353 3.4 2.6 1.9
West North Central........ 212 273 305 357 362 2.6 2.2 2.9
Minnesota...vivveenennnnninnns 220 273 296 347 328 2.2 1.6 1.7
IOWA seeeeensnnenoonconnnnnnns 208 258 293 349 351 2.2 2.6 3.1
MisSSOUriceeeeiienreeerennannas 217 289 326 385 402 2.9 2.4 3.6
North Dakota.....cccvvnnannnns 177 254 273 295 301 3.7 1.5 1.6
South Dakota....ceevevnnnnnans 188 247 294 352 314 2.8 3.5 1.1
Nebraska.eeeeeeeesseeannenanan 220 276 298 326 322 2.3 1.5 1.3
KansasS.eeeenennereonsanannanas 210 270 313 368 411 2.5 3.0 4.6
South Atlantic............ 217 295 343 379 389 3.1 3.1 2.1
Delaware..iieeseeeenennanenaas 243 328 390 405 414 3.0 3.5 1.0
Maryland...ceoveveeenrannecenas 237 354 391 403 419 4.1 2.0 1.2
District of Columbia.......... 240 363 443 483 561 4.2 4.1 4.0
Virginia.eeeeeieenrinnncnaenss 193 289 323 369 357 4.1 2.2 1.7
West Virginiaeeeeeereeseenanns 198 255 298 351 351 2.6 3.2 2.8
North Carolina.....cveevevannn 196 277 319 363 391 3.5 2.9 3.5
South Carolina....covevvuunns. 185 257 302 356 350 3.3 3.3 2.5
GEOYgiAseesnsncaransssoncnrnns 233 294 364 396 399 2.4 4.4 1.5
Floridaeeeeeesneneeeecocnnnnen 245 295 346 375 386 1.9 3.2 1.8
East South Central........ 227 275 306 348 354 1.9 2.2 2.5
Kentucky.oeoeernoeononnsnennnn 229 276 292 332 345 1.9 1.1 2.8
TeNNeSSEL vesrnrracesrnnnscnss 231 284 315 359 363 2.1 2.1 2.4
Alabama...ceeveeoeecrnnneccnns 233 266 308 357 359 1.3 3.0 2.6
Mississippicecereiiernnnennnns 207 270 300 334 337 2.7 2.1 2.0

See notes at end of table.
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Table 62. Full-time equivalent employees per 100 average daily patients in community hospitals and average annual
percent change, according to geographic division and State: United States, selected years 1960-81--Continued

(Data are based on reporting by facilities)

Year Period
Geographic division
and State 1 1
1960 1970 1975 1980 1981 1960-70 1970-75 1975-81
Number of employees per 100 average daily patients Average annual percent change

West South Central........ 225 297 346 384 398 2.8 3.1 2.4
Arkansas.....ceueeniiienananns 209 274 318 355 346 2.7 3.0 1.4
Louisiana..oeeernnreoieaenonns 218 292 354 392 415 3.0 3.9 2.7
OkT1ahomMa. e ovvereenrssnnnennnns 218 296 359 404 420 3.1 3.9 2.7
=2 -3 232 304 346 383 398 2.7 2.6 2.4

Mountain......oovenivannnn 226 299 364 413 411 2.8 4.0 2.0
MONtana.eee e iinenesnaseannns 216 247 301 302 287 1.4 4.0 -0.8
Idaho..eeesiiieverannnrcnanns 255 281 321 374 360 1.0 2.7 1.9
Wyoming...oeeveeieininneiianns 217 251 344 445 388 1.5 6.5 2.0
Colorado.eeeeeeeeenneinnvaanns 221 306 373 398 404 3.3 4.0 1.3
New MeXiCO.eeesiuienervenurneas 228 314 389 430 426 3.3 4.4 1.5
Arizona..eeesriseeenaiianenaas 222 327 381 455 454 3.9 3.1 3.0
Utah.oveeiiiinennane., veeeae 243 304 388 460 463 2.3 5.0 3.0
Nevada...ooveurvennnanns R 224 284 344 427 445 2.4 3.9 4.4

Pacificeiiiineeiiiiniianes 243 327 401 467 479 3.0 4.2 3.0
Washington........cooviivennnts 263 313 382 428 449 1.8 4,1 2.7
Oregon. . voueeeiinnssenanennnns 232 303 387 417 452 2.7 5.0 2.6
California..veeveerinennnenns, 241 334 407 481 490 3.3 4.0 3.1
ATaska.seeeeerennnrorinnnnnnns 220 301 385 454 453 3.2 5.0 2.7
Hawaiiee oo eneiannronnnnennss 226 278 357 401 397 2.1 5.1 1.8
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11960 includes hospital units of institutions, but excludes students, interns, and residents.

NOTE: Community hospitals include all non-Federal short-stay hospitals classified by the American Hospital
Association according to one of the following services: general medical and surgical; obstetrics and gynecology; eye,
ear, nose, and throat; rehabilitation; orthopedic; other specialty; children's general; children's eye, ear, nose,
and throat; children's rehabilitation; children's orthopedic; and children's other specialty.

SOURCES: American Hospital Association: Hospitals. JAHA 35(15): 383-430, Aug. 1, 1961. {Copyright 1961: Used with the
permission of the American Hospital Association.); Division of Health Care Statistics, National Center for Health
Statistics: Data from the National Master Facility Inventory.




Table 63. Long-term hospitals, beds, and occupancy rates, according to type of hospital and ownership:

(Data are based on reporting by a census of hospitals)

United States, selected years 1970-81

Association.)

Year
Type of hospital
and ownership
1970 1975 1976 1978 1979 1980 1981
Hospitals Number

General.ieeeeieeeesinnnnanacaanans 75 44 37 24 22 17 20
Federal.iiiiieeininiennnnnanans 38 23 21 12 11 9 12
Non-Federal..oovvenreennnnnnnn. 37 21 16 12 11 8 8
PsychiatriC.eeesieeennnnnnnnnnnnns 459 419 394 375 380 381 394
Federal.iuiiiiiiiieeeninnnnnnnns 33 26 25 24 24 23 22
Nonprofite.eeeeiereenecnnneennns 56 45 43 47 46 47 52
Proprietary...cceveevecinnnnnen., 39 51 50 54 57 57 65
State-local government.......... 331 297 276 250 253 254 255

Tuberculosis and other
respiratory diseases.......c.cu... 103 34 19 13 11 10 10
All other..eiiieninennnninanennns 200 196 183 160 156 150 139
(=T =3 oF N 1 2 2 3 2 1 1
Nonprofit..ceeeeernnnnnnnennnnn. 110 94 84 73 68 66 67
Proprietary.ccveeiiieeicecennnes 2 9 9 9 10 11 10
State-Tocal government.......... 87 91 88 75 76 72 61

Beds

General.ieeseesesssecoesscncanenns 42,569 17,329 18,664 11,465 9,710 8,253 9,925
Federal.ioeerivinenseeenacennnns 31,403 14,406 16,146 9,305 8,050 7,205 8,823
Non-Federal....icvveninnennnnnn. 11,166 2,923 2,518 2,160 1,660 1,048 1,102
Psychiatrice.iiiieeeiaiennennnnnnn 551,847 344,257 301,374 237,234 232,344 218,400 205,003
Federal.oiiiiienececnnnnnnnnns 41,500 27,523 25,069 23,158 22,290 20,871 19,051
NONProfit.eceeeieiececnnannennnn 8,892 5,366 5,291 6,274 6,951 6,645 6,944
Proprietary..ceeceecesccnnneenas 3,399 4,821 4,725 5,162 5,837 5,877 6,834
State-local government.......... 498,056 306,547 266,289 202,640 197,266 185,007 172,174

Tuberculosis and other
respiratory diseaseS.eceenreeeeas 19,937 5,699 3,447 2,641 2,084 1,500 1,492
ATl other..iiieeireieceiennecennen 49,152 49,268 47,469 40,763 39,702 37,911 34,472
Federal.oiseereiennnneocaneannn 357 968 1,022 1,489 1,024 357 357
Nonprofit..eeeeeeneieiesernnenns 12,638 12,733 11,807 10,120 9,864 10,038 10,328
Proprietary.c.eeceieieeeeenennn. 101 879 1,023 986 1,185 1,356 1,259
State-local government.......... 36,056 34,688 33,617 28,168 27,629 26,160 22,528

Occupancy rate Percent of beds occupied

General.vuieeesesiareeosnensseeens 79.2 84.4 83.8 23.1 81.7 83.9 86.4
Federal.i.ivereineeniennannannns 80.4 85.2 83.8 82.8 82.0 84.6 87.6
Non-Federal.....covveeevinecnnnn 75.8 80.4 84.0 84.4 80.5 79.0 77.1
Psychiatriceeecieeereenniiinnnnnns 84.9 81.3 80.1 81.7 83.7 85.9 86.7
Federalivevieeiiicneenrnnnennnan 83.4 88.3 86.2 85.7 84.8 87.9 87.7
NOnprofit. e eeenrenneeannnn 85.2 84.8 83.5 93.7 86.7 87.2 88.6
Proprietary..ceeeeieeeccenaannns 78.4 74.1 74.6 75.8 76.8 76.3 80.1
State-local government.......... 85.0 80.8 79.5 81.0 83.7 86.0 86.8

Tuberculosis and other
respiratory diseases............. 61.9 57.6 57.8 59.8 61.9 66.4 67.0
ATl Other.eeieeeeneieeeennannnnnss 83.3 82.3 82.5 83.3 85.8 85.9 86.3
Federal..vsveineineneannenennns 73.4 86.3 77.9 65.0 65.2 65.3 65.0
Nonprofite.eeeeieeennrnnenennnns 82.8 83.3 83.1 86.4 87.7 87.3 86.6
Proprietary...cceeeeeinenneeaanns 87.1 86.0 78.6 80.8 80.8 86.5 87.8
State-local government.......... 83.6 81.7 82.6 83.2 36.1 85.6 86.4
SOURCES: American Hospital Association: Hospitals. JAHA 45(15):463-467, Aug. Hospital Statistics, 1976-81
Editions. Chicago, 1976-8l. (Copyrights 1976-81: Used with the permissinn of the American Hospital
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Table 64. Nursing homes with 25 or more beds, beds, and bed rates, according to geographic division and State:
United States, 1976 and 1980

(Data are based on reporting by facilities)

Nursing homes

Geogr‘gﬁggtg;;mmn Number Beds Bed rate2
19761 1980 1976 1980 19761 1980
United States.......... 14,129 14,316 1,295,067 1,416,757 56.4 57.5
New England....evueennn.. 1,213 1,182 92,189 95,841 66.0 64.8
MATNEe et eererinneanoacoaaanns 121 139 7,027 8,586 54.9 63.6
New Hampshire..eeeeeveeeenses 68 70 5,633 6,225 61.9 63.5
Vermont.. e eeeeeensooenannss 53 55 3,477 3,603 65.6 64.3
Massachusetts.......covivnnns 645 620 47,169 51,335 69.5 72.2
Rhode IsTand.......veeecenenss 85 3 93 6,766 3 8,360 58.3 368.0
CONNECETCUL. v verrmrearennns 241 205 22,117 17,732 66.8 49.8
Middle Atlantic.......... 1,567 1,519 187,435 210,463 4.1 47.3
New YOrK..oieeiiieneneneannns 708 669 97,489 101,007 47.3 47.8
New Jersey.....oeeen. 313 320 31,147 34,763 39.5 41.2
Pennsylvania 546 530 58,799 74,693 41.8 50.1
East North Central....... 2,899 2,871 284,035 310,149 68.2 70.9
(0]« T P 750 831 60,680 73,837 55.7 64.7
Indiana..eeeseceeeneennnrenans 420 421 35,799 43,832 65.9 76.9
| O R T - 808 729 84,343 84,598 71.8 69.3
Michigan......cveeviveinanen. 505 495 54,442 59,686 65.3 67.3
WiSCONSIN e erereeeaannnsonnns 416 395 48,771 48,196 93.1 86.7
West North Central....... 1,964 2,086 156,992 171,532 75.7 79.3
Minnesota..eeeeereeeennroonns 385 377 38,177 40,249 85.4 85.6
IOWa. ceeeneennenneoacenconns 440 431 31,785 32,931 86.1 86.4
MiSSOUrT.eeenrseeeeianosennas 408 509 32,539 41,027 53.3 64.6
North Dakota......ccovevennens 81 81 6,357 6,253 84.8 78.2
South Dakota.eesseeaeeareonnn 117 117 8,047 8,479 93.6 94.2
Nebraska..eeeesoevooeonsnoses 210 223 18,399 18,069 93.4 88.6
KBNSAS.sueeennnnrosacaassonas 323 348 21,688 24,524 75.0 8l.5
South Atlantic........... 1,475 1,631 142,383 158,888 38.4 38.3
Delaware..ceeeeneinrensannens 22 24 2,123 2,415 40.8 42.4
Maryland...cooveenennaannnns 165 170 18,559 19,874 53.0 52.3
District of Columbia......... 17 15 2,742 2,578 38.6 35.3
Virginia..coeeonoiiennnnnn. 208 223 23,816 23,868 54.1 49.4
West Virginia.......ooeennnn. 73 79 4,858 5,881 22.6 26.0
North Carolina......cceceeens 276 354 20,903 28,225 40.8 49.4
South Carolina......coceeveass 102 131 8,311 11,132 34.8 41.4
GROrGian . eeeeesrnsronnnnnnnes 304 297 28,732 29,575 64.9 60.6
FI10ridaeeeseneerroeeeenannsas 308 338 32,339 35,340 23.3 22.0
East South Central....... 856 859 66,994 78,684 45,5 49,7
Kentucky..ovvenenviviiinnins 267 277 19,929 24,847 53.3 63.2
TeNNeSSEe. vt iaenrersvanannnns 258 228 19,448 21,339 42.9 43.4
Alabama..veeeieerierniaeanans 209 209 19,207 20,392 49.6 48.4
MississSippie e iniiennnns 122 145 8,410 12,106 32.5 43.9

See footnotes at end of table.

174



Table 64. Nursing homes with 25 or more beds, beds, and bed rates, accordirg to geographic division and State:
United States, 1976 and 1980--Continued

(Data are based on reporting by facilities)

Nursing homes

Geographic division 2
and State Number Beds Bed rate
19761 1980 19761 1980 19761 1980
West South Central....... 1,742 1,720 157,347 164,596 72.6 70.3
APKANSAS - v e eeneeereneennnns 208 195 19,322 18,935 69.5 63.1
LOUTSTANA. - mmoes v vvmnnn 200 199 18,969 21.553 53.4 56.9
OKTROMA. « v v mesvv v 341 340 25,990 26,318 76.2 72.5
TEXAS e nnees v, 993 986 93,066 97.790 78.0 75.1
MOUNERTN . e eveeenneennnes 493 511 41,874 45,509 47.4 44.9
MONENA. -« e e enseevnneennnns 69 68 4,725 5,319 61.4 64.1
TAAN0- e v s v 53 51 4,215 4.213 52.0 46.3
NYOMING. - mv v, 22 19 1,753 1,742 51.6 48.4
C0TOrad0n s v, 173 159 17.833 16.575 81.8 69.4
New MexXicO. ..omvvvvmnorvnnnes 30 33 2489 2,572 26.5 23.6
ArTZOMnr e ssieanins 67 95 5.832 8,591 24.6 29.7
LR s, 63 68 3.707 4.729 39.0 44.6
NEVadar v 16 18 1.320 1.768 28.1 29.0
PECTFIC e meeanneneennens 1,920 1,037 165,818 181,005 58.5 58.3
HaSNTNGEON . o e e nmneeennnernns 318 374 29,415 34,562 78.4 83.3
OPEQGON s m e e 202 178 15.758 16.960 59.0 57.7
CaTifOrnia, s emmnesennnrnnns 1,369 1,356 118,144 126.719 55.7 54.7
ATaSKB. e e s s vmmnanens 8 9 738 1.029 82.0 102.9
HAWAT T« v v veeeee v 23 20 1,763 1,825 29.4 26.1
1

The 1980 National Master Facility Inventory (NMFI) excluded certain types of nursing homes that the 1976 NMFI

included (nursing home units of hospitals, nursing homes for the blind, etc.). To make the data comparable, these

types of homes and their beds were subtracted from the 1976 figures.
ZNumber of beds per 1,000 population 65 years of age and over.

3Excluded most homes for the aged.

SOURCE: Division of Health Care Statistics,
Facility Inventory.

National Center for Health Statistics:

Data from the National Master
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Table 65. Beds and bed rates in psychiatric facilities, according to type of facility: United States,
1972, 1976, and 1980

(Data are based on reporting by facilities)

Year
Type of facility
1972 1976 1980" 1972 1976 1980
Number of beds Beds per 100,000 population

A1T FACTTIETES e et e et eeeeeeaneens 471,800 331,134 273,825 225.7 156.0 123.2
Non-Federal psychiatric hospitals...vcveveincienienenn 375,990 238,293 174,028 179.8 112.3 77.5
State and county hospitals...sieciiiieeeiinennnnenns 361,578 222,202 156,396 172.9 104.7 69.7
Private hospitals..iveeeeriroeeennnsosunesonaoonns 14,412 16,091 17,632 6.9 7.6 7.8
Veterans Administration psychiatric services3........ 42,545 35,913 33,796 20.3 16.9 15.7
Non-Federal general hospital psychiatric units....... 23,308 28,706 29,384 11.2 13.5 13.6

Residential treatment centers for emotionally
disturbed children...oieeeeirreersiesnriensinerennes 19,348 18,029 20,197 9.3 8.5 9.0
Federally-funded community mental health centers..... 10,609 10,193 16,420 5.1 4.8 7.4

1Provisiona] data. 1980 data are not yet available for Veterans Administration neuropsychiatric hospitals, general
hospital inpatient psychiatric units (Veterans Administration and non-Federal), and federally funded community mental
health centers (CMHC's); 1979 data are used for CMHC's, and 1978 data are used for Veterans Administration
Bsychiatric services and non-Federal general hospital psychiatric inpatient units.

Excludes total inpatient days for multiservice mental health facilities not elsewhere classified which represent
less than 1 percent of all inpatient days in each year.

3Includes Veterans Administration neuropsychiatric hospitals and Veterans Administration general hospitals with
separate psychiatric inpatient settings.

SOURCE: National Institute of Mental Health: State and regional distribution of psychiatric beds in 1972. Statistical
Note 98. Public Health Service, Rockville, Md., Nov. 1973; State and regional distribution of psychiatric beds in
1976. Statistical Note 144. Public Health Service, Rockville, Md., Feb. 1978; State and regional distribution of
psychiatric beds in 1978. Statistical Note 155. Public Health Service, Rockville, Md., Jan. 1981.
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Table 66. Gross national product and national health expenditures: United States, selected years 1929-82

(Data are compiled by the Health Care Financing Administration)

National health expenditures

Gross
Year national
product Amount Percent of Amount
in in gross national per

billions billions product capita
2 P $ 103.4 $ 3.6 3.5 $ 29
1035 e it i ettt aaaans 72.2 2.9 4.0 23
L1 100.0 4.0 4.0 30
O 286.5 12.7 4.4 82
1955, iiieennnnnn. feeeeteeeartititeeateaaneeraas 400.0 17.7 4.4 105
0 506.5 26.9 5.3 146
R ) I 691.0 41.7 6.0 211
L 992.7 74.7 7.5 358
L 1,077.6 83.3 7.7 394
D S 1,185.9 93.5 7.9 438
2 1,326.4 103.2 7.8 478
1078 e i i it itretreraer i reeeaaa 1,434.2 116.4 8.1 535
1075ttt it eiranenereraererarrcnnaennns 1,549.2 132.7 8.6 604
A 1,718.0 149.7 8.7 674
7 1,918.3 169.2 8.8 755
L 2,163.9 189.3 8.8 836
O 2,417.8 215.0 8.9 938
P 2,633.1 249.0 9.5 1,075
2 2,937.7 286.6 9.8 1,225
L R 3,059.3 322.4 10.5 1,365

SOURCE: Bureau of Data Management and Strategy: National health expenditures, 1982, by R. M. Gibson, D. R. Waldo, and
K. R. Levit. Health Care Financing Review. HCFA Pub. No. 03154. Health Care Financing Administration. Washington.
U.S. Government Printing Office, Fall 1983.
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Table 67. Average annual percent change in personal health care expenditures and percent distribution of factors
affecting growth: United States, 1965-82

(Data are compiled by the Health Care Financing Administration)

Factors affecting growth

Average
Period annual
Eﬁ;ﬁgg} fa?l;rs Prices Population Intensity2
Percent distribution
1965-82. .0 iiiiiiinnininanrenaas 13.0 100 60 8 32
1096566, i iinncnrncrcnnnannnas 10.6 100 46 11 43
1066-67..icviiiinrnenniainnnnnn 12.2 100 54 9 37
1967-68. .0 vneraerinecinnnnnnn 13.1 100 43 8 49
1968-69. .. iiiiinniiiinaiinnnn 13.4 100 41 8 51
1969-70. . it e ie i nreieannnnnn 14.5 100 48 8 44
1970-7) . iiiiiiiniiincanensanas 10.5 100 58 12 30
1971-72, it 11.5 100 40 10 50
1972-73. ittt iiiiiiiiaiinrnns 10.6 100 41 10 49
1973-74. i iiiia i 13.9 100 66 7 27
1074-75. et ia i itinaansnaen 15.6 100 70 7 23
1975-76.cciiveeinrineneanranesn 12.9 100 69 8 23
T o N 12.8 100 64 8 28
197778 it iee i 12.1 100 69 g 22
1978-79. i ieineniiiiiaaneans 13.3 100 72 8 20
1979-80. i eiiininrnieannranes 16.1 100 72 7 21
1980-8l. . iiieinnnrnnenannnnass 16.0 100 72 6 22
1081-82. . iiiiiiiiiiiiiiennnnes 12.7 100 78 8 14

1Refers to l-year periods unless otherwise noted.

Represents changes in use and/or kinds of services and supplies.

SOURCE: Bureau of Data Management and Strategy, Health Care Financing Administration: Unpublished data.
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Table 68. Personal health care per capita expenditures and average annual percent change, according to geographic
division and State: United States, selected years 1966-78

(Data are compiled by the Health Care Financing Administration)

Year Average

Geographic division annua]t

and State percen

change

1966 1969 1972 1976 1977 1978 1966-78

Per capita amount

United States....... $200 $280 $380 § 601 $ 672 $ 745 11.6

New England........oc.en 234 329 438 681 757 838 11.2
Maing..coeiiineenneaanans 171 240 328 539 603 662 11.9
New Hampshire............. 189 246 326 502 544 605 10.2
Vermont..oveeiieecennnnnns 193 270 349 531 573 630 10.3
Massachusetts............. 254 362 485 755 842 935 11.5
Rhode Island....cevveennnn. 231 314 408 666 735 822 11.2
Connecticut.vverernanaanns 237 331 436 671 749 827 11.0
Middle Atlantic......... 225 316 416 657 722 794 11.1
New York...cooooiiionannnsn 254 360 470 738 793 858 10.7
New Jersey.eeeeceeeecnnans 193 265 355 576 644 699 11.3
Pennsylvania.e.e.eeeeeeennns 200 278 370 585 663 756 11.7
East North Central...... 203 278 380 604 678 758 11.6
10 X T 194 263 360 589 659 738 11.8
Indiana..coeevecaenannonns 180 249 336 536 607 671 11.6
I11iN01S e e e seneennennens 219 299 405 627 702 792 11.3
Michigan.....c.cvevuieenens 212 289 394 630 713 802 11.7
Wisconsine.eveveeiernannss 196 275 384 607 675 742 11.7
West North Central...... 200 272 368 594 671 753 11.7
Minnesota..oceeiuvnnnnnnns 217 289 386 606 674 738 10.7
B 196 264 351 556 639 724 11.5
Missouriv.eeseeriiennnanns 198 274 365 611 696 790 12.2
North Dakota......eevennes 193 269 367 624 711 788 12.4
South Dakota......ceveeeees 178 238 328 516 587 667 11.6
Nebraska..eeeevennannnenns 194 267 371 590 653 737 11.8
Kansas..cseeeeeeennsnnnsns 191 265 376 601 679 766 12.3
South Atlantic.......... 169 242 342 550 617 682 12.3
Delaware..ecesesssencnnans 210 289 380 592 655 722 10.8
Maryland....ovevvianennann 189 271 386 602 663 744 12.1
District of Columbia...... 435 672 945 1,352 1,526 1,695 12.0
Virginia..cooeoieiennnans 150 211 299 494 562 628 12.7
West Virginia....cevveunt. 160 226 316 502 555 611 11.8
North Carolina............ 144 204 282 458 514 576 12.2
South Carolina....ceeevuns 123 180 247 421 474 521 12.8
GeOrgias.esessssoseoansnons 151 219 324 512 582 645 12.8
Floridacicseecncecoaennnns 186 266 376 627 701 766 12.5
East South Central...... 148 210 294 483 548 610 12.5
Kentucky.oeovereenennnnnn 155 218 287 440 490 542 11.0
Tennessee..veeerieeieeann. 165 231 323 531 608 675 12.4
Alabama...eueeinivsennannns 145 210 302 503 570 633 13.1
Mississippiceceerceceannns 115 163 244 428 490 556 14.0

See note at end of table.
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Table 68. Personal health care per capita expenditures and average annual percent change, according to geographic
division and State: United States, selected years 1966-78--Continued

(Data are compiled by the Health Care Financing Administration)

Vear Averagf
Geographic division annua

and State percent

change

1966 1969 1972 1976 1977 1978 1966-78

Per capita amount

West South Central...... $170 $240 $332 $ 532 $ 59 $ 660 12.0
Arkansas......ceeviennnaans 140 196 284 474 529 585 12.7
Louisiana..oeeevenneeenans 156 224 321 508 573 641 12.5
Oklahoma.....ovevvuennnn.. 183 263 350 536 599 664 11.3
TeXaSteesnavoessnennoneans 176 247 339 549 613 678 11.9
Mountain.......c.ccevnnn 190 260 346 539 596 658 10.9
Montama.....covviiennnnnns 173 233 324 503 580 645 11.6
Idaho.eeeiiniinenineannnns 153 209 292 451 512 554 11.3
Wyoming..ooevenvneneeannn. 197 263 329 450 505 551 8.9
Colorado...coevvvenernannn 236 313 395 602 659 725 9.8
New MexicO..veevervuiernnnns 156 213 281 457 505 567 11.3
Arizona...eeeeesernsenanns 192 271 375 582 630 698 11.4
L 161 215 286 455 503 556 10.9
Nevada..eoveeerinnenonnnnn 196 280 390 657 746 828 12.8
Pacific..ivivenecnnrnnns 234 327 443 687 776 858 11.5
Washington................ 218 294 389 575 648 710 10.4
Oregon.ceieeeeniincnaannns 196 272 363 584 663 728 11.6
California...ccovieennanans 241 339 465 723 816 904 11.6
Alaska.esieeseovnecnonanns 226 283 335 587 669 735 10.3
Hawaii..ooeeinninnnnennan. 210 300 394 595 676 744 11.1

SOURCE: Bureau of Data Management and Strategy, Health Care Financing Administration: Unpublished data.
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Table 69. Consumer Price Index (1967=100) and average annual percent change for all items and selected items:
United States, selected years 1950-82

(Data are based on reporting by samples of providers and other retail outlets)

Item
Year il‘;};r]ns Apparel
Medical . Personal
Food and Housing Energy
care upkeep g care
Consumer Price Index
1950 ctscncennnnnnans 72.1 53.7 74,5 79.0 72.8 - 68.3
1955, i iiinicannnnnn 80.2 64.8 81.6 84.1 82.3 - 77.9
1960, ceiininnnennanns 88.7 79.1 88.0 89.6 90.2 94.2 90.1
1965.cnceeiiiinnnennn 94,5 89.5 94.4 93.7 94.9 96.3 95.2
1970, ceeiiiiinnnnnnn. 116.3 120.6 114.9 116.1 118.2 107.0 113.2
e 161.2 168.6 175.4 142.3 164.5 176.6 150.7
1976, ceeninncenacees 170.5 184.7 180.8 147.6 174.6 189.3 160.5
1977 eeeeiiiiiinnnnn. 181.5 202.4 192.2 154.2 186.5 207.3 170.9
1978, cieiiieiiiieennn 195.4 219.4 211.4 159.6 202.8 220.4 182.0
1979 iiiiiiinnienn 217.4 239.7 234.5 166.6 227.6 275.9 195.8
1980 0 vveeiiiinnnnnnn 246.8 265.9 254.6 178.4 263.3 361.1 213.1
198l einiiineennnnn. 272.4 294.5 274.6 186.9 293.5 410.0 232.0
1982, . viiiiiiiiennnn 289.1 328.7 285.7 191.8 314.7 416.1 248.1
Average annual percent change
195055, 0 ieennenanns 2.2 3.8 1.8 1.3 2.5 - 2.7
1955-60.c0vncecnnnnns 2.0 4.1 1.5 1.3 1.9 - 3.0
1960-65...vevnnnnnn 1.3 2.5 1.4 0.9 1.0 0.4 1.1
1965-70.c.cciivecncnns 4.2 6.1 4.0 4.4 4.5 2.1 3.5
1970-75.cciiiiennnn.. 6.7 6.9 8.8 4.2 6.8 10.5 5.9
1975-76.ccciienennnes 5.8 9.5 3.1 3.7 6.1 7.2 6.5
1976-77.cuinnennennnas 6.5 9.6 6.3 4.5 6.8 9.5 6.5
1977-78.ciiieininnnnn. 7.7 8.4 10.0 3.5 8.7 6.3 6.5
1978-79..ciiiiinnnn.. 11.3 9.3 10.9 4.4 12.2 25.2 7.6
1879-80.cnivrvencnnnns 13.5 10.9 8.6 7.1 15.7 30.9 8.8
1980-81...cciinnnnn. 10.4 10.8 7.9 4.8 11.5 13.5 8.9
1981-82..cviiiinnnnn. 6.1 11.6 4.0 2.6 7.2 1.5 6.9

SOURCE: Bureau of Labor Statistics, U.S. Department of Labor: Consumer Price Index. Various releases.
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Table 70. Consumer Price Index (1967=100) for all items and medical care components: United States,
selected years 1950-82

(Data are based on reporting by samples of providers and other retail outlets)

Year
Item and
medical care component

1950 1955 1960 1965 1970 1975 1980 1981 1982

Consumer Price Index

CPI, all itemS..ecaneeenn.. 72.1 80.2 88.7 94.5 116.3 161.2 246.8 272.4 289.1
Less medical care.......... -—- -—- 89.4 94.9 116.1 160.9 245.5 270.9 286.8
CPI, all serviceS.......... 58.7 70.9 83.5 92.2 121.6 166.6 270.3 305.7 333.3
All medical care..eeesennen 53.7 64.8 79.1 89.5 120.6 168.6 265.9 294.5 328.7
Medical care serviceS...coeveanenennn 49.2 60.4 74.9 87.3 124.2 179.1 287.4 318.2  356.0
Professional services............ --- -——- - --- 119.7 164.5 252.0 277.9  301.5
Physician services............ 55.2 65.4 77.0 88.3 121.4 169.4 269.3 299.0 327.1
Dental services......covvennn. 63.9 73.0 82.1 92.2 119.4 161.9 240.2 263.3 283.6
Other professional
servicesl. . iiiiiiiiiiiiannnn. --- -— --- - - -—- 123.6 135.2  144.3
Other medical care services...... -—- --- -—- --- 129.7 196.9 330.1 366.9 421.9
Hospital and other medical
SErVICES et r et iieeanens -—- -—- - - -—-- -— 133.5 152.5 174.1
Hospital room.............. 30.3 42.3 57.3 75.9 145.4 236.1 418.9 481.1 556.7
Other hospital and 1
medical care services .... --- - -—- --- --- - 132.8 151.2 170.5
Medical care commodities............ 88.5 94.7 104.5 100.2 103.6 118.8 168.1 186.5 205.7
Prescription drugs....oeevvennenn 92.6 101.6 115.3 102.0 101.2 109.3 154.8 172.5 192.7
Nonprescription drugs and
medical supp)iesl.iv.ovvuiiinnns --- --- —-- - -- -—-  120.9  133.6 145.8
Eyeg]asses1 .................... ——= --- --- - --- --- 117.5 125.6 131.1
Internal and respiratory
over-the-counter drugs....... --- --- -—-- 98.0 106.2 130.1 188.1 211.4  234.2
Nonprescription medica11
equipment and supplies ...... --- --- --- --- - —-- 118.2 129.1  141.1

Lpec. 1977=100.

SOURCE: Bureau of Labor Statistics, U.S. Department of Labor: Consumer Price Index. Various releases.
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Table 71. Consumer Price Index (1967=100) average annual percent change for all items and medical care components:
United States, selected years 1950-82

(Data are based on reporting by samples of providers and other retail outlets)

Period
Item and
medical care component

1950-55 1955-60 1960-65 1965-70 1970-75 1975-81 1981-82

Average annual percent change
CPI, all items.......c..... 2.2 2.0 1.3 4.2 6.7 9.1 6.1
Less medical care......... -—- --- 1.2 4.1
CPI, all services..c...... 3.8 3.3 2.0 5.7
A1l medical care...ceeees. 3.8 4.1 2.5 6.1

Professional services...veeee... — — -—- ——
Physician serviceS........... 3.4 3.3 2.8 6.6
Dental services....ceeneeenns 2.7 2.4 2.3 5.3
Other professional

servicesl. . vviiiiiininnn. - ——- - . - — 6.7
Other medical care services..... --- -— - ——- 8.7 10.9 15.0
4.2

5.7

6
6
6
Medical care serviceS.....eeeevnens 4.2 4.4 3.1 7.3 7.
5
6

Hospital and other medical

SErVICeS . iieirirnrennannns - -—- -—- — - - 14.
Hospital room...eveevennnn 6.9 6.3 5.8 13.9 10.2 12.6 1
Other hospital and
medical care services ... --- -— - —— _— _—— 12.

Medical care commodities........... 1
Prescription drugs....ccovvveunnn 1.
Nonprescription drugs and

medical supplies*eeecvrnnraennn -——- — -—- - --- -—- 1
Eyeglassesteeeeeeeessenesenns -—— -—- --- - - —-— 4
Internal and respiratory

over-the-counter drugs...... ——- ——- - 1.6 4.1 8.4 10.8
Nonprescription medica]1
equipment and supplies™..... -—- - -— -—- -— -—-- 9.3

1pec. 1977=100.

SOURCE: Bureau of Labor Statistics, U.S. Department of Labor: Consumer Price Index. Various releases.
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Table 72. National health expenditures, according to source of funds: United States, selected years 1929-82

(Data are compiled by the Health Care Financing Administration)

Source of funds

Year A1l health Private Public
expenditures
in billions
Amount in Amount Percent Amount in Amount Percent
billions per capita of total billions per capita of total
1929... ...t § 3.6 $ 3.2 $ 25 86.4 $ 0.5 $ 4 13.6
1935, ciiinnn 2.9 2.4 18 80.8 0.6 4 19.2
1940........... 4.0 3.2 24 79.7 0.8 6 20.3
1950...000utnes 12.7 9.2 60 72.8 3.4 22 27.2
1955, .0 17.7 13.2 78 74.3 4.6 27 25.7
1960. .. ...t 26.9 20.3 110 75.3 6.6 36 24.7
1965.. ..ttt 41.7 31.0 156 74.1 10.8 55 25.9
1970, ccvunen.s 74.7 46.9 225 62.8 27.8 133 37.2
1971, 83.3 51.6 244 62.0 31.7 150 38.0
1972, i, 93.5 58.1 272 62.1 35.4 166 37.9
1973, 103.2 63.9 296 61.9 39.3 182 38.1
197400t 116.4 69.3 318 59.5 47.1 216 40.5
19750 ciiiianes 132.7 76.5 348 57.7 56.2 255 42.3
1976..000iinns 149.7 86.7 391 57.9 62.9 284 42.1
1977.0vviienen. 169.2 99.1 442 58.6 70.1 313 41.4
1978, cvvnenn 189.3 109.8 485 58.0 79.5 351 42.0
1979, 00 ciunnes 215.0 124.4 543 57.9 90.6 395 42.1
1980....huunnen 249.0 143.6 620 57.7 105.4 455 42.3
1981...cvueenss 286.6 164.4 703 57.4 122.2 522 42.6
1982. . v 322.4 185.6 786 57.6 136.8 579 42.4

SOURCE: Bureau of Data Management and Strategy: National health expenditures, 1982, by R. M. Gibson, D. R. Waldo, and
K. R. Levit. Health Care Financing Review. HCFA Pub. No. 03154. Health Care Financing Administration. Washington.
U.S. Government Printing Office, Fall 1983.
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Table 73. National health expenditures average annual percent change, according to source of funds: United States,
1929-82

(Data are compiled by the Health Care Financing Administration)

Source of funds

. A1l health
Period expenditures
Private Public
Average annual percent change

F 74 s 7 8.9 8.0 11.2
1920-35 . ettt ittt ettt i ettt e e, -3.5 -4.7 3.1
L N 6.6 5.9 5.9
1940-50. .0 tinnetiinneieneaneinnnenseeennsceannneoncanas 12.2 11.1 15.6
105005 e i ettt iiiiitttet ittt ittt i i raeanaaas 6.9 7.5 6.2
e 8.7 9.0 7.5
1960-65. . cuiineiiiiitiaiinerretereennnnnreereeocanns 9.2 8.8 10.4
1965-70. 1t iiietiiiiiit ittt ettt eeee e 12.4 8.7 20.8
1070-75 . ittt ittt ittt ettt traertreteeannnns 12.2 10.3 15.1
F e {1 13.2 13.3 13.1
N 11.5 10.0 14.0
I 12.2 12.6 11.7
[ i T 10.4 10.0 11.0
F e 12.8 8.5 19.8
B 14.0 10.4 19.3
LR 12.8 13.3 11.9
197677 ittt i ittt et e e et e e reaan 13.0 14.3 11.4
L T 11.9 10.8 13.4
197870ttt i e i e i e eaaa. 13.6 13.3 14.0
1079-80. 1ttt iiiiiiiiittie ettt reeateeteeannanans 15.8 15.4 16.3
1980-8l. it itiiiiieiittntaereaaeaarrereennaarnnnnnnaneas 15.1 14.5 15.9
B N 12.5 12.9 11.9

SOURCE: Bureau of Data Management and Strategy: National health expenditures, 1982, by R. M. Gibson, D. R. Waldo, and
K. R. Levit. Health Care Financing Review. HCFA Pub. No. 03154. Health Care Financing Administration. Washington. U.S.
Government Printing Office, Fall 1983.
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Table 74. Personal health care expenditures and percent distribution, according to source of payment:
United States, selected years 1929-82

(Data are compiled by the Health Care Financing Administration)

Source of payment

A1l Third-party payment
personal
health
Year care Per ATl Direct Government
expendi- capita sources payment . Philan-
tures T Private thropy
: otal health

g insurance . State
billions industry Total Federal and
local

Percent distribution
1929......... $ 3.2 $ 26 100.0 588.4 11.6 -—- 2.6 9.0 2.7 6.3
1935, 00unne 2.7 21 100.0 282.4 17.6 -—- 2.8 14.7 3.4 11.3
1940......... 3.5 26 100.0 81.3 18.7 -—- 2.6 16.1 4.1 12.0
1950......... 10.9 70 100.0 65.5 34.5 9.1 2.9 22.4 10.4 12.0
1955......... 15.7 93 100.0 58.1 41.9 16.1 2.8 23.0 10.5 12.5
1960......... 23.7 129 100.0 54.9 45,1 21.1 2.3 21.8 9.3 12.5
1965......... 35.8 181 100.0 51.8 48.2 24.4 2.2 21.6 10.1 11.4
1970......... 65.1 312 100.0 39.9 60.1 24.0 1.6 34.5 22.3 12.2
1971......et 72.0 341 100.0 38.6 61.4 24.1 1.7 35.6 23.3 12.3
1972......... 80.2 376 100.0 38.6 61.4 23.8 1.6 36.0 23.6 12.4
1973......... 88.7 411 100.0 38.6 6l.4 23.8 1.5 36.1 23.8 12.4
1974......... 101.0 464 100.0 36.1 63.9 24.2 1.5 38.2 25.5 12.7
1975......... 116.8 531 100.0 33.4 66.6 25.8 1.4 39.5 26.9 12.6
1976......... 131.8 594 100.0 32.6 67.4 26.9 1.4 39.1 27.4 11.7
1977......... 148.7 663 100.0 32.8 67.2 26.9 1.4 38.9 27.6 11.4
1978......... 166.7 736 100.0 32.5 67.5 27.0 1.3 39.2 27.8 11.4
1979......... 188.9 825 100.0 32.7 67.3 26.6 1.4 39.3 28.2 11.1
1980......... 219.4 947 100.0 32.9 67.1 26.0 1.4 39.7 28.6 11.2
1981l........ 254.6 1,088 100.0 32.2 67.8 26.2 1.4 40.2 29.2 10.9
1982......... 286.9 1,215 100.0 31.5 68.5 26.7 1.5 40.3 29.2 11.1

Includes all expenditures for health services and supplies other than expenses for prepayment and administration and
aovernment public health activities.
Includes any insurance benefits and expenses for prepayment (insurance premiums less insurance benefits).

SOURCE: Bureau of Data Management and Strategy: National health expenditures, 1982, by R. M. Gibson, D. R. Waldo, and
K. R. Levit. Health Care Financing Review. HCFA Pub. No. 03154, Health Care Financing Administration. Washington.
U.S. Government Printing Office, Fall 1983.

186



Table 75. National health expenditures and percent distribution, according to type of expenditure: United States,
selected years 1950-82

(Data are compiled by the Health Care Financing Administration)

Year
Type of expenditure

1950 1960 1965 1970 1975 1980 1981 1982

Amount in billions
Totaleiveeneeneirnereenvacaennncens $12.7 $26.9 $41.7 $74.7 $132.7 $249.0 $286.6 $322.4

Percent distribution

A1l expenditures..ceeeeieiicnocenns 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Health services and supplies......... 92.4 93.6 91.6 92.8 93.7 95.2 95.4 95.6
Personal health care....ceeeiereeivevnenns 86.0 88.0 85.7 87.3 88.0 88.1 88.8 89.0
Hospital Cart.seceesecreneseencscoecnnss 30.4 33.8 33.3 37.2 39.3 40.3 41.2 42.0
Physician ServiceS..eeeeineeceecencenens 21.7 21.1 20.3 19.2 18.8 18.8 19.1 19.2
Dentist services...ceviiecenennnnnnnens 7.6 7.4 6.7 6.4 6.2 6.2 6.0 6.0
Nursing home care....cveveeeenns. P 1.5 2.0 5.0 6.3 7.6 8.3 8.4 8.5
Other professional serviceS...eiuivsness 3.1 3.2 2.5 2.1 2.0 2.3 2.2 2.2
Drugs and drug sundrieS.....eeoveeeeess 13.6 13.7 12.4 10.7 9.0 7.8 7.4 6.9
Eyeglasses and applianceS.........eeu.. 3.9 2.9 2.8 2.6 2.4 2.1 2.0 1.8
Other health serviceS....ccoveeenirenens 4,2 4.0 2.7 2.8 2.8 2.4 2.4 2.4
Expenses for prepayment....coveeeeiienens 3.6 4.1 4.0 3.6 3.3 4.3 3.9 4.0
Government public health activities...... 2.9 1.5 1.9 1.9 2.4 2.8 2.7 2.7
Research and construction............ 7.6 6.4 8.4 7.2 6.3 4.8 4.6 4.4
RESEArCN .. ittt e eeiaencnansacanscansancuns 0.9 2.5 3.6 2.6 2.5 2.1 2.0 1.8
Construction..ceeeeieieeaineeenneannnnnns 6.7 3.9 4.8 4.6 3.8 2.6 2.6 2.6

SOURCE: Bureau of Data Management and Strategy: National health expenditures, 1982, by R. M. Gibson, D. R. Waldo, and
K. R. Levit. Health Care Financing Review. HCFA Pub. No. 03154. Health Care Financing Administration. Washington.
U.S. Government Printing Office, Fall 1983.
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Table 76. National health expenditures average annual percent change, according to type of expenditure: United States,
selected years 1950-82

(Data are compiled by the Health Care Financing Administration)

Period

Type of expenditure
1950-82 1950-60 1960-65 1965-70 1970-75 1975-80  1980-82

Average annual percent change

A1l expenditures....c...cviiinnen. 10.6 7.8 9.2 12.4 12.2 13.4 13.8
Health services and supplies........ 10.8 8.0 8.7 12.7 12.4 13.8 14.0
Personal health care.....cccvvevvnieannn, 10.8 8.1 8.6 12.7 12.4 13.4 14.4
Hospital Car€..eeieeiiiieaererennnnnns 11.7 9.0 8.8 14.9 13.4 14.0 16.2
Physician services.....c.eeeneiann.. 10.3 7.5 8.3 11.0 11.7 13.5 14.9
Dentist Services..eeeeeeeeraroeencanes 9.7 7.5 7.0 10.9 11.8 13.4 12.5
NUrsing home Car...eveeieereeeeecanss 16.6 10.9 33.2 17.5 16.5 15.3 15.1
Other professional services........... 9.4 8.1 2.1 9.9 10.2 16.6 12.6
Drugs and drug sundries............... 8.4 7.8 7.0 9.0 8.3 10.2 7.7
Eyeglasses and appliances........ec... 7.9 4,7 8.4 9.6 11.0 9.8 5.7
Other health services..........cceunn. 8.9 7.7 - 13.8 12.4 10.2 12.5
Expenses for prepayment.......covevvennn 10.6 9.1 7.8 11.0 10.3 19.5 8.9
Government public health activities..... 10.1 1.4 14.9 11.8 18.0 16.9 10.8
Research and construction........... 8.6 5.9 15.5 9.1 9.2 7.0 9.3
RESEAICN. et eterriianersrererenrsennnns 13.6 18.9 16.5 5.9 10.5 9.9 5.5
Construction...oveeiiiiniiiiiannnennann 7.5 2.2 14.9 11.2 8.4 5.0 12.3

SOURCE: Bureau of Data Management and Strategy: National health expenditures, 1982, by R. M. Gibson, D. R. Waldo, and
K. R. Levit. Health Care Financing Review. HCFA Pub. No. 03154, Health Care Financing Administration. Washington.
U.S. Government Printing Office, Fall 1983.
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Table 77. Hospital care per capita expenditures and average annual percent change, according to geographic
division and State: United States, selected years 1966-78

(Data are compiled by the Health Care Financing Administration)

Year Average

Geographic division annual

and State percent

change

1966 1969 1972 1976 1977 1978 1966-78

Per capita amount

United States....... $ 79 $118 $165 $272 $ 305 $ 337 12.8

New England.....evveen.. 100 150 205 328 370 403 12.3
Maineeseeeeeerernnnnnnnannn 73 106 137 241 275 296 12.3
New Hampshire...eeeeceee.. 73 97 130 208 234 255 11.0
Vermont..oevenneeveoeennnn 85 125 160 238 254 271 10.2
Massachusetts....ceeevnnnn 115 176 244 392 447 490 12.9
Rhode Istand.....eeevuueen 100 147 195 321 355 390 12.0
Connecticuteeeieeeencnnnn. 90 132 184 290 321 351 12.0
Middle Atlantic......... 93 143 199 322 351 382 12.5
New YOrK.eeeeceeeeoaaannas 109 170 234 369 394 416 11.8
New Jerse¥.vueeeceesassnss 70 102 144 249 276 294 12.7
Pennsylvania..ccievecennee. 81 126 177 295 334 386 13.9
East North Central...... 80 116 166 281 315 352 13.1
(0] 15 1+ PO 73 107 153 268 298 334 13.5
Indiana...ceeeecneeenanene 63 94 133 231 262 289 13.5
ITTiR0 Seeiiiressnaannannn 89 131 193 317 359 402 13.4
Michigan...ieeeeeeeannnnes 89 122 168 290 325 368 12.6
Wisconsin...veeeeeeennanns 76 116 161 263 287 314 12.6
West North Central...... 79 116 156 267 305 342 13.1
Minnesota..cesvevennniannns 88 121 166 266 302 324 11.4
TOWa. e et iiienvennnncennnne 68 102 137 232 273 307 13.4
Missouri..eeeeerennecaanen 80 122 162 297 339 391 14.1
North Dakotae.e.evecceon... 82 120 155 280 327 354 13.0
South Dakotas...ceeveennen 75 99 132 235 260 295 12.1
Nebraska.eeeeeeiveeeannnn. 74 114 156 255 282 324 13.0
KaNSaS.ueeesesoraceoonenes 75 115 159 261 301 340 13.4
South Atlantic.......... 67 101 151 249 281 310 13.6
Delaware..eeeeseceeceaeanas 9l 130 173 285 313 342 11.7
Maryland...ccoeveenneecnnnn 84 120 184 282 315 355 12.8
District of Columbia...... 189 326 554 899 1,007 1,115 16.0
Virginiade.eeseeecceeaennas 63 91 132 221 250 281 13.3
West Virginia.....cceoo... 70 106 152 258 289 318 13.5
North Carolind..cceceevnns 57 84 120 198 224 249 13.1
South Carolina......ceee... 51 78 105 184 208 226 13.3
GeOrgiaceerceecccacoaranes 56 86 135 224 254 283 14.4
Floridaeeeeeeceeeeecnaneas 66 102 151 263 301 326 14.3
East South Central...... 60 91 131 223 255 285 13.9
Kentucky.coeveenanneeannnn 60 90 121 199 219 242 12.4
Tennessee.ceeeriiaesennans 67 102 148 249 289 320 13.9
Alabama...ceevvecececnnnnn 60 91 134 234 272 305 14.5
MissisSippieeerereececnans 48 72 110 194 222 252 14.9

See note at end of table.
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Table 77. Hospital care per capita expenditures and average annual percent change, according to geographic
division and State: United States, selected years 1966-78--Continued

(Data are compiled by the Health Care Financing Administration)

Year Average

Geographic division ;:gggil

and State change

1966 1969 1972 1976 1977 1978 1966-78

Per capita amount

West South Central...... $ 65 $ 96 $136 $226 $ 257 $ 286 13.1
Arkansas.....covvuiiinnnn 55 76 113 194 218 240 13.0
Louisiana....ovvvivunnnnn. 62 93 144 234 264 299 14.0
Oklahoma....ccovviveenannn. 62 100 132 221 254 283 13.5
TEeXAS .o verirannonosnacnnns 68 100 138 230 262 291 12.8
Mountain................ 75 108 145 231 257 283 11.7
Montana......coovvvvnnans 67 94 122 190 232 256 11.9
Idaho..cvviinnnninnns 50 75 103 159 183 197 12.1
Wyoming...ooevveieennnnns 84 115 123 185 204 225 8.5
Colorado...covuvvvuiennnns 99 135 172 270 289 310 10.0
New MexiCo..eeerennrenanns 68 94 121 222 247 280 12.5
Arizona...eeeeeereneennnns 77 117 168 255 284 317 12.5
Utah.oviiiinininiiannns, 58 81 113 185 210 226 12.0
Nevada......covvvneninnn. 68 107 152 272 304 348 14.7
Pacificeeeeeininenennn, 84 122 169 275 311 346 12.5
Washington..........ocout 71 101 133 213 239 260 11.4
Oregon.covvereeaensecnens 66 96 126 215 245 268 12.4
Californiaceeeceeeeenneeas 87 128 181 294 332 371 12.8
Alaska..oeererereenennnnns 145 164 165 274 318 367 8.0
Hawaiieeeo oo ieniinnnnnnann 79 114 148 219 249 278 11.1

SOURCE: Bureau of Data Management and Strategy, Health Care Financing Administration: Unpublished data.
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Table 78. Nursing home care per capita expenditures and average annual percent change, according to geographic

division and State: United States, selected years 1966-78

(Data are compiled by the Health Care Financing Administration)

Year Average

Geographic division annual

and State percent

change

1966 1969 1972 1976 1977 1978 1966-78

Per capita amount

United States....... $12 $19 $31 $52 $60 $ 68 15.6

New England..... tesesann 20 28 47 86 97 110 15.4
Maineeeeeeianneeeneenennns 15 23 40 70 81 97 17.0
New Hampshire........cvu.. 16 20 35 43 46 59 11.8
Vermont........... vessanns 19 27 39 76 83 97 14.4
Massachusetts............. 22 32 52 95 106 117 14.8
Rhode Island........cc.... 15 21 33 80 99 121 18.9
Connecticut..eeeeenennnn.. 19 29 49 90 103 115 16.4
Middie Atlantic......... 11 18 28 66 74 82 17.9
NEW YOrKe.eeoeorronasooons 12 19 31 87 92 101 19.5
New Jersey...ceieeeceenens 10 15 24 45 51 56 15.8
Pennsylvania......ovueunen 12 18 28 48 60 71 16.2
East North Central...... 13 20 34 54 63 74 15.5
ORi0eeeenreenncnenscoensns 12 18 27 51 60 69 15.7
Indiana...ceeeenns N 12 20 33 58 66 76 16.6
I11in09Seveecnnne. teeranae 13 20 33 52 60 77 16.3
Michigan..ceeeeseeeenonans 13 21 35 49 57 64 14.4
Wisconsin..eeeeieiioennnnes 19 29 52 73 84 92 14.2
West North Central...... 18 28 43 70 83 95 15.0
Minnesota..eeeeiierenennn. 22 33 55 94 112 126 15.6
JOWBevauoessosansnoonnnnas 22 36 51 81 97 112 14.4
MiSSOUrT e eeeenrenvereaaas 12 19 29 48 57 66 15.3
North Dakota.......ceeeen.. 19 33 47 60 71 82 13.1
South Dakotd....cveeeeasnn 18 30 49 69 81 97 14.8
Nebraska....ceuu.e reesenan 17 27 42 68 77 86 14.6
KanSaSeeceeeesruvaronoanns 18 26 41 66 78 92 14.6
South Atlantic.....ec... 8 12 21 33 39 44 15.7
Delaware..eveeerenoesannns 8 12 20 42 52 60 18.8
Maryland....oeeens P 9 17 24 46 51 56 16.2
District of Columbia...... 6 10 16 23 31 27 13.1
Virginia......ouus eeaiaae 6 9 16 31 38 44 17.9
West Virginia...oieernnnns 3 5 12 20 20 25 18.1
North Carolina......cv.e.. 7 11 16 29 36 44 17.3
South Carolina......ce.... 6 9 16 28 34 42 17.8
GEOrgidesesseeccennscnnans 8 13 28 37 46 52 17.2
Florida.coeeeeeeenranacens 11 15 25 33 36 39 11.2
East South Central...... 7 11 19 35 40 48 17.7
Kentucky.oovevvinnaneannns 9 14 23 40 45 54 16.0
TenNesSSee. . vrvernsennnens 6 10 16 29 34 40 17.8
Alabama..veeeeeeravarernas 8 14 22 41 44 50 16.7
MiSSiSSiPPieeeceeanseanann 4 7 15 29 36 49 23.4

See note at end of table.
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Table 78. Nursing home care per capita expenditures and average annual percent change, according to geographic
division and State: United States, selected years 1966-78--Continued

(Data are compiled by the Health Care Financing Administration)

Year Average

Geographic division annua]t

and State percen

change

1966 1969 1972 1976 1977 1978 1966-78

Per capita amount

West South Central...... $12 $19 $31 $49 $55 $ 62 15.0
ArkansasS..eevececsnnososes 13 21 34 56 64 74 15.4
Louisiana.eeeeeeanennanans 8 13 22 39 45 51 16.7
Ok1anoma..cveeecananrnnnnn 19 31 46 59 67 74 11.9
TEXBS e enarenesnananconnas 11 18 30 49 54 61 15.6
Mountain...eeeennnsenns 10 15 23 35 40 47 13.7
MONtANA. cenerernnnernnanan 12 17 32 41 50 59 14.3
Idaho..ceeineeriennannnne. 12 17 25 46 52 58 14.1
WYOmMing..eeeeesenennnennes 6 12 23 24 28 30 13.6
CoTOradoeeeseeessvannnsnee 15 21 33 54 62 71 14.0
New MexiCO....vvivviennnn, 5 9 15 17 20 23 13.0
ArizZona..eeeeeseeenneennans 8 13 17 22 25 28 10.8
Utah. o oviiinnennerannnnnns 9 12 17 30 36 48 15.6
Nevada..ooeieveeereannnnns 7 10 20 29 37 45 17.4
Pacific....oveivieinnns. 13 20 35 49 57 64 14.2
Washington.........ooven, 16 21 43 61 69 78 14.2
OregoN.eeesseasseonnsanasns 17 24 37 58 69 77 13.6
Californidceeessieneeaenss 13 21 34 47 55 63 14.3
AlasKaeeseeeneninnneannnns 1 2 g 19 16 12 20.4
Hawaii.eeeeonunnnnonannnn 6 10 18 28 32 31 14.8

SOURCE: Bureau of Data Management and Strategy, Health Care Financing Administration: Unpublished data.
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Table 79. Hospital expenses per inpatient day, personnel and number per 100 patients, and average annual
percent change: United States, 1971-81

(Data are based on reporting by a census of hospitals)

Adjusted expenses per inpatient day1 Personne]3
Labor costs
as percent
Year and period 2 Non- of total Number Number
Total Labor labor in per 100
thousands patients
1 83 53 30 63.6 1,999 272
1072, e iiiiiiiierenenaans 95 59 35 62.6 2,056 278
Y 102 63 39 61.8 2,149 280
1974 . et et 113 69 44 60.7 2,289 289
1975 it iiiieeenanann 133 79 54 59.4 2,399 298
1976 ceeninncreccccnenenns 152 88 64 57.9 2,483 304
1977 ieniiieeerecacnennnns 173 100 74 57.5 2,581 315
1978 ceiiiineeninnannennns 194 111 83 57.2 2,662 323
1979 i iiiiiiiiiieniaenan 216 123 93 57.0 2,762 328
1980, ceceiinncenancnnenen 244 138 107 56.4 2,879 334
198l iiettineenneennnanannn 284 161 123 56.7 3,039 347

Average annual percent change

1971-8Ll.cecinnnnenninnnnns 13.1 11.8 15.2 .es 4.3 2.5
1971-72. 0 ccveviiiieiannns 13.4 11.6 16.6 2.9 2.2
1972-73. ciieinnieninnnnn. 7.6 6.1 10.0 4.5 0.7
1973-78. .. cvviiiinnnninnns 11.2 9.4 14,2 cee 6.5 3.2
197475 ciiinviniennnnnn. 17.6 14.9 21.7 - 4.8 3.1
1975-76.00cvineennecnnnnnes 14.4 11.5 18.6 - 3.5 2.0
1976-77ceeeeniiinninnnnns 13.8 13.1 14.7 .ee 3.9 3.6
1977-781ueeeniieneniinnnns 11.9 11.2 12.7 . 3.1 2.5
197879 ceiiienneninnanns 11.3 10.9 11.8 - 3.8 1.5
1979-80..cvennnneacinannen 13.3 12.0 15.0 . 4.2 1.8
1980-8l.viiineennnninnnnnnn 16.4 16.7 15.0 . 5.6 3.9

%Refers exclusively to expenses incurred for inpatient care.
3Labor expenses include employee benefits.
Full-time equivalent personnel.

NOTE: Data refer to non-Federal short-term general and other specialty hospitals.

SOURCE: American Hospital Association: Hospital Statistics, 1982 Edition. Chicago, 1982. (Copyright 1982: Used with
the permission of the American Hospital Association.)
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Table 80. Average annual percent change in hospital inpatient expenses per patient day and percent distribution
of factors affecting growth: United States, selected years 1960-81

(Data are based on a number of government and private sources)

Factors affecting growth

Average
. annual
Period percent ATl .
change factors Wage Price Employees Other
Percent distribution
1960-652. .+ et eerereeeaananen, 6.7 100 43 7 16 34
196568 .. iiinenncnienaacnnonnans 11.2 100 35 12 18 35
1968-71 i uriiiiiinraiiirenns 14.3 100 41 15 13 3l
1971-74. i ittt it 10.7 100 36 28 11 25
L 15.2 100 39 19 11 31
B 3 13.1 100 43 35 11 11

lNon1abor expenses such as X-rays and laboratory tests.
Statistics calculated on a per-patient-day basis; statistics for all other periods are calculated on a per-adjusted-
patient-day basis. The latter includes an approximation of equivalent services to outpatients.

NOTE: For 1971-81, employee benefits are dincluded as part of the wage component of total hospital expenses.
Previously, they were included in the service component. As these benefits amount to a sizable portion of total
hospital expenses (8.0 percent in 1981), this impacts on the distribution among contributing factors to hospital
expenses.

SOURCES: American Hospital Association: Hospital Statistics, 1982 Edition. Chicago, 1982; Bureau of Labor Statistics,
U.S. Department of Labor: Consumer Price Index. Various releases. Data computed by the Division of Analysis.
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Table 81. Nursing home average monthly charges and percent distribution of residents, according to primary source of payments and selected

facility characteristics: United States, 1973-74 and 1977
(Data are based on a sample of nursing homes)

1973-741

1977

Primary source of payment

Primary source of payment

Facility All All
characteristic residents Public AN residents Public ATT
Own Medi- Medi-~ assis- other Own Medi- Medi- assis- other
income care caid tance sources income care caid tance sources
welfare welfare
Average monthly charge2
A1l facilities...... eesenaes $479 $491 $754 $503 $381 $225 $689 $690 $1,167 $720 $508 $440
Ownership
Proprietary...cevvevicnnennnns ves 489 525 754 486 373 406 670 686 1,048 677 501 562
Nonprofit and government......... 456 427 *751 556 397 136 732 698 1,325 825 534 324
Certification3
Skilled nursing facility......... 566 585 765 567 468 290 880 866 1,136 955 575 606
Skilled nursing and
intermediate facility........... 514 521 719 513 482 396 762 800 1,195 739 623 630
Intermediate facility....cvvvenns 376 388 . 375 333 *389 556 567 vee 563 479 *456
Not certified......... Cererireans 329 377 cen vee 330 *89 390 447 cee . 401 *155
Bed size
Less than 50 beds..vvevvererrenes 397 429 *625 431 296 *128 546 516 *869 663 394 *295
50-99 beds.....euue. ceretersannns 448 484 *786 449 356 186 643 686 *1,141 634 493 468
100-199 beds...... Cereteerenenees 502 523 787 508 414 256 706 721 1,242 691 573 551
200 beds or more...... Ceesaranans 576 506 *689 656 496 307 837 823 *1,179 925 602 370
Geographic region
NOrtheast..veeeveeeeronnonsnssnne 651 637 *957 718 538 131 918 909 1,369 975 *511 395
North Central...veeeiensecnnnnnas 433 449 *738 454 360 252 640 652 *1,160 639 537 524
SOULR . e o v v iiiveestnnneronnersones 410 452 *615 408 306 278 585 585 *1,006 619 452 342
West..... e heresererrrorereaas 454 487 *672 442 323 *314 653 663 *868 663 564 *499

See footnotes at end of table.
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Table 8l. Nursing home average monthly charges and percent distribution of residents, according to primary source of payments and selected
facility characteristics: United States, 1973-74 and 1977--Continued

(Data are based on a sample of nursing homes)

1973-741 1977
Primary source of payment Primary source of payment
Facility All AN
characteristic residents Public ATl residents Public ATl
Own Medi- Medi- assis- other Own Medi- Medi- assis- other
income care caid tance v income care cai tance
welfare SOUrces welfare SOUrces
Percent distribution of residents
A1l facilities.ievivenenanens 100.0 36.7 1.1 47.9 11.4 3.0 100 38.4 2.0 47.8 6.4 5.3
Ownership
Proprietary.ceeeeeiiiiiienennnes 100.0 34.5 1.2 52.0 11.0 1.4 100 37.5 1.7 49.6 7.3 3.8
Nonprofit and government......... 100.0 41.9 0.9 38.4 12.2 6.6 100 40.4 2.7 43.8 4.4 8.6
Certification’
Skilled nursing facility......... 100.0 36.9 2.0 53.6 5 2.2 100 41.5 4.6 41.4 7.7 4.8
Skilled nursing and
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
Intermediate facility............ 100.0 35.8 53.1 9.7 1.4 100 36.3 55.3 5.3 3.1
Not certified...cvireierncnnnnens 100.0 50.6 39.3 10.2 100 64.2 19.0 16.7
Bed size
Less than 50 beds.....ovvvvvvunnn 100.0 41.5 *0.6 37.1 17.5 3.4 100 49.6 *1.8 32.7 10.5 5.4
50-99 bedS.iiviiiiriiiiiiinnenns 100.0 37.8 0.9 47.9 10.9 2.5 100 39.5 *1.2 46.5 8.1 4.7
100-199 beds..vververnerrnncrneens 100.0 36.3 1.3 50.8 8.8 2.8 100 38.4 2.6 50.4 4.6 4.0
200 beds Or MOTE€.v.svvevrovornvans 100.0 30.7 *1.3 51.6 12.3 4,1 100 28.6 2.3 55.5 4.6 9.1
Geographic region
Northeast....vvvvereininnnrenanes 100.0 30.6 1.4 53.2 10.5 4.5 100 34.6 3.3 53.3 3.8 5.1
North Central.....ovvvvinennnnans 100.0 44.4 0.8 35.6 16.1 3.0 100 44,5 1.5 42.1 6.5 5.4
Y0112 100.0 31.0 1.1 55.2 10.3 2.4 100 32.2 *1.4 52.5 8.2 5.7
L v .. 100.0 37.9 *1.2 54.6 4.6 1.9 100 41.3 2.5 44,7 6.7 4.8
%Exc]udes residents in personal care or domiciliary care homes. Excludes residents who did not live in the nursing home for at least 1 month.

IncTudes 1ife-care residents and no-charge residents.
Medicare extended care facilities and Medicaid skilled nursing homes from the 1973-74 survey were considered to be equivalent to Medicare or
Medicaid skilled nursing facilities in 1977 for the purposes of this comparison.

SOURCES: National Center for Health Statistics: Charges for care and sources of payment for residents in nursing homes, United States, National
Nursing Home Survey, August 1973-April 1974, by E. Hing. Vital and Health Statistics. Series 13-No. 32. DHEW Pub. No. (PHS) 78-1783. Public
Health Service. Washington. U.S. Government Printing Office, Nov. 1977; The National Nursing Home Survey, 1977 summary for the United States, by
J. F. VanNostrand, A. Zappolo, and E. Hing, et al. Vital and Health Statistics. Series 13-No. 43, DHEW Pub. No. (PHS) 79-1794. Public Health
Service. Washington. U.S. Government Printing Office, July 1979.




Table 82. Monthly charge for care in nursing homes and percent distribution of residents, according to
selected facility and resident characteristics: United States, 1964, 1973-74, and 1977

(Data are based on reporting by a sample of nursing homes)

Year
1964 1973-74% 1977
Facility and
resident characteristic Average Percent Average Percent Average Percent
total distribution total distribution total distribution
month1 of monthl{ of month1 of
charge residents charge residents charge residents
FACILITY CHARACTERISTIC
ATl facilitieseiiieiiiineeneennnnnns $186 100.0 $479 100.0 $689 100.0
Type of service provided
NUPrSINg CarCeivseesecsseessnscoccssasnnnsas 212 67.4 495 64.8 719 85.4
Personal care with or without nursing...... 117 32.6 448 35.2 514 14.6
Ownership
Proprietary..ceeeeeeeiiiinecesscacinnsscenas 205 60.2 489 69.8 670 68.2
Nonprofit and government..........c.cveuens 145 39.8 456 30.2 732 31.8
Size
Less than 50 bedS..iiieeneenennnienenaannns - ——— 397 15.2 546 12.9
50-99 bedsS.c.iiernrriiresenissessecancensan - - 448 34.1 643 30.5
100-199 bedS.everenrrineseinnnscencaananans - -— 502 35.6 706 38.8
200 beds OF MOr€u.veeeeaeresoscoeaansenacas -—- -—- 576 15.1 837 17.9
Geographic region
Northeast...ooeieeiiiiiiiriiineeiiennncanns 213 28.6 651 22.0 918 22.4
North Central....ceiiirriiirerennionescnnes 171 36.6 433 34.6 640 34.5
R 1 ] PN 161 18.1 410 26.0 585 27.2
L v 204 16.7 454 17.4 653 15.9
RESIDENT CHARACTERISTIC
A1l residents...coeveeninnievonccnnans 186 100.0 479 100.0 689 100.0
Age
Under 65 yearS.eicessseesceasoscocassnncnne 155 12.0 434 10.6 585 13.6
B5-78 YEArS.ucurersacerancannoacaancnsanens 184 18.9 473 15.0 669 16.2
75-8 ¥OArS.eeeserosssscnssssssioncnsnnsoss 191 41.7 488 35.5 710 35.7
85 years and OVer.....ceeeeeeeeinnnnnncanns 194 27.5 485 38.8 719 34.5
Sex
T 171 35.0 466 29.1 652 28.8
Female.. i i eiiiie ittt iitannreannns 194 65.0 484 70.9 705 71.2
Level of care received
Intensive nursing Care.ieeeereeeeeecnnnanns 224 31.0 510 40.6 758 43.8
Other nNUrsing Care...eeeeveseececccensssanes 199 28.7 469 42.1 659 40.7
Personal Cart..iiceeeeeennsascsoastoncsscan 164 26.9 435 16.4 586 14.4
No nursing or personal car€....cceeveeseass 109 13.5 315 0.9 388 1.1

éInc]udes life-care residents and no-charge residents.
Data exclude residents of personal care homes.

SOURCE: National Center for Health Statistics: Charges for care and sources for payment for residents in nursing homes,
United States, National Nursing Home Survey, Aug. 1973-Apr. 1974, by E. Hing. Vital and Health Statistics. Series
13-No. 32. DHEW Pub. No. (PHS) 78-1783. Public Health Service. Washington. U.S. Government Printing Office. Nov. 1977;
Unpublished data from the 1977 National Nursing Home Survey.
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Table 83. Medicare expenditures and percent distribution, according to type of service: United States,
selected years 1967-82

(Data are compiled by the Health Care Financing Administration)

Year

Type of service 1
1967 1970 1975 1979 1980 1981 1982

Amount in billions
Totaleeeeeeenroernrnnnnnns § 4.5 § 7. $ 15.6 $ 29.3 $ 35.7 $ 43.5 $ 50.9

Percent distribution

A1l services......eveven.s 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Hospital care......ceveenennn, 69.0 71.8 74.8 72.1 72.6 72.0 71.3
Physician services......covvn... 24.7 22.5 21.3 22.1 21.8 22.3 22.4
Nursing home care.....veeeeunses 4.6 4.2 1.9 1.4 1.1 0.9 1.0
Other ServicesZ.......eeieeee.ss 1.7 1.4 1.9 4.4 4.5 4.6 5.3

éPre]iminary estimates.
Other services include home health agencies, home health services, eyeglasses and appliances, and other professional
services.

SOURCES: Bureau of Data Management and Strategy: National health expenditures, 1982, by R. M. Gibson, D. R. Waldo,
and K. R. Levit. Health Care Financing Review. HCFA Pub. No. 03154. Health Care Financing Administration. Washington.
U.S. Government Printing Office, Fall 1983; Unpublished data.
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Table 84. Medicaid expenditures™ and percent distribution, according to type of service: United States,

selected years 1967-82

(Data are compiled from State and Federal Government sources)

Year

Type of service 2
1967 1970 1975 1979 1980 1981 1982

Amount in billions
Totaleeeeeeeieeininnnnnennnnn $ 2.9 $§ 5.2 § 13.5 $ 21.8 $ 25.5 $ 29.0 $ 32.4

Percent distribution

A1l Services.iivivereceennann 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Hospital Car@eeeeeeiesnenerceaennas 42.3 42.9 34.6 37.3 36.7 36.3 36.4
Physician serviceS....eeveevecannn. 10.9 13.3 14. 10.1 9.8 9.9 .0
Dentist services..cviveeereencannnn 4.4 3.2 2.9 1.8 2.0 2.1 1.9
Other professional services........ 0.9 1.4 1.5 2.3 2.0 1.7 2.2
Drugs and drug sundrieS....eeeceuns 7.2 7.9 6.6 5.5 5.5 5.5 5.2
Nursing home care.... eeeeeennnnans 31.7 27.2 36.0 39.6 39.8 39.7 40.7
Other health services3............. 2.6 4.1 4.4 3.2 4.3 4.8 4.6

1Expenditures from Federal, State, and local funds under Medicaid. Includes per capita payments for Part B of
Medicare and excludes administrative costs.

Preliminary estimates.

Other services include laboratory and radiological services, home health, and family planning services.

SOURCES: Bureau of Data Management and Strategy: National health expenditures, 1982, by R. M. Gibson, D. R. Waldo,
and K. R. Levit. Health Care Financing Review. HCFA Pub. No. 03154. Health Care Financing Administration. Washington.
U.S. Government Printing Office, Fall 1933; Unpublished data.
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Table 85. Veterans' medical care expenditures1 and percent distribution, according to type of expenditure: United States, selected fiscal years
1965-82

(Data are compiled from Veterans Administration sources)

Year

Type of expenditure
1965 1970 1975 1976 19772 19782 19792 1980° 19812 1982°

Amount in millions
Totaleereenrveneveeennnns $1,150.1 $1,688.6 $3,328.2 $3,838.8 $4,376.3 $4,809.3 $5,159.5 $5,981.3 $6,378.2 $7,155.1

Percent distribution

A11 expenditures......... 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Inpatient hospital......cvvvuns 81.9 71.3 66.4 65.6 64.8 64.3 64.4 64.3 63.1 63.0
Qutpatient care..ovvvevivnennes 12.0 14.0 17.8 18.5 18.8 18.9 18.5 19.1 19.5 19.4
VA nursing homes and

domiciliaries.eeeeeernniennns 2.9 4.3 4.8 4.8 4.8 5.1 5.1 5.1 5.1 5.3
Community nursing homes........ 0.0 1.2 1.4 1.5 1.7 1.8 1.9 2.0 2.0 2.3
ATT othersS. . ooeeiieinianenns. 3.2 9.1 9.6 9.7 9.8 10.0 10.1 9.6 10.3 10.0

%Medica] care expenditures exclude construction, medical administration, and miscellaneous operating expenses.

Data for fiscal year ending September 30; all other data for fiscal year ending June 30.

Includes miscellaneous benefits and services, contract hospitals, education and training, subsidies to State veterans' hospitals, nursing homes,
and domiciliaries, and the Civilian Health and Medical Program of the Veterans Administration.

SOURCE: Budget Office, Veterans Administration: Unpublished data.



Table 86. National funding for health research and development and average annual percent change, according to

source of funds: United States, selected years 1960-82

{Data are based on multiple sources)

Source of funds

. All Government
Year and period funding brivate
2 3
State Industry nonprofit
Federal and organizations
'Ioca]1
Amount in millions
1960, .0 civeeennas teteesssceccsnnaaneronas $ 886 $ 448 $ a6 $ 253 $139
1965..... etereseseennane teeaenns setecane 1,890 1,174 90 450 176
19700 iiveecenns RN tecarnnatasentas 2,847 1,667 170 795 215
197). i iieriieccancnonsccnencanns Crenseaes 3,168 1,877 198 860 233
1972, i iieeinenaercncocccaonosnnss teerenes 3,536 2,147 228 934 227
1973...... ceesetrenestaes cesnanae ceseeann 3,750 2,225 245 1,048 232
1974, cvivvennnss ceeteescsratestasascnann 4,443 2,754 254 1,183 252
1975.000000 testsaesesanen tesresesesereans 4,701 2,832 286 1,319 264
1976, cieiicnnncecvoccncansannanas vesnsenn 5,107 3,059 312 1,469 267
B cenenane 5,606 3,39 323 1,614 273
19781 ............................ ceeranae 6,268 3,811 375 1,800 282
19791 .................... cesean ceenasenes 7,117 4,321 404 2,093 299
1980 .t iiecnrecsannsesnsncassanas crereane 7,899 4,723 430 2,433 313
19813....... ............................. 8,529 4,898 492 2,864 325
1982~..... teteresststencseesarnan PR 9,214 4,966 526 3,381 341
Average annual percent change
1960-82....... senessscens cerrensee vesne 10.7 10.6 11.4 10.5 4.0
1960-71.0cereiieniscaseacssacassaroscnans 11.2 11.9 13.4 10.7 4.4
1971-82..cvvvnnnn teseccannna ceresuses . 9.3 8.4 8.5 12.1 3.2
1970-71. e iriiiiicecnnennnnnscsccacacannns 11.3 12.6 17.2 8.2 8.4
1971-72c cieneniinecncasunsnnnne tesenasans 11.6 14.4 15.2 8.6 -2.6
1972-73c it iiiiicececannscenccncncacnnnns 6.0 3.6 7.5 12.2 2.2
1973-74. . eieiierescasssacscscaccannnnns 18.5 23.8 3.7 12.9 8.6
1974275 iiieniiennacassnasossasssennsnns 5.8 2.8 12.6 11.5 4.8
1975-76.0ceinnnnne tetrecnea teeesasroan .e 8.6 8.0 9.1 11.4 1.1
197677 cciiieeieecescsnnnssossscsnansanse 9.8 11.2 3.5 9.9 2.3
1977-78...000s cesesanntacanea cestensnen . 11.8 12.2 16.1 11.5 3.3
1978-79........ essseranen seesansaans cees 13.5 13.4 7.7 16.3 6.0
1979-80..0vssseescccssoscesancsns ceeseeas 11.0 9.3 14.0 16.2 4.7
1980-8l.ceceecacccnnrsconannannn cesessens 8.0 3.7 14.4 17.7 5.1
1981-82. . cvecacncnncenarcnnenns ceasesenns 8.0 1.4 6.9 18.1 4.9

%Revised figures.

Includes expenditures for drug research. These expenditures are included in the "drugs and sundries" component of the

Health Care Financing Administration's National Health Expenditure Series, not under "research."

Estimates.

SOURCE: Office of Program Planning and Evaluation, National Institutes of Health, Public Health Service: Selected

data.
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Table 87. Federal obligations for health research and development and percent distribution, according to agency: United States, selected fiscal

years 1970-82

(Data are compiled from Federal Government sources)

Year
Agency
1970 19751 1976 1977 1978 1979 1980 1981 1982

Amount in millions

Totaleeeeeveeessnosaconnnanenn $1,666.6 $2,831.7 $3,058.7 $3,395.9 $3,811.2 $4,321.2 $4,722.6  $4,848.4 $4,965.6
Percent distribution

A1l Federal agencieS.......... 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Department of Health and Human :

SErVICES v eaaenonssnnsnnncannes 70.6 77.6 77.9 78.1 79.0 79.9 78.2 78.9 78.3
National Institutes of Health....... 52.4 66.4 67.4 67.1 67.7 68.3 67.4 68.7 69.1
Centers for Disease Control......... - 1.5 1.6 1.6 1.6 1.8 1.8 1.5 1.5
Other Public Health Service......... 16.2 8.3 7.8 7.5 8.0 7.9 7.9 7.7 6.9
Other Department of Health and

Human Services...vecveeeeencanranns 2.0 1.3 1.1 1.9 1.8 1.8 1.1 1.0 0.7

Other agencies......vvevvevecens 29.4 22.4 22.1 21.9 21.0 20.2 21.8 21.1 21.7
Department of Agriculture........... 3.0 2.2 2.0 2.5 2.5 2.6 3.1 3.1 3.3
Department of Defense..,............ 7.5 4,1 3.9 4.4 4.3 4.3 4.5 5.0 5.6
Department of EducatjonZ............ vee ves eee . ves ves 0.7 0.6 0.6
Department of Energy3............... ves . . . 5.1 4.4 4.5 3.9 4.0
Department of the Interior.......... 0.7 0.3 0.4 0.3 0.4 0.5 0.5 0.4 0.4
Department of Statef................ 0.6 0.2 0.3 0.7 0.5 0.5
Agency for International

Development®, . ....covveperrenennenn . 0.3 0.2 0.5
Atomic Energy Conrm‘ssion3 ........... 6.3 - . .
Energy Research,and Development
Administration”......ccciiiennnne. 5.8 5.5 5.3 .. .. - vee ces
Environmental Protection Agency..... 1.3 2.1 1.7 1.5 1.6 1.7 1.5 1.0
National Aeronautics and Space )

Administration......eoiviieinannen. 5.2 2.6 2.4 1.4 1.5 1.0 1.5 1.4 1.6
National Science Foundation......... 1.7 1.6 1.7 1.6 1.7 1.7 1.6 1.4 1.5
Veterans Administration............. 3.5 3.3 3.2 3.2 3.0 3.0 2.8 3.0 2.8
A1l other departments and agencies.. 0.9 1.0 0.7 0.7 0.5 0.4 0.4 0.5 0.5

lData for fiscal year ending June 30; all other data for fiscal year ending September 30.
Formerly a part of the Department of Health, Education, and Welfare.

4Data for the Atomic Energy Commission, Energy Research and Development Administration, and Department of Energy form a continuous series.

Data for the Department of State and Agency for International Development form a continuous series.

SOURCE: Office of Program Planning and Evaluation, National Institutes of Health, Public Health Service: Selected data.
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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 expenditures. The infor-
mation was obtained from the data files and/or published re-
ports of many governmental and nongovernmental agencies and
organizations. In each case, the sponsoring agency or organiza-
tion collected data using its own methods and procedures.
Therefore, the data in this report vary considerably with re-
spect 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 and Services Administration, and the Amer-
ican Medical Association. National health expenditures data
were compiled by the Bureau of Data Management and Strategy,
Health Care Financing Administration.

Although a detailed description and comprehensive eval-
uation 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, popu-
lation-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 information, 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 sys-
tems may not be the same, and understanding the differences 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 noninstitutionalized population. Thus, statistics are not
included for military personnel, who are usually young; for in-
stitutionalized 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 information. People

may not remember essential information, a question may not
mean the same thing to different respondents, and some insti-
tutions 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 uni-
verse and the method of data collection to enable the user to
place his 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 ad-
dition to errors mentioned above. A sampling error is a measure
of the variability introduced because only a sample of the uni-
verse 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 re-
liability and validity of the data. More complete and detailed
discussions are found in the publications referenced at the end
of each summary. The data set or source is listed under the
agency or organization that sponsored the data collection.

Department of Health and
Human Services

Public Health Service

Office of the Assistant Secretary
for Health

National Center for Health Statistics

National Vital Statistics System

Through the National Vital Statistics System, 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 informa-
tion on births and deaths from the registration offices of all
States, New York City, the District of Columbia, Puerto Rico,
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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 par-
ticipated in the CHSS program processed 100 percent of their
death and birth records and sent the entire data file to NCHS
on computer tape. Currently, the data are sent to NCHS through
the Vital Statistics Cooperative Program (VSCP), following
the same procedures as the CHSS. The number of participating
States has grown from 6 in 1972 to 45 in 1982.

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 standard certificate,
and all certificates contain a minimum data set specified by
NCHS.

In most areas, practically all births and deaths are regis-
tered. The most recent test of the completeness of birth regis-
tration, conducted on a sample of births from 1964 to 1968,
showed that 99.3 percent of all births in the United States dur-
ing that period were registered. No comparable 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 United States, 1978, Vol. 1,
DHHS Pub. No. (PHS) 82-1100 and Vol. II, Part A, DHHS
Pub. No. (PHS) 82-1101, Public Health Service, Washington,
U.S. Government Printing Office, 1982.

National Natality Survey

The National Natality Survey (NNS) is a periodic data
collection based on samples of registered U.S. live births and
the mothers, physicians, hospitals, and other medical sources
associated with those births. NNS was conducted by the Na-
tional Center for Health Statistics in 1963, 1964-66, 1967
69, 1972, and 1980. The 1980 survey included an over-
sampling of low-birth-weight infants (less than 2,500 grams) in
order to do special studies on high-risk infants. The 1980 NNS
studied a total of 9,941 births sampled from the 52 State and
independent registration areas in the United States from Jan-
uary 1980 through December 1980.

Data from the 1980 NINS are based on information ob-
tained from birth certificates and from questionnaires from
married mothers, hospitals, attendants at delivery, and other
medical providers of radiation examinations and treatments.
Unmarried mothers were not sent questionnaires because of
confidentiality constraints in certain States. However, medical
sources for births to unmarried mothers were included in the
survey. The NNS provides national estimates of births by
numerous characteristics not available from the vital statistics
system. It also serves as a basis for evaluating the quality of
information reported on vital records and permits trend studies
with the surveys conducted in earlier years.

There were 7,825 married mothers, 9,855 hospitals, 7,939
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physicians, and 1,433 radiation medical sources in the 1980
sample. Response rates obtained were 79.5 percent, 76.2 per-
cent, 61.6 percent, and 79.8 percent, respectively. The overall
married mothers’ response rate of 79.5 percent consists of two
groups, mail and telephone respondents. Of the 7,825 married
mothers with live births in the sample, 56.3 percent responded
to a mail questionnaire. To increase the number of respondents,
an additional 23.2 percent received telephone interviews that
used shortened versions of the mail questionnaire.

Because different sets of information are available from
different questionnaires, the numbers of respondents upon which
tabulations are based will vary. For example, since smoking
and drinking habits before and during pregnancy are available
only on the married mothers’ mail questionnaire, this chapter
was limited to the 4,405 mothers who returned the mail ques-
tionnaire. Type of delivery was asked only on the hospital
questionnaire, so the chapter on cesarean section was based
on the 7,510 births for which the hospital responded. Thus,
estimates of the same characteristic will not necessarily coin-
cide. Furthermore, the data were still being edited as these
chapters were written, so estimates must be regarded as pro-
visional.

For further information on the National Natality Survey,
write: Natality Statistics Branch, Division of Vital Statistics,
National Center for Health Statistics, 3700 East-West High-
way, Hyattsville, Md. 20782.

National Health Interview Survey

The National Health Interview Survey (NHIS) is a con-
tinuing nationwide sample survey in which data are collected
through personal household interviews. Information is obtained
on personal and demographic characteristics, illnesses, injuries,
impairments, chronic conditions, utilization of health resources,
and other health topics. The household questionnaire is re-
viewed 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 noninsti-
tutionalized 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.

The survey is based on a multistage, probability cluster
sample of 376 primary sampling units selected from approxi-
mately 1,900 geographically defined units in the first stage,
and 12,000 segments containing about 42,000 eligible 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 esti-
mation procedure involving inflation by the reciprocal of the
probability of selection, a nonresponse adjustment, ratio ad-
justment, and poststratification.

For more detailed information on NHIS design, limitations
of data, and sampling errors of the estimates, see: National
Center for Health Statistics, Current estimates from the Na-
tional Health Interview Survey, United States, 1981, by B.
Bloom, Vital and Health Statistics, Series 10-No. 141, DHHS
Pub. No. (PHS) 82-1569, Public Health Service, Washington,
U.S. Government Printing Office, Oct. 1982,



National Health Examination Survey

The National Health Examination Survey (NHES) is a
continuing nationwide sample survey conducted by the National
Center for Health Statistics in which data for determining 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 se-
lected 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 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 Examina-
tion Survey, sample and response, United States, 1960-62, T.
Gordon and H. W. Miller, Vital and Health Statistics, PHS
Pub. No. 1000-Series 11-No. 1, Public Health Service, Wash-
ington, U.S. Government Printing Office, Apr. 1964.

National Health and Nutrition Examination
Survey

Through this survey, health-related data are obtained by
means of direct physical examinations, clinical and laboratory
tests, and related measurement procedures. In the first National
Health and Nutrition Examination Survey (NHANES-I), con-
ducted from 1971 through 1974, 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 dermatologists with an assess-
ment 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 cardio-
vascular, respiratory, arthritic, and hearing conditions.

The NHANES-I target population was the civilian non-
institutionalized 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 In-
dians. The sample design was a multistage, stratified probability
sample of clusters of persons 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 through-
out 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.

For NHANES-II, conducted from 1976 through 1980,
the nutrition component remained nearly identical to that fielded
for NHANES-IL. In the medical area, primary emphasis was
placed on diabetes, kidney and liver functions, allergy, and
speech pathology.

The NHANES-II target population was the civilian non-
institutionalized population 6 months—74 years of age residing
in the United States, including Alaska and Hawaii. NHANES-
II utilized a multistage probability design that involved selec-
tion of PSU’s, segments (clusters of households) within PSU’s,
households, eligible persons, and finally sample persons. The
sample design provided for oversampling among those persons
6 months—35 years of age, those 60-74 years of age, and those
living in poverty areas.

A sample of 27,801 persons was selected for NHANES-
I1. Of this sample, 20,322 (73.1 percent) were examined.

The estimation procedure used to produce national sta-
tistics for NHANES-I and NHANES-II 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 re-
liability of the statistics.

For more information on NHANES-I, see: National Center
for Health Statistics, Plan and operation of the National Health
and Nutrition Examination Survey, United States, 1971-1973,
by H. W. Miller, Vital and Health Statistics, Series 1-Nos.
10a and 10b, DHEW Pub. No. (HSM) 73-1310, Health
Services and Mental Health Administration, Washington, U.S.
Government Printing Office, Feb. 1973; and National Center
for Health Statistics, Plan and operation of the NHANES-I
Augmentation 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 1-No. 14, DHEW
Pub. No. (PHS) 78-1314, Public Health Service, Washington,
U.S. Government Printing Office, June 1978.

For more information on NHANES-II, see: National
Center for Health Statistics, Plan and operation of the second
National Health and Nutrition Examination Survey, 197680,
by A. McDowell, A. Engel, J. T. Massey, and K. Maurer,
Vital and Health Statistics, Series 1-No. 15, DHHS Pub. No.
(PHS) 81-1317, Public Health Service, Washington, U.S.
Government Printing Office, July 1981.

National Master Facility Inventory

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 NMF]I 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.

NMFT is kept current by the periodic addition of names
and addresses obtained from State licensing agencies for all
newly established inpatient facilities. In addition, annual sur-
veys of hospitals and periodic surveys of nursing homes and
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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 with the American Hospital Association
(AHA) Annual Survey of Hospitals. AHA performed the data
collection for its member hospitals, while the National Center
for Health Statistics (NCHS) collected the data for the approx-
imately 400 non-AHA registered hospitals. Since 1976, how-
ever, 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 1981 Survey. The remaining
hospitals used various other reporting periods.

The nursing home and other facilities survey was conducted
by NCHS in 1963, 1967, 1969, 1971, 1973, 1976, and 1978.
In 1978, data for 26 States were collected at least partially
through the Cooperative Health Statistics System (CHSS).
There may have been changes in data collection procedures,
coverage, definitions, and concepts in preliminary data from
these 26 States in 1978.

The response rate for the 1981 hospital survey was about
90 percent. Low response rates and other reporting difficulties
with the 1978 nursing home and other facilities survey pre-
vented 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 because of low
response rates, the 1978 data on other facilities did not meet
NCHS standards of reliability and precision and are not avail-
able.

Statistics derived from the hospital and nursing home and
other facilities surveys were adjusted for both facility and item
nonresponse. Missing items on the questionnaire were imputed,
when possible, by using information reported by the same facil-
ity in a previous survey. When data were not available from a
previous census for a responding facility, the data were im-
puted by using data from similar responding facilities. Similar
facilities are defined as those with the same types of business,
ownership, 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 1-No. 9,
Public Health Service, Washington, U.S. Government Print-
ing Office, Jan. 1971.

National Hospital Discharge Survey

The MNational Hospital Discharge Survey (NHDS) is a
continuing nationwide sample survey of short-stay hospitals in
the United States. The scope of NHDS encompasses 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 patient 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 in-
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fants 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 In-
ventory. 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 decreased
as the bed size of the hospital decreased. 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 se-
lecting 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 inflation
by the reciprocal of the probability of selection, adjustment for
nonresponding hospitals and missing abstracts, and ratio ad-
justments to fixed totals. Of the 550 hospitals selected for the
survey, 499 were within the scope of the survey, and 428 par-
ticipated in the survey in 1981. Data were abstracted from
about 227,000 medical records.

For more detailed information on the design of NHDS and
the magnitude of sampling errors associated with NHDS esti-
mates, see: National Center for Health Statistics, Utilization
of short-stay hospitals, annual summary for the United States,
1980, by E. J. Graves and B. J. Haupt, Vital and Health
Statistics, Series 13-No. 72, DHHS Pub. No. (PHS) 83-1733,
Public Health Service, Washington, U.S. Government Printing
Office, Sept. 1983.

National Nursing Home Survey

Two sample surveys were conducted by the National
Center for Health Statistics to obtain information on nursing
homes, their expenditures, residents, staff, and, in the most
recent survey, discharged patients. The first survey was con-
ducted from August 1973 through April 1974. The most recent
National Nursing Home Survey (NNHS) was conducted from
May through December 1977.

Data on facilities were collected by personal interviews
with administrators; facility accountants completed question-
naires 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. Dis-
charge 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 National Master Facility In-
ventory (NMFI) or those that opened for business in 1972.
Data were obtained from about 20,600 staff and 19,000 resi-
dents. 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 NMFI and those opening for
business between 1973 and December 1976. Data were ob-
tained from about 13,600 staff, 7,000 residents, and 5,100
discharged residents. Response rates were 95 percent for facili-
ties, 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 fi-
nancial 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 Administration, Wash-
ington, U.S. Government Printing Office, Dec. 1975. For more
information on the 1977 NNHS, see: National Center for
Health Statistics, The National Nursing Home Survey, 1977
summary for the United States, by J. F. Van Nostrand, A.
Zappolo, E. Hing, et al., Vital and Health Statistics, Series
13-No. 43, DHHS 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 am-
bulatory medical encounters. The scope of the survey covers
physician-patient encounters in the offices of nonfederally em-
ployed physicians classified by the American Medical Associ-
ation 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 en-
gaged in teaching, research, or administration. Telephone con-
tacts 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 se-
lection within a randomly assigned 7-day reporting period, and
the selection of samples of patient visits during that period.

For the 1981 survey, a sample of 2,846 non-Federal, of-
fice-based physicians was selected from master files maintained
by the American Medical Association and the American Os-
teopathic Association. The physician response rate for 1981

was 77.5 percent, providing data concerning a random sample
of about 43,366 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 fixed 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, 1981
Summary, National Ambulatory Medical Care Survey, by L.
Lawrence and T. McLemore, Advance Data From Vital and
Health Statistics, No. 88, DHHS Pub. No. (PHS) 83-1250,
Public Health Service, Hyattsville, Md., Mar. 16, 1983.

National Medical Care Utilization and
Expenditure Survey

The National Medical Care Utilization and Expenditure
Survey is a national sample survey of health expenditures for
and use of personal health services and individual and family
insurance coverage during 1980. The data were collected in
several related surveys.

The household portion of the survey consisted of a national
survey of the civilian noninstitutionalized population and a
separate survey of the Medicaid-eligible populations of the States
of New York, California, Texas, and Michigan. These two
surveys each consisted of five interviews over a period of about
15 months to obtain information on medical care utilization,
expenditures, and other health-related information. A third sur-
vey, an administrative records survey, was designed to verify
the eligibility status of the household survey respondents for
the Medicare and Medicaid programs. It also checked insur-
ance claims filed with the national Medicare program and
Medicaid programs in each of the four States for persons in the
sample of Medicaid eligibles.

The national household survey comprised persons residing
in about 6,000 households. The sample for this survey was a
multistage area probability sample drawn from 106 primary
sampling units representing the 50 States and the District of
Columbia. The State Medicaid household survey sample con-
sisted of about 1,000 families in each of the four States; these
families were selected with a known probability of selection
from the State Medicaid enrollment lists. Thus, the total sample
for the survey was about 10,000 households.

Interviews were conducted with each household at approx-
imately 3-month intervals, with interviewing beginning in
February 1980 and ending in March 1981. The first two inter-
views were conducted by personal visit of the interviewer to the
household, the next two were conducted by telephone (if a tele-
phone was available and acceptable to the household), and the
final interview was conducted in person. Each round of inter-
viewing asked about the period following the preceding interview
except the first round, which asked about the period of time
following January 1, 1980.

An overall response rate of 89.4 percent was achieved in
the first interview for both household surveys: for the national
survey the response rate was 91.4 percent, and for the State
Medicaid survey the rate was 86.7 percent. Attrition over the
course of interviewing resulted in final response rates of 84.9
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percent for the national household survey and 76.1 percent for
the State Medicaid household survey.

For more detailed information on the NMCUES design,
limitations of the data, sampling errors of the estimates, and
the questionnaires used, see: National Center for Health Sta-
tistics, Procedures and questionnaires of the National Medical
Care Utilization and Expenditure Survey, by G. S. Bonham,
National Medical Care Utilization and Expenditure Survey,
Series A, Methodological Report No. 1, DHHS Pub. No. 83—
20001, Public Health Service, Washington, U.S. Government
Printing Office, Mar. 1983.

National Center for Health Services Research

Hospital Cost and Utilization Project

The Hospital Cost and Utilization Project involves nearly
400 of the approximately 5,500 short-term, general non-Federal
hospitals in the United States. The sample was stratified to
contain hospitals at all ranges of bed size, control, teaching
status, prospective or retrospective reimbursement, region,
within or outside standard metropolitan statistical areas, oc-
cupancy rate, average length of stay, number of personnel per
bed, and assets per bed. Participation in the study was strictly
voluntary, but hospitals with incomplete discharge abstract
data files were not included in the sample. Data files were found
incomplete in terms either of information or period of coverage.

Data were acquired from a number of published and un-
published sources. Information on patient clinical status and
use of inpatient services was obtained from hospital discharge
abstracts provided by 12 major discharge abstract services and
the Maryland Health Services Cost Review Commission. Pa-
tient data for sample hospitals cover more than 23 million dis-
charges from 1970 through 1981.

For further information on the Hospital Cost and Utiliza-
tion Project, write: Division of Intramural Research, National
Center for Health Services Research, Park Building, Stop
3-50, 5600 Fishers Lane, Rockville, Md. 20857.

Health Resources and Services
Administration '

Bureau of Health Professions

Physician Supply Projections

In an ongoing effort, the 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 1976 supply of active physicians (M.D.’s) was used
as the starting point for the projections of active physicians
published in 1982. The major source of data used to obtain
1976 figures was the American Medical Association (AMA)
Physician Masterfile.

In the first stage of the projections, graduates from U.S.
schools of allopathic (M.D.) and osteopathic (D.0O.) medicine
and foreign- and Canadian-trained additions were estimated on

212

a year-by-year basis. Estimates of first-year enrollments, stu-
dent attrition, other medical school-related trends, and a model
of foreign and Canadian medical graduate immigration were
used in deriving these annual additions. These year-by-year
additions were then combined with the already existing active
supply in a given year to produce a preliminary estimate of the
active work force in each succeeding year. These estimates
were then reduced using estimates of mortality and retirement.
Mortality and retirement losses were computed by 5-year age
cohorts on an annual basis, using age distributions and mortal-
ity and retirement rates from AMA data.

For more information, see: Bureau of Health Professions,
Third Report to the President and Congress on the Status of
Health Professions Personnel in the United States, DHHS
Pub. No. (HRA) 82-2, Health Resources Administration,
Hyattsville, Md., 1982.

Health Manpower Shortage Areas

Designation of Health Manpower Shortage Areas is an
ongoing activity of the Office of Data Analysis and Manage-
ment, Bureau of Health Professions.

Shortage areas are designated for seven professional cate-
gories in connection with three Federal programs: the National
Health Service Corps and the 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 de-
fined 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 de-
veloped.

For more information, write: Distribution and Shortage
Analysis Branch, Office of Data Analysis and Management,
Bureau of Health Professions, Health Resources and Services
Administration, 5600 Fishers Lane, Rockville, Md. 20857.

Centers for Disease Control
Center for Infectious Diseases

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. Completeness of reporting
varies greatly, since not all cases receive medical care and not
all treated conditions are reported. Although State laws and
regulations mandate disease reporting, reporting to the Centers
for Disease Control (CDC) by States and territories is voluntary.

Estimates of underreporting have been made for two dis-
eases—measles and viral hepatitis. Prior to the institution of
the Measles Elimination Program in 1978, it was generally
accepted that about 10—15 percent of all cases of measles that
occurred in the United States were reported to CDC. However,



uncommon and serious conditions such as rabies are nearly
always 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 published weekly
and summarized annually.

For more information, see: Centers for Disease Control,
Reported morbidity and mortality in the United States, 1982,
Morbidity and Mortality Weekly Report, 31(54), in press, or
write to Centers for Disease Control, Director, Division of
Surveillance and Epidemiologic Studies, Epidemiology Program
Office, Atlanta, Ga. 30333.

Abortion Surveillance

The Centers for Disease Control (CDC) acquires abortion
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 cen-
tral health agencies have established direct reporting systems,
although a few collected data by surveying abortion facilities.
Inquiries by CDC to hospitals and facilities provided informa-
tion for four States that did not collect statewide abortion data.

The total number of abortions reported to CDC is about
16 percent less than the total estimated independently by the
Alan Guttmacher Institute, the research and development divi-
sion of the Planned Parenthood Federation of America, Inc.

For more information, see: Centers for Disease Control,
Abortion Surveillance, 1979-80, Public Health Service,
DHHS, Atlanta, Ga., to be published, or write to Centers for
Disease Control, Director, Division of Reproductive Health,
Center for Health Promotion and Education, Atlanta, Ga.
30333.

Center for Preventive Services

U.S. Immunization Survey

This system is the result of a contractual agreement be-
tween the Centers 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
subsample of households interviewed for the Current Popula-
tion Survey, which is described separately in this appendix.

The reporting system contains demographic variables and
vaccine history along with disease history when relevant to
vaccine history. The system is used to estimate the immuniza-
tion 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 1981 sample, ap-
proximately 45,000 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 approximately 39,000
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 infla-
tion of weighted sample results to independent estimates of the
civilian noninstitutionalized population of the United States by
age and race.

For more information, see: Centers for Disease Control,
United States Immunization Survey, 1981, Public Health
Service, DHHS, Atlanta, Ga., To be published.

Alcohol, Drug Abuse, and Mental Health
Administration

National Institute on Alcohol Abuse and
Alcoholism

National Surveys of Drinking

Data on trends in alcohol consumption were drawn from
national surveys funded by the National Institute on Alcohol
Abuse and Alcoholism and the National Institute of Drug
Abuse. The 1979 survey was based on self-reported consump-
tion and was designed to represent adults 18 years of age and
over living in households in the coterminous United States. A
total of 1,772 interviews were conducted, representing a re-
sponse rate of 66 percent.

For more information, write: Laboratory for Epidemiology
and Population Studies, National Institute on Alcohol Abuse
and Alcoholism, 5600 Fishers Lane, Rockville, Md. 20857.

National Institute of Mental Health

Surveys of Mental Health Facilities

The Survey and Reports Branch of the Division of Biometry
and Epidemiology conducts several surveys of mental health
facilities. Some of the 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 Mental Health Facilities are the primary
source for National Institute of Mental Health data used in this
report. This data system is based on questionnaires mailed by
January of each year to mental health facilities in the United
States, including psychiatric hospitals, non-Federal general
hospitals with psychiatric services, residential treatment centers
for emotionally disturbed children, federally funded community
mental health centers, freestanding outpatient psychiatric clin-
ics, 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 in
State, county, and private mental hospitals, outpatient psychia-
tric services, and general hospital inpatient psychiatric units.
The purpose of these surveys is to determine the 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.
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Health Care Financing
Administration

Bureau of Data Management and Strategy

Estimates of National Health Expenditures

Estimates of public and private expenditures for health are
compiled annually by type of expenditure and source of funds.
The data for several Federal health programs are taken from
the Office of Management and Budget’s special analysis of
health programs, and data for the remaining 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 hos-
pital finances, increased slightly to allow for osteopathic hos-
pitals, 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 training of medical personnel are considered to be expendi-
tures for education, and where they can be separated, they are
excluded from health expenditures. Expenditures for drugs,
drug sundries, eyeglasses, and appliances exclude those pro-
vided to inpatients and are estimated principally from the re-
port of personal consumption expenditures in the U.S. Depart-
ment of Commerce’s national income accounts 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
Administration 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, 1982, by R. M. Gibson and D. R. Waldo, and
K. R. Levit, Health Care Financing Review, HCFA Pub. No.
03154, Health Care Financing Administration, Washington,
U.S. Government Printing Office, Fall 1983.

Medicare Statistical System

The Medicare Statistical System (MSS) is a byproduct of
the administrative recordkeeping system of the Medicare pro-
gram. This program tracks the eligibility of enrollees and the
benefits they use, the certification status of institutional pro-
viders, and the payments made for covered services. Currently,
records are maintained on about 29 million active enrollees
and 20,300 participating institutional providers, and about 193
million bills for services are processed annually.

The basic data files of MSS parallel the major files of
Medicare’s administrative system. There is an enrollment file

214

containing demographic data including age, sex, race, State,
county, and ZIP code of residence, and eligibility information
for all enrollees. The institutional provider file contains infor-
mation on hospitals, skilled nursing facilities, home health
agencies, and independent laboratories certified for Medicare
participation. The information in this file includes the institu-
tion’s size, location, and type of control. The third major type
of file contains records of services used under Part A of
Medicare—hospital, skilled nursing facility, or home health
agency services. The last major type of file in MSS provides
information on the use of Medicare Part B services, the most
important of which is use of physician services. These files
include data on the physician’s submitted charge, the amount
Medicare allowed, Medicare reimbursements, and the number
and type of services received.

For further information on MSS and its derivative files,
see: Health Care Financing Administration, Medical Data
System, by Irving Goldstein, HCFA Pub. No. 093111, Balti-
more, Md., July 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 1980 census, data
were collected on sex, race, age, and marital status from 100
percent of the enumerated population. More detailed informa-
tion such as income, education, housing, occupation, and in-
dustry were collected from a 20-percent sample. The 20-percent
sample was dichotomized by size of place of residence with 50
percent of households in places of less than 2,500 population
and 1 out of 6 households in places of 2,500 or more population
receiving the more detailed questionnaire.

For more information on the 1980 census, see: U.S. Bureau
of the Census, 1980 Census of Population and Housing, Users
Guide, Part A Text, PHC 80-R1-A.

Current Population Survey

The Current Population Survey (CPS) is a household
sample survey of the civilian noninstitutionalized population
conducted monthly by the U.S. Bureau of the Census to provide
estimates of employment, unemployment, and other character-
istics of the general labor force, the population as a whole, and
various other subgroups of the population.

A list of housing units from the 1970 census, supplemented
by newly constructed units and households known to be missed
in the 1970 census, provides the sampling 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 nonexistent, 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 non-
response, 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 census
data as benchmarks and of data available from various agencies
as follows: births and deaths (Public Health Service); immi-
grants (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 sta-
tistics from State departments of education and parochial school
systems.

National population projections indicate the approximate
future level and characteristics of the population under given
assumptions as to future fertility, mortality, and net immigra-
tion. The method used to develop the projections involved
preparation of projections of each of the components of popula-
tion change—births, deaths, and net immigration—and the
combination of these with July 1 estimates of the current popu-
lation. Projections for States and metropolitan areas incorporate
further assumptions about population redistribution through
interarea migration.

Current estimates and projections are 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 fixed “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
included (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 com-

ponent. The new indexes were introduced with the release of
January 1978 data.

In this report, all CPI data shown are for all urban con-
sumers. Prices are collected in 85 urban areas across the coun-
try. They were collected from about 18,000 tenants, 18,000
housing units for property taxes, and 24,000 establishments—
grocery and department stores, hospitals, filling stations, and
other types of stores and service establishments. All taxes
directly associated with the purchase and use of items are in-
cluded in the index.

Prices of food, fuels, and a few other items were obtained
every month in all 85 locations. Prices of most other com-
modities and services were collected every month in the five
largest areas and every other month in other areas. Prices of
most goods and services were obtained by personal visits of the
Bureau’s trained representatives. Mail questionnaires were used
to obtain local transit fares, public utility rates, newspaper
prices, fuel prices, and certain other items.

In calculating the index, price changes for the various items
in each location were averaged together with weights that repre-
sent their importance in the spending of all urban consumers.
Local data were then combined to obtain a U.S. city average.

The index measures price changes from a designated refer-
ence date—1967—which equals 100. An increase of 22 per-
cent, 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 all urban
consumers 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 Of-
fice, 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 Agencies, and State De-
partments of Labor in cooperation with BLS.

The major data source is the Current Population 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: U.S. Department of Labor,
Bureau of Labor Statistics, Employment and Earnings, Jan-
uary 1983, Vol. 30, No. 1, Washington, U.S. Government
Printing Office, Jan. 1983.

Environmental Protection
Agency

National Aerometric Surveillance Network

The Environmental Protection Agency (EPA), through
extensive monitoring of activities conducted by Federal, State,
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and local air pollution control agencies, collects data on the
five pollutants for which National Ambient Air Quality Stand-
ards have been set. These pollution control agencies submit
data quarterly to EPA’s National Aerometric Data Bank
(NADB). 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 provide equitable comparisons with routine data from
permanent monitoring sites.

For more information, see: Enviromental Protection
Agency, National Air Pollutant Emission Estimates, 1970—
81, EPA-450/4-82-002, Research Triangle Park, N.C.,
Sept. 1982, or write to Office of Air Quality Planning and
Standards, Environmental Protection Agency, Research Tri-
angle Park, N.C. 27711.

United Nations

Demographic Yearbook

The Statistical Office of the United Nations prepares the
Demographic Yearbook, a comprehensive collection of inter-
national demographic statistics.

Questionnaires are sent annually and monthly to more than
220 national statistical services and other appropriate govern-
ment offices. Data forwarded on these questionnaires are sup-
plemented, to the extent possible, by data taken from official
national publications and by correspondence 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) difficulties 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, Demographic
Yearbook 1980, Pub. No. ST/ESA/STAT/SER.R/10, United
Nations, New York, N.Y., 1980.

Alan Guttmacher Institute

Abortion Survey

The Alan Guttmacher Institute (AGI) conducts an annual
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, non-
hospital clinics, and individual physicians was compiled. To
assess the completeness of the provider and abortion counts,
supplemental surveys were conducted of a sample of obste-
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trician-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 20
percent more than the number reported to the Centers for
Disease Control.

For more information, write to: The Alan Guttmacher In-
stitute, 515 Madison Avenue, New York, N.Y. 10022,

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 As-
sociation (AHA). In 1981, questionnaires were mailed to all
hospitals on AHA files. Overall, 6,420 hospitals reported data,
a response rate of 89.6 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 reporting
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 hos-
pitals used this reporting period in the 1981 survey. The re-
maining hospitals used various reporting periods.

For more information on the AHA Annual Survey of
Hospitals, see: American Hospital Association, Hospital Sta-
tistics, 1982 Edition, Data from the American Hospital As-
sociation 1981 Annual Survey, Chicago, 1982.

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 almost every physi-
cian in the United States, both members and nonmembers of
AMA, and on those graduates of American medical schools
temporarily practicing overseas. The file also includes gradu-
ates of foreign medical schools who are in the United States.

A file is initiated on each individual upon entry into med-
ical 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 file information on professional activities,
specialization, and present employment status. The last census
from which data are available was completed in 1982, with a
response rate of 90 percent. Between censuses, AMA keeps
the file current by continuous checks of professional publica-
tions and State licensure notices for changes in any physician’s
activities. When a change is noted, the physician may be sent a
questionnaire to verify the change.

For more information on the AMA Physician Masterfile,



see: Division of Survey and Data Resources, American Med-
ical Association, Physician Characteristics and Distribution
in the U.S., 1983 edition, Chicago, 1983.

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 hos-
pitals 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 pre-
sented 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 re-
ports 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 Serv-
ice in the United States, Journal of the American Medical As-
sociation, 11(116):1055-1144, 1940.
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Appendix Il
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 data, with the reference data being the date
of the examination, interview, or other contact with an indi-
vidual.

Age adjustment 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 observed 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 National
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 Am-
bulatory Medical Care Survey and National Hospital Dis-
charge 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 cal-
culated as follows:

N /P,
Fo—l X100

where P, = later time period
P = earlier time period
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 between 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 racial categories are gen-
erally used: “white,” “black,” and “all other.” The “all other”
category 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 filling out the questionnaire. In the
National Vital Statistics 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 classified as Hawaiian.
In all other cases, the child is assigned the father’s race. Prior
to 1964, the National Vital Statistics 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 In-
terview Survey and National Health and Nutrition Examination
Survey, all people within a household 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, divi-
dends, 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 mar-
ried), divorced, or widowed. The Abortion Surveillance reports
of the Centers 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 appro-
priate population in calculating rates.

Total population is the population of the United States,
including all members of the Armed Forces living in foreign
countries, Puerto Rico, Guam, and the U.S. Virgin Islands.
Other Americans abroad (e.g., civilian Federal employees
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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 sta-
tioned 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 Americans living abroad. The resident popula-
tion is often the denominator when calculating birth and
death rates and incidence of disease.

Civilian population is the resident population excluding
members of the Armed Forces. Families of members of
the Armed Forces are included, however.

Civilian noninstitutionalized population is the civilian
population not residing in institutions. Institutions include
correctional institutions, detention homes, and training
schools for juvenile delinquents; homes for the aged and
dependent (e.g., nursing homes and convalescent 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 In-
terview Survey, National Health and Nutrition Examina-
tion Survey, and National Ambulatory Medical Care
Survey.

Geographic terms

Division and region—The 50 States and the District of
Columbia are grouped for statistical purposes by the U.S. Bu-
reau of the Census into nine divisions within four regions. The
groupings are as follows:

e Northeast
New England
Maine, New Hampshire, Vermont, Massachu-
setts, Rhode Island, Connecticut
Middle Atlantic
New York, New Jersey, Pennsylvania

e  North Central
East North Central
Michigan, Wisconsin, Ohio, Indiana, Illinois
West North Central
Minnesota, lowa, Missouri, North Dakota, South
Dakota, Nebraska, Kansas

e South

South Atlantic
Delaware, Maryland, District of Columbia, Vir-
ginia, West Virginia, North Carolina, South Car-
olina, Georgia, Florida

East South Central
Kentucky, Tennessee, Alabama, Mississippi

West South Central
Arkansas, Louisiana, Oklahoma, Texas
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e West
Mountain
Montana, Idaho, Wyoming, Colorado, New
Mexico, Arizona, Utah, Nevada
Pacific
Washington, Oregon, California, Alaska, Hawaii

Registration area—The United States has separate regis-
tration areas for birth, death, marriage, and divorce statistics,
which collect data annually from States whose registration 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
registration area was established in 1915, also with 10
States and the District of Columbia. Both areas have cov-
ered the entire United States since 1933. Currently, Puerto
Rico, the U.S. Virgin Islands, and Guam are also included,
although in statistical tabulations they are not part of the
“United States” total.

Reporting area—In the National Vital Statistics System,
reporting requirements on birth certificates vary according to
State. Thus, different numbers of States report various char-
acteristics. For example, in 1979, births to unmarried women
are reported on the birth certificate only in 39 States and the
District of Columbia, and the month during 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
group 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 criteria of labor force characteristics and
population density) and are socially and economically inte-
grated with the central city or cities.

In New England, towns and cities rather than counties are
the geographic components of the SMSA. Since National 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 Centers for Disease Control’s surveillance
program counts /egal abortions only. What constitutes 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 births
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—F or both the National Vital Statistics System
and the Centers for Disease Control’s Abortion Surveillance,



the period of gestation is defined as beginning with the first day
of the last normal menstrual period and ending with the day of
birth.

Live birth—In the World Health Organization’s definition,
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, irrespec-
tive of the duration of the pregnancy, which, after such separa-
tion, breathes or shows any other evidence of life such as
heartbeat, umbilical cord pulsation, or definite movement of
voluntary muscles, whether or not the umbilical cord has been
cut or the placenta is attached. Each product of such a birth is
considered live born.

Live-birth order—In the National Vital Statistics 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 condition,
based on information reported on the death certificate and uti-
lizing the international rules for selecting the underlying cause
of death from the reported conditions. For data years 1979—
80, the International Classification of Diseases, Ninth Re-
vision is used for coding. Earlier data used the then current
revision of the International Classification of Diseases (table I).

Use of successive revisions for classification of diseases
may introduce discontinuities in the comparability of cause-of-
death statistics over time. For further discussion, see the tech-
nical appendices of the annual volumes of Vital Statistics of
the United States, Volume II, Mortality, produced by the Na-
tional Center for Health Statistics. The most recent published
volume is: Vital Statistics of the United States, 1978, Volume
II, Mortality, Part A, DHHS Pub. No. (PHS) 83-1101, Public
Health Service, Washington, U.S. Government Printing Office,
1982.

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 may be restricted to deaths in specific
age, race, sex, or geographic groups, or it may be related to the
entire population.

Table I. Revision of the International Classification of Diseases,
according to year of conference by which adopted and years in
use in United States

Year of Years in
conference by use in

Revision of the
International Classification

of Diseases which adopted United States
Eirgt.-.1 -~ 2 1900 1900-1909
Seconte. can cu 1909 1910-1920
im0 1920 1921-1929
Fouren. .. . . . i 1929 1930-1938
Bafthee coney e iae e ik 1938 1939-1948
Shhay . paoel il . - 1948 1949-1957
Sevanth .. .o .o 1955 1958-1967
Bighth. .. .2, i i, 1965 1968-1978
Ninth oo o s ol s 1975 1979—present

Infant mortality—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 infant deaths
during a year per 1,000 live births reported in the year).

International Classification of Diseases, Ninth Revision—
The International Classificaiton of Diseases (ICD) classifies
mortality information for statistical purposes. ICD was first
used in 1900 and has been revised about every 10 years since
then. The Ninth Revision, published in 1977, is used to code
U.S. mortality data beginning with data for 1979. The clinical
modification of the Ninth Revision is used to code U.S. mor-
bidity data.

Both are arranged in 17 main chapters. Most of the dis-
eases are arranged according to their principal anatomical site,
with special chapters for infective and parasitic diseases; neo-
plasms; endocrine, metabolic, and nutritional diseases; mental
diseases; complications of pregnancy and childbirth; certain
diseases peculiar to the perinatal period; and ill-defined condi-
tions. In addition, two supplemental classifications are pro-
vided: the classification of factors influencing health status and
contact with health service and the classification of external
causes of injury and poisoning.

The ICD codes used in this volume for cause of death are
indicated on each detailed mortality table. Cause-of-death
codes for table 15, Part B, are shown in table II.

Neonatal mortality—The neonatal mortality rate is the
number of deaths under 28 days of age per 1,000 live birth.

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 particular age and is
based on a given set of age-specific death rates, generally the
mortality conditions existing in the period mentioned. Life ex-
pectancy may be determined by race, sex, or other character-
istics 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 impair-
ments, are coded according to the International Classification
of Diseases, 9th Revision, Clinical Modification (ICD-9-CM).

Based on duration, there are two categories of conditions,
acute and chronic. In the National Health Interview Survey, an
acute condition is a condition that has lasted less than 3 months
and has involved either a physician visit (medical attention) or
restricted activity, and a chronic condition is any condition
lasting 3 months or more or is one of certain conditions classi-
fied as chronic regardless of their time of onset. The National
Nursing Home Survey uses a specific list of conditions classi-
fied as chronic, also disregarding time of onset.
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Table I1,

Cause-of-death codes for categories in Part B table 15, according to applicable revision of International Classification of Diseases

International Classification of Diseases

Cause of death Sixth Revision

Seventh Revision

Eighth Revision Ninth Revision

Diseases of heart 400-402, 410-443

Cerebrovasculardiseases. ..... ... ....,.. 330-334

Malignantneoplasms . ... .......co.o00. 140-205
Hespiratorysyatemy. 0000 .0 0 . 160-164 I
Digestivesystem. . .~ . ., . . . 150-156A, 157-159
Brgast - 2= iemseae el 170

Pneumonia and influenza................ 480-483, 490493

Tuberculosiss. . . .. o o 001-019

Chronic liver diseases and cirrhosis . ... ... 581

Digbetesmellitus ... .. ... ... . . . . 260

All accidents and adverse effects . ........ EBO0-E962

Motor vehicle accidents. .. .............. E810-E835

E963, E970-E979
E964, E980-E985

Suicide . ... L. L i e

400-402, 410-443

Code numbers

390-398, 402, 404,
410-414, 420-429

390-398, 402, 404-429

330-334 430-438 430-438
140-205 140-209 140-208
160-164 160-163 160-165
150-156A, 1567-159 150-159 150-159
170 174 174-175
480-483, 490-493 470-474, 480-486 480-487
001-019 010-019 010-018
581 571 8l

260 250 250
E800-E962 EB00-E949 EB00-E949
E810-E835 E810-E823 E810-E825
E963, E970-E979 E950-E959 EBH0 -FH59
ES64, E980-E985 E960-E978 E960-E978

Disability—Disability is any temporary or long-term re-
duction 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 activ-
ity 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. Restricted-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 normal
waking hours) because of a specific illness or injury. 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 be-
cause of a specific illness or injury. School-loss days are
determined only for children 6—16 years of age.

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
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measure of morbidity or other events that occur within a speci-
fied period of time.

Limitation of activity—Each person jdentified by the Na-
tional Health Interview Survey as having a chronic condition 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 activity
performed.

Persons not limited in major activity but otherwise limited.
Persons not limited in activity.

Major activity (or usual activity)—This is the principal
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 disease—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. Notifi-
able diseases are those of public interest by reason of their
contagiousness, severity, or frequency.

Particulate matter—Particulate matter is defined as par-
ticles of solid or liquid matter in the air, including both non-
toxic 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 dis-
ease, infected persons, or persons with some other attribute
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).

Self-assessment of health—In 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, in-
cluding services by a technician or hygienist acting under the
dentist’s supervision, as dental visits. Services provided to hos-
pital inpatients are not included.

Disposition of visit—As used by the National Ambulatory
Medical Care Survey, this term describes the variety of fol-
lowup procedures that a physician may plan for the patient,
ranging from no followup to specific return contacts to referral
to other providers of care.

International Classification of Diseases, 9th Revision,
Clinical Modification (ICD-9-CM)—The ICD-9-CM is
based on and is completely compatible with the International
Classification of Diseases, Ninth Revision. While the Ninth
Revision is used to code mortality data (‘‘Mortality’ section),
ICD-9-CM is used to code morbidity data.

Diagnostic groupings and code number inclusions for
tables 41 and 42 are shown in table III; surgical groupings and
code number inclusions for table 46 are shown in table I'V; and
diagnostic and other nonsurgical procedure groupings and code
number inclusions for table 47 are shown in table V.

Office—In the National Health Interview Survey, an office
refers to the office of any physician in private practice, includ-
ing physicians connected with prepaid group practices. In the
National Ambulatory Medical Care Survey, an office is any
location for a physician’s ambulatory practice other than hos-
pitals, nursing homes, other extended care facilities, patients’

Table 11l. Codes from the /International Classification of Diseases,
9th Revision, Clinical Modification for diagnostic categories in
Part B tables 41 and 42

Diagnostic category Code numbers

Females wWith delivary .. | o 0l s e Va7

Diseasesofheart .. ... ... .. . ... uiilL 391, 398, 402-404,
410-429
Malignant neoplasms . _ . -. . .. o0 Lav bl 140-208
Fractire alleites -0 o0 00 L 800-829
Cerebrovasculardiseases. .. ............... 430-438
Prnedmonia;allforms ... .. coin. | Tl 480-486
Inguinal hernia ... L 000l il b s s s 550
Acute respiratory infection. ................ 460-466
Chronic disease of tonsils and adenoids. . .. .. 474
‘Otitis media and eustachian tube disorders . 381-382
Congenital anomalies, v, . ve. -0 .. il L0 740-759
Alcohol dependence syndrome ............. 303
Lacerations and openwounds .. ............ 870-904
Psychpzas. | ... R e e 290-299
Biahares ... .. 7 0 e 250
Hyperplasiaofprostate. ... .. ... .. . ... .. 600
Pregnancy with abortive outcome . .......... 630-639
Benignneoplasms.. . .. ... . .. 00 0 210-239
Disorders of menstruation ................. 626
Inﬂammatow disease of female pelwc organs. 614-616

Persons admitted for sterilization ........... v25.2

homes, and industrial clinics. However, private offices in hos-
pitals 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

Table IV. Codes from the International Classification of Diseases, 9th Revision, Clinical Modification for surgical categories in Part B table 46

Surgical category Code numbers
Procedures toassistdelivery . ... .. coooloilo oo L il e 72-73
Diagnostic dilation and curettage ofuterus .. .. ... ..o e 0l L sl s 69.09
Cesarean seclionN. . il v 0. o e ianlelil L ao s il il s 74.0-74.2, 74 .4, 74.99
Mystarectomy . o L L e e e e e 68.3-68.7
Bilateral destruction or occlusion of fallopian tubes. . ............. e e s 66.2—66.3
Extractionoflens /o0l .. wleeiis L L e iU T 00l i R e 13.1-13.6
Reapair of ingilinal hemia cavilan & opmauib sl o) o o iR e e e B 53.0-53.1
Prostatactomy .. .. iidl i L e e il i e e e e 60.2-60.6
Heduction of frabture {excludingskull ngse, and jaw) oo oi i 0 0 T e ol s T 76.70, 76.78-76.79, 79.0-79.6
Cardiac catheterization.o ool il L cnealanln 0 e el e 37.21-37.238 :
Operations on muselas, tendons, fascia,and btirsa .. . .., s e vl T 0 0 L e L 82-83.1, 83.3-83.9
Tonsillectomy, with or Without adeneidectoly . . . . ovis 0 o pne e i e G DL e 28.2-28.3
Myringotomy ., . ... elo i T L 0 e T e L ! 20.0
Appendectomy, excliting (heldental ot 00 e e L T e e 47.0
Gitoumeiston ;.. . v simiviia e e e R e L s  64.0
Rhinoplasty snd repairofnoke |, . .o i Bl L Ll B s e 28.1
Excision of semilunar cartilage of kpees . /v 0 0 L sl L a0 L el L 80.6
Suture'of Bkin and subcutanesus tisslie © . .o cnianl Bl B e e a0 e e B i ale B
Debridement of woundy inféttion. grbume ciguiel s L0 L0 oebales e e o Bhd2
Direct heart revascularization (coronary bypass). .. ..................... - o L 36.1
Insertion of prosthetic lens (pseudophakos) . . ... ... .. .0 0, cs e aieilionl. Bl aen e 13.7
Pacemadker insertion, replacement. removal, and repair. .= .0 "0 Do aincl Sl b Bl ses i 37.7-37.8
Repair of currentobstetrical lacarmtion o i i o e e e 75.6-75.6
Adenoidectomy without tonsillectomy . ... . e il D e e " 28.6
Resection and recession of ocularmuscle ................... e e 15.1-15.6
Oophorectomy and salpingo-opphorectomy .. | L0 . co . cvici chl L Ll e e e 65.3-65.6
CholecystectomV. .o sl (i i ess el ndvbgienins ot b e i e e iseen e ot ) i MERR B R R 51.2
Biopsies on the integumentary system (breast, skin, and subcutaneous tlssue) ............................. 86.11-85.12, 86.11
Arthroplasty and veplacement of Rip . o coayr 0 bilon e L e L e e 81.5-81.6
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Table V. Codes from the /nternational Classification of Diseases, 9th Revision, Clinical Modification for diagnostic and other nonsurgical

procedure categories in Part B table 47

Procedure category

Code numbers

Cvatastopy . 0 0o v Bl el Dl L L
Radioisotope sean. .. .. Lo vv il LD lii LD L
Endoscopy of large intesting . .. .. ... . ..., .. ety
Diagnostic ultrasound. . veeiesaie s iiai i Lieliiloil il Lo L L
Computerized axial tomography (CATscan).................coiannrsee
Arteriography using contrast material .. ..o
Endoscopy ofsmall intestine. l. .l 0000, 00 i DL 0L L c
Contrast myelogram ... v+ S e i A B R e s -
Angiocardiography using contrast material. ....... ... ... 000l
Soinaltal ol i e e e e e an 8 Ll Lo
Application of cast or splint, .. oc i s e v encea it diE L
Arthroscopyofknee .. .......0. 0000l e e
Laparoscopy (excluding that for ligation and division of fallopian tubes). . ..
Electroencephalogram .. ..o s calia b Loia L DLD G0 L L.
Bilary tract Mafay- . oo ot L e s e e e e

.............................. 88.4

.............................. 80.26
.............................. 54.21
.............................. 89.14
.............................. 895

57 31-5732
92.0-92 1
45.21-45.24

.............................. 88.7

87.03, 87.41, 87.71, 88.01, 88.38

45,11-45.13

.............................. 87.21
..... A L I B il ™ <
.............................. 03.31

93.51, 93.563-93.54

person acting under the physician’s supervision. Contacts in-
volving 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 clinic (units at a place of business
that provide treatment through a physician 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 of-
fice visit is any direct personal exchange between an ambula-
tory patient and a physician or members of his or her staff for
the purposes of seeking care and rendering health services.

Principal diagnosis—In the National Ambulatory Medi-
cal 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—In the National Ambulatory
Medical Care Survey, the physician indicates for each patient
visit the seriousness of the problem, condition, or symptom
that 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 re-
fers to the average number of inpatients receiving care each
day during a reporting period, excluding newborns.

Average length of stay—In the National Hospital Dis-
charge 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
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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 average number of beds during the entire period. The
World Health Organization defines a hospital bed as one regu-
larly maintained and staffed for the accommodation and full-
time care of a succession of inpatients and situated in a part of
the hospital where continuous medical care for inpatients is
provided.

Day—According to the American Hospital Association
and National Master Facility Inventory, days or inpatient
days are the number of adult and pediatric days of care ren-
dered 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 oc-
curring 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 pa-
tients at the time of discharge from non-Federal short-stay
hospitals during a reporting period. All days from and includ-
ing the date of admission to, but not including the date of dis-
charge, 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 continuous period
of stay of 1 night or more in a hospital as an inpatient, except-
ing 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 hos-
pital, i.e, the termination of a period of hospitalization (includ-
ing stays of 0 nights) 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-listed 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 Associa-
tion (AHA) and National Master Facility Inventory (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 NMF1I, since data from NMFT reflect
osteopathic hospitals as well as hospitals not registered with
AHA. Non-AHA hospitals comprise 5—10 percent of all hos-
pitals in the country. 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, ownership,
and length of stay.

General hospitals provide both diagnostic and treatment
services for patients with a variety of medical conditions,
both surgical and nonsurgical. According to the World
Health Organization, these are hospitals that provide med-
ical and nursing care for more than one category of medical
discipline (e.g., general medicine, specialized medicine,
general surgery, specialized surgery, and obstetrics); ex-
cluded are hospitals, usually ones in rural areas, that pro-
vide a more limited range of care. Psychiatric hospitals
are ones whose major type of service is psychiatric care.
See “Psychiatric Care” section.

Specialty hospitals, such as psychiatric, tuberculosis,
chronic disease, rehabilitation, maternity, and alcoholic or
narcotic, provide a particular type of service to the majority
of their patients.

Federal hospitals are operated by the Federal Government.
Non-Federal government hospitals are operated by State
or local governments.

Voluntary nonprofit hospitals are operated by a church or
other nonprofit organization.

Proprietary hospitals are operated for profit by individuals,
partnerships, or corporations.

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 Inventory define short-term
hospitals 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 National
Health Interview Survey defines short-stay hopsitals as
any hospital or hospital department in which the type of
service provided is general; maternity; 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 bandages; bowel
and bladder retraining; catheterization; enema; full bed bath;
hypodermic, intramuscular, or intravenous injection; irrigation;
nasal feeding; oxygen therapy; and temperature-pulse-respira-
tion 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 In-
ventory includes in its count only facilities licensed by the
States in which they are located. The homes are then classified
according 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 medica-
tions and treatments in accordance with physicians’ orders,
supervision of self-administered medications, or three or
more personal services.

Personal care homes without nursing have no residents
receiving nursing care. These homes provide administration
of medications and treatments in accordance with physi-
cians’ orders, supervision of self-administered medications,
or three or more personal 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 cate-
gories of homes were included. In the 1973-74 survey, only
nursing homes providing some level of nursing care were clas-
sified as nursing homes.

Skilled nursing facilities provide the most intensive nurs-
ing care available outside of a hospital. Facilities certified
by Medicare provide posthospital care to eligible Medicare
enrollees. Facilities certified by Medicaid as skilled nurs-
ing facilities 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 require hospital or
skilled nursing facility care but do require institutional
care above the level of room and board.

Occupancy rate—The National Master Facility Inventory
and American Hospital Association define kospital occupancy
rate as the average daily census divided by the number of hos-
pital beds during a reporting period. The occupancy rate for
other facilities is calculated as the number of residents reported
at the time of the interview divided by the number of beds re-
ported.

Outpatient visit—According to the American Hospital
Association, these are visits by patients not lodged in the hos-
pital for medical, dental, or other services. See “Ambulatory
Care” section.
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Primary diagnosis—In the National Nursing Home Sur-
vey, this is the primary condition at the last examination as
extracted from the resident’s medical record.

Resident—In the National Nursing Home Survey, a resi-
dent is a person who has been formally admitted to but not
discharged from an establishment.

Psychiatric care’

Addition—An individual is classified as an addition to a
psychiatric facility by being a new admission, a readmission, or
a return from leave to either an inpatient or an outpatient psy-
chiatric facility.

Mental disorder—A mental disorder is any of several dis-
orders listed in Chapter V of the International Classification
of Diseases, 9th Revision, Clinical Modification (ICD-9-CM).

Mental health facility—A mental health facility is an
administratively distinct public or private agency or institution
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 centers, freestanding outpatient psychiatric clin-
ics, multiservice mental health facilites, and halfway houses.

Psychiatric hospitals are hospitals primarily concerned
with providing inpatient care and treatment for the mentally
ill. Psychiatric inpatient units of Veterans Administration
general hospitals and Veterans Administration neuropsy-
chiatric hospitals are often combined into the category
Veterans Administration psychiatric hospitals because of
their similarity in size, operation, and length of stay. Other
psychiatric hospitals include State and county mental hos-
pitals and private mental hospitals.

General hospitals providing psychiatric services are hos-
pitals that knowingly and routinely admit patients to a
separate psychiatric unit for the purpose of diagnosing and
treating psychiatric illness.

Residential treatment centers for emotionally disturbed
children are residential institutions primarily serving emo-
tionally disturbed children and providing treatment serv-
ices, usually under the supervision of a psychiatrist.
Federally funded community mental health centers are
legal entities through which comprehensive mental health
services are provided to a delineated catchment area. This
mental health delivery system may be implemented by a
single facility (with or without subunits) or by a group of
affiliated facilities that make available at least the follow-
ing essential mental health services: inpatient, day treat-
ment, outpatient, emergency care, and community con-
sultation and educatior.

Freestanding outpatient psychiatric clinics are adminis-
tratively distinct facilities, the primary purpose of which is
to provide nonresidential mental health service and where

IThe definitions for psychiatric care are those used by the National Institute of
Mental Health.
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a psychiatrist assumes medical responsibility for all patients
and/or directs the mental health program.

Service mode—Service mode and treatment 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 teatment to
people requiring 24-hour supervision.

Outpatient care is the provision of mental health treatment
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 during 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 Inventory
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 or more a week.
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.

Physician—Physicians are licensed doctors of medicine
or osteopathy classified by the American Medical Association
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 Govern-
ment; non-Federal or civilian physicians are not.
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.

Physician specialty—A physician specialty is any specific
branch of medicine in which a physician may concentrate. The
specialty classification used by the Bureau of Health Profes-
sions and National Ambulatory Medical Care Survey (NAMCS)
follow these American Medical Association categories:

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, cardiovascular disease,
dermatology, gastroenterology, pediatric allergy and cardi-
ology, and pulmonary diseases.

Surgical specialties include general surgery, neurological
surgery, obstetrics and gynecology, ophthalmology, ortho-
pedic surgery, otolaryngology, plastic surgery, colon and
rectal 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, occupational medicine, pathology,
physical medicine and rehabilitation, psychiatry, public
health, and radiology.

Place of employment—The classification of people em-
ployed in the health service industry by place of employment 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 according to health
service industry codes 801-809.

Professional manpower—Professional manpower includes
chiropractors, dentists, dental hygienists, licensed practical
nurses, pharmacists, physical therapists, physicians, podiatrists,
and registered nurses as well as other occupations not covered
in this report.

In the United States, counts of these professionals include
only those licensed in the State where they practice, with licen-
sure usually requiring the completion of an appropriate degree
or certificate program for that profession. In international counts
prepared by the World Health Organization, only those profes-
sionals active in their profession are counted.

Professionals may be classified according to specialty,
place of practice, or other criteria. See ““Physician.”

Health expenditures

Consumer Price Index (CPI)—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 purchased
by urban wage earners and by clerical workers and their fami-
lies. The medical care component of the CPI shows trends in
medical care prices based on specific indicators of hospital,
medical, dental, and drug prices.

A recent revision of the CPI has been in use since January
1978, and changes are noted where applicable in this report.

Gross national product (GNP)—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 produced 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 of: (1) consumption expenditures by both individuals
and nonprofit organizations plus certain imputed values; (2)
business investment in equipment, inventories, and new con-
struction; (3) Federal, State, and local government purchases
of goods and services; and (4) the sale of goods and services
abroad minus purchases from abroad.

Medicaid—This program is federally aided but State op-
erated 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 program
providing health insurance protection to people 65 years of age
and over, people eligible for social security 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 Insurance 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 consumed in the
United States during a specified time period. Detailed estimates
are available by source of expenditure (e.g., consumer out-of-
pocket, 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 providers of care.

Health services and supplies expenditures are outlays for
goods and services relating directly to patient care plus
expenses for administering health insurance programs and
for government public health activities. This category is
equivalent to total national health expenditures minus ex-
penditures for research and construction.

Private expenditures are outlays for services provided or
paid for by nongovernmental sources—consumers, insur-
ance companies, private industry, and philanthropic organi-
zations.

Public expenditures are outlays for services provided or
paid for by Federal, State, and local government agencies
or expenditures required by governmental action (such as
workmen’s compensation insurance payments).

Personal health care expenditures— These are outlays for
goods and services relating directly to patient care. The ex-
penditures in this category are total national health expendi-
tures minus expenditures for research and construction, expenses
for administering health insurance programs, and government
public health activities.
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Prevention Profile

by Patricia M. Golden and Ronald W. Wilson, National
Center for Health Statistics, and Joel Kavet, Office of
Disease Prevention and Health Promotion

Introduction

The promotion of health and prevention of disease gained
increased emphasis in the second half of the 1970’s. As interest
in improving the health of Americans grew so too did recogni-
tion of the need to measure the dimensions of the health of the
population and to document the effects over time of efforts to
alleviate or avoid identified problems. In 1978, legislation was
enacted (Public Law 95-626) that called for the triennial
preparation of a national disease prevention-data profile.

The 1983 edition of the Prevention Profile is an extension
of the last section of the first profile, which appeared with Health,
United States, 1980. The inaugural profile reviewed the evi-
dence on the illness and economic burdens that could be re-
duced through preventive measures and summarized the suc-
cesses, failures, and gaps recorded by efforts in prevention and
disease control. The final section presented the beginnings of a
framework for a continuing profile of the Nation’s opportunities
and accomplishments in enhancing the health of the popula-
tion. It identified a series of prevention indicators and presented
the most current data for each to permit an assessment of where
the Nation stood at the time.

By directing attention to the five major goals published in
Healthy People: The Surgeon General’s Report on Health
Promotion and Disease Prevention and by reporting on progress
toward a substantial number of the measurable objectives for-
nulated in Promoting Health/Preventing Disease: Objectives

or the Nation, the Prevention Profile plays an important part

n the oversight of Public Health Service initiatives in preven-

" tion and promotion. The kind of measurement provided in the
Prevention Profile offers a useful form of accountability and a
basis for considering the need for program modifications. The
availability of baseline data and data reported for subsequent
intervals makes possible a more specific and coherent state-
ment of the problems that must be faced in moving toward the
goals and objectives in health promotion and disease prevention.

Although preparation of the Prevention Profile is required
every 3 years, the Public Health Service’s initiatives in health
promotion and disease prevention need to be monitored and
measured on a more frequent basis. Reporting intervals are not
uniform for all types of data, and rates of progress are not neces-
sarily even or comparable from area to area. Measurement and
examination of progress on a triennial basis does not necessarily
offer an adequate basis for responsible and timely program
oversight. For that reason, the Public Health Service is also
developing an information tracking system, which will permit

closer and more frequent scrutiny of progress toward attain-
ment of the prevention goals and objectives. In time, the track-
ing system and the Prevention Profile will provide a rich data
resource and grow to be complementary, mutually supportive
activities.

Background

As the legislation that established the requirement for the
Prevention Profile was making its way through the legislative
process, considerable activity was already underway in the area
of health promotion and disease prevention under the auspices
of the Public Health Service. In large measure, the basis for
that activity was the growth in knowledge and awareness of
how important health promotion and disease prevention could
be in reducing unnecessary death and disability in the United
States. Among the more important findings of Healthy People
was that the impressive health gains of the 20th century have
resulted to a large degree from the development and imple-
mentation of preventive measures such as improvements in
sanitation, housing conditions, nutrition, and immunization, as
well as changes in personal lifestyle patterns. Many major health
problems confronting Americans today also are rooted in life-
style or environmental factors that are themselves amenable to
change. Health promotion and disease prevention, therefore,
appear to hold the key to further improvements in the health
status of the American people.

Attention has focused on 15 areas in which health promo-
tion and disease prevention measures might be expected to
achieve further gains in health and on a set of broad national
goals listed in the Surgeon General’s report for improving the
health of the American people during the decade of the 1980’s.
The goals, one for each of the five major stages of life, are

e To continue to improve infant health, and, by 1990, to re-
duce infant mortality by at least 35 percent, to fewer than
9 deaths per 1,000 live births.

e To improve child health, foster optimal childhood develop-
ment, and, by 1990, reduce deaths among children ages 1
t> 14 years by at least 20 percent, to fewer than 34 per
100,000.

e To improve the health and health habits of adolescents

and young adults, and, by 1990, to reduce deaths among
people ages 15 to 24 by at least 20 percent, to fewer than
93 per 100,000.
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e To improve the health of adults, and, by 1990, to reduce
deaths among people ages 25 to 64 by at least 25 percent,
to fewer than 400 per 100,000.

e To improve the health and quality of life for older adults
and, by 1990, to reduce the average annual number of
days of restricted activity due to acute and chronic condi-
tions by 20 percent, to fewer than 30 days per year for
people aged 65 and older.

Provisional data for 1982 indicate that significant progress
has been made in attaining four of these five goals. Infant mor-
tality declined from 14.1 per 1,000 live births in 1977 to 11.2
in 1982. The death rate for children 1-14 years of age dropped
from 43 per 100,000 in 1977 to 36 in 1982. Since 1977, the
death rate for adolescents and young adults 15-24 years of age
dropped from 117 per 100,000 to 105, and the rate for people
25-64 years of age fell from 540 per 100,000 to 463. The lack
of progress toward the goal for the elderly (36.5 restricted-
activity days per person per year in 1977 and 39.9 days in
1981) may reflect, in part, some conceptual issues associated
with the measurement chosen for tracking, which will be ad-
dressed when the goals and objectives are examined in a future
review. .

Subsequent to the publication of the Surgeon General’s re-
port, more than 500 individuals and organizational representa-
tives from the public and private sectors came together to de-
velop specific and measurable objectives for each of the 15
areas: high blood pressure control; family planning; pregnancy
and infant health; immunization; sexually transmitted diseases;
toxic agent and radiation control; occupational safety and health;
injury prevention; fluoridation and dental health; surveillance
and control of infectious diseases; smoking and health; alcohol
and drug misuse prevention; improved nutrition; physical fitness
and exercise; and control of stress and violent behavior.

These deliberations led to the formulation of objectives
published in Objectives for the Nation. The 15 areas are grouped
under three broad headings—preventive health services, health
protection, and health promotion—and specific, often quantita-
tive targets were established for the objectives. In describing
the breadth of each of the objectives, the emphasis is on achiev-
ing the goals and objectives through a commitment truly na-
tional and not just Federal in scope. Success depends heavily
on a sustained commitment from Americans at every level of
society: in Federal, State, and local government agencies; in
industry and labor; in voluntary health organizations; in schools
and churches; among physicians and other health workers; and
among private citizens. .

For each of the 15 areas, the Public Health Service outlines
the nature and extent of the specific problem area, describes
and evaluates available promotion and prevention measures,
and identifies national objectives. The objectives are presented
under the following headings:

Improved health status.

Reduced risk factors,

Increased public and professional awareness.
Improved services and protection.

Improved surveillance and evaluation systems.
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Every effort was made to establish realistic objectives, consid-
ering limitations in knowledge and resources, that embodied
activities of sufficient impact to contribute to achievement of
the broader goals set out by the Surgeon General.

More recently, attention shifted to the need to identify and
implement measures calculated to attain the specific measurable
objectives and, hence, the major goals. In most instances, a
great deal of activity was underway in the agencies of the Public
Health Service and other parts of the Department of Health
and Human Services, elsewhere in the Federal Government, in
other levels of government, and in the private sector. As noted
earlier, however, recognition of the broad spectrum of activities
underway or envisioned was accompanied by acceptance of
the view that attaining the goals and objectives was to be more
than a Federal effort. Although there is an important role for
the Federal Government, a more comprehensive national effort
is necessary. A major role needs to be played by authorities at
other levels of government and by a wide variety of representa-
tives of the private sector.

Initiative was viewed as a critical ingredient in getting a
robust start toward meeting the objectives and in providing a
role model for other sectors of the health community. The
Public Health Service seized that initiative in spring 1981. In
each of the 15 substantive areas, the Assistant Secretary for
Health assigned agencies of the Public Health Service principal
responsibility for coordinating Public Health Service and re-
lated Federal activities. The lead agencies were designated on
the basis of their statutory or programmatic responsibilities,
experience, and expertise. In collaboration with other agencies
with related or complementary interests and responsibilities,
the lead agencies undertook the task of formulating the Federal
response to the challenge in Objectives for the Nation.

Prior to addressing the objectives themselves, however,
the agencies were charged with the responsibility for reviewing
the objectives within their purview and assigning to each a
measure of its priority. Recognizing the differences in the na-
ture and substance of each of the areas, the lead and collabor-
ating agencies were also afforded the latitude to devise and
specify the criteria for assigning priority levels. The criteria
tended to emphasize the feasibility of attaining the objective by
1990 or the year specified; the availability of resources to sup-
port such activity; the state of the science extant and necessary
to attain the objectives; and the prospects for progress, Ad-
ministration policy, and the degree to which Federal interven-
tion (as opposed, for example, to some other level of govern-
ment) is a critical element in attaining a particular objective.

Once the priorities had been assigned, implementation plans
were developed for all of the objectives other than those as-
signed a low priority. The implementation plans themselves
grew out of a collaborative and iterative process among the
agencies. Although the scope of the activity described in the
plans is confined to the Federal level, many of the actions call
for financial support or technical resources or information for
State and local agencies. The implementation plans were clearly
developed to facilitate joint efforts with agencies and organiza-
tions at levels and within sectors other than the Federal
Government.

The implementation plans have been published as a supple-



ment to Public Health Reports! entitled Promoting Health/
Preventing Disease: Public Health Service Implementation
Plans for Attaining the Objectives for the Nation (referred to
below as Implementation Plans). The plans are presented
under the same substantive headings as in Objectives for the
Nation. Each of the 15 sections contains the following elements:

1. A brief summary of the problem.

2. Priority objectives for the Federal effort to improve health,
reduce risk factors, increase public and professional aware-
ness, improve services and protection, and improve sur-
veillance and evaluation systems.

3. The role of the Federal Government in leading, catalyzing,
and providing strategic support for prevention efforts, as
well as areas in which State, local, or private sector ac-
tivities can complement or supplement those of the Federal
Government toward the achievement of a specific objective.

4, A summary of existing and proposed Federal activities in
the particular prevention area.

5. A list of the cooperating agencies within the Department
of Health and Human Services and of those other Federal
and non-Federal agencies cooperating in the prevention
effort.

The specific plans also include detailed individual charts
for each objective, showing its priority (high or medium), data
sources, the specific implementation steps designed to achieve
it, the agencies responsible for those steps, and the year that
individual steps will be initiated. The charts list both proposed
activities at the time the plans were prepared in late fiscal 1982
and those continued from previous years.

The Assistant Secretary for Health has instituted monthly
progress reviews on the status of activities related to the ob-
jectives. Each month, 1 of the 15 priority areas is reviewed.
The sessions afford the lead agencies and their collaborators an
opportunity to report on recent developments in the field and to
present information on progress toward attaining the objectives.
The sessions also provide a forum for discussion of problems
encountered along the way and how they have been or might be
overcome. The proceedings of each session are summarized by
the lead agency and submitted for publication in Public Health
Reports.

Since the inception of the health promotion initiative, sig-
nificant progress has been achieved for certain objectives, as
indicated in the following pages. However, many of the im-
portant activities in the last few years have been directed at
planning, organizing, and coordinating the initiative within the
Department of Health and Human Services and Public Health
Service as well as with the State, local, and private sectors.

Organization and scope of this profile

Responding to the challenges laid down in Healthy People
and Objectives for the Nation and measuring the progress
toward those milestones through the steps outlined in the Im-

lPromoting health/preventing disease: Public Health Service implementation
plans for attaining the objectives for the Nation. Public Health Rep. 98(5) supp.,
Sept.—Oct. 1983.

plementation Plans are complex undertakings. The objectives
and implementation plans are concerned with areas and prob-
lems that can hardly be characterized as static, and there needs
to exist the capacity to identify in an accurate and timely manner
the emergence of unanticipated trends or developments. Along
the road to implementation, the availability of useful informa-
tion to gauge the effects of ongoing efforts and to facilitate the
design of appropriate future activities is of paramount importance.

In the pages that follow, under the 15 subject areas is stated
each objective of high or medium priority for which an imple-
mentation plan has been prepared. At the beginning of each of
the 15 areas, there is a general discussion of the problems in
need of attention and additional comments about particularly
noteworthy developments. Tables displaying data for the base-
line and subsequent years accompany objectives for which
tracking data are available. The goals for 1990 established in
Objectives for the Nation are also shown for easier comparison.
Source notes for tracking data appear below the tables.

The data in this profile can readily be seen as important
tools for those who measure progress and adjust the courses of
activities directed at attainment of the objectives. The data are
not, however, without limitations and these must be borne in
mind as the profile is studied. The data are essentially national
in nature and mask any regional differences that may exist.
These differences may be important as a basis for altered ap-
proaches to particular objectives. Care also needs to be taken
in examining the data reported and the objective as stated to
assure that they reflect comparable populations. In some cases,
the objectives were specified using age or other classifications
different from those commonly used in collecting and display-
ing certain types of data. Because of limitations imposed by the
periodicity cycles within which different data are collected, the
year for which the most current data are available may vary
from objective to objective.

Baseline data for some of the objectives as they appear in
Prevention Profile have been modified from those in Objectives
Jor the Nation. In some instances, population figures from the
1980 decennial census have been used to recompute rates.
More appropriate data sources have been found for some areas;
and in others, the earlier baseline data have been deleted pend-
ing recommendations for modifications.

The profile includes objectives for which no data, baseline
or otherwise, are available. This problem confronts those who
prepare the profile as well as those who develop the tracking
system described earlier. The nature of the problem and pos-
sible approaches have been discussed at some length elsewhere.?

All objectives are elements of a dynamic process. The ob-
jectives and implementation plans have been and will continue
to be the focus of periodic reviews by Federal health program
and policy officials at a variety of levels and to varying degrees
of detail. One example is the monthly review session conducted
by the Assistant Secretary for Health. As mentioned, a sum-
mary of the proceedings of the progress review is prepared for
publication in Public Health Reports.

2Green, L. W., Wilson, R. W., and Bauer, K. G.: Data requirements to measure
progress on the objectives for the Nation in health promotion and disease pre-
vention. Am. J. Public Health 713(1):18-24, Jan. 1983.
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A more comprehensive review of the activities of the De-
partment of Health and Human Services in health promotion
and disease prevention, including an overview of the resources
allocated by various agencies to the several priority areas, is
published periodically in the Public Health Service series en-
titled Prevention. (See, for example, Prevention '82.)

In addition to the progress review sessions, revisions or
modifications will continue to be proposed in other settings in
light of documented experience, the development or acquisition
of new knowledge, the identification of new problems capable
of being addressed through the objectives process, or changes
in the character or priorities of affected programs. Continued
attention to the objectives and the implementation plans will go
a long way toward assuring that they represent the best as-
sessment at a given point of the measures within the grasp of
the Federal Government and available to enhance progress
toward our national prevention goals.

High blood pressure control

An estimated 60 million Americans have elevated blood
pressure that increases their risk of illness and premature death.
Of these persons approximately 35 million nced some form of
continuing treatment. Of the remaining 25 million some may
require treatment, but all require, at a minimum, medical sur-
veillance. (These estimates, which are based on multiple sources
of data from the early 1970’s, are currently under revision
using more recent data.) Untreated hypertension is the largest
single contributor to stroke and a major contributor to heart
disease and kidney failure.

The National High Blood Pressure Education Program,
started in 1972, has helped to improve hypertension control in
the Nation. With providers and the public better informed about
hypertension, patient visits and medication prescriptions for
hypertension have increased, as has the number of persons
whose hypertension is well controlled. Associated death rates,
especially from strokes, have declined rapidly and dramatically.

However, because high blood pressure is asymptomatic, a
large number of people are unaware of their condition. Thus,
the 1990 objectives for high blood pressure control give priority
to the need for increasing professional and public awareness of
the possibilities for high blood pressure control and the need
for improved surveillance, detection, and control of high blood
pressure. Although the data indicate that the percent of the
population aware of their condition and successfully controlling
it with medication has significantly increased during the past
several years, an estimated 27 percent of the adults 25-74
years of age diagnosed as hypertensive in the National Health
and Nutrition Examination Survey of 1976-80 had never been
told previously by a doctor that they had high blood pressure.
(However, 51 percent of those diagnosed in the 1960-62 ex-
amination survey had not been previously diagnosed as having
hypertension.)

The 1990 high blood pressure control objectives also ap-
propriately stress the need for individuals diagnosed as hyper-
tensive to adhere to regimens of high blood pressure control
over their lifetimes. These objectives further emphasize the need
for adults to reduce their intake of sodium, to control their
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weight, and to know the relationship of other risk factors such
as cigarette smoking, elevated blood cholesterol levels, and
diabetes to coronary heart disease and stroke.

Improved health status

By 1990, at least 60 percent of the estimated population
having definite high blood pressure (160/95 mmHg) should
have attained successful long-term blood pressure control, that
is, a blood pressure at or below 140/90 mmHg for 2 years or
more. (High blood pressure control rates vary among com-
munities and States, with a general range from 25 to 60 percent
based on current data. No national baseline is available.)

Reduced risk factors

By 1990, the average daily sodium ingestion (as measured
by excretion) for adults should be reduced at least to the 3—6-
gram range. (Baseline data unavailable.B)?

Increased public and
professional awareness

By 1990, at least 50 percent of adults should be able to
state the principal risk factors for coronary heart disease and
stroke, that is, high blood pressure, cigarette smoking, elevated
blood cholesterol levels, and diabetes. (Data from the survey
The Public and High Blood Pressure, conducted in 1979, show
that 24 percent of the public knew that high blood pressure is a
likely cause of heart trouble, 32 percent reported that cigarette
smoking is a cause, and 11 percent cited cholesterol and fatty
foods as a cause of heart trouble.B)

By 1990, at least 90 percent of adults should be able to
state whether their current blood pressure is normal (below
140/90 mmHg) or elevated, based on a reading taken at the
most recent visit to a medical or dental professional or other
trained reader. (Of persons 17 years of age and over interviewed
in 1974, 47 percent reported that their blood pressure was
normal, high, low, or other based on a reading taken within the
past year; 21 percent had not been told; and 32 percent had not
had their blood pressure taken.B)

Improved services and protection

By 1990, no geopolitical area of the United States should
be without an effective public program to identify persons with
high blood pressure and to follow up on their treatment. (Base-
line data unavailable.)

By 1985, at least 50 percent of processed food sold in
grocery stores should be labeled to inform the consumer of
sodium and caloric content, employing understandable,
standardized, quantitative terms. (In 1979, labeling for sodium

3Same objective in Improved Nutrition,



was rare; the extent of calorie labeling was about 50 percent in
the marketplace.)

Improved surveillance and
evaluation systems

By 1985, a system should be developed to determine the
incidence of high blood pressure, coronary heart disease, con-
gestive heart failure, and hemorrhagic and occlusive strokes.
After demonstrated feasibility, by 1990, ongoing sets of these
data should be developed.

By 1985, a methodology should be developed to assess
categories of high blood pressure control, and a national base-
line study of this status should be completed. Five categories
are suggested: (1) Unaware; (2) aware, not under care;
(3) aware, under care, not controlled; (4) aware, under care,
controlled; and (5) aware, monitored without therapy.

Family planning

Pregnancies among teenagers, among unmarried women,
among women over 34 years of age, and among high-parity
women are all associated with higher than average rates of
maternal and/or infant morbidity and mortality. They are also
more likely than other pregnancies to be unintended. Such
pregnancies can impose psychological and social costs that
often continue throughout the lifetimes of both the mother and
the child.

Family planning increases the ability of individuals to make
and implement their own decisions regarding reproduction.
Family planning includes measures both to prevent unintended
fertility and to overcome infertility. Nevertheless, of the slightly
more than 3 million births in 1976, an estimated 1 million were
unplanned (mistimed or unwanted).

The 1990 family-planning objectives promote both maternal
and infant health as well as the emotional and social health of
individuals and the family. These objectives give priority to
reducing unintended pregnancies to women at increased risk of
naternal and/or infant morbidity and mortality and to reducing
‘mintended pregnancies among certain subgroups of the pop-
ulation that have disproportionately high risks of unintended
pregnancy, such as teenagers, poor women, black women, and
women living in rural areas or on Indian reservations.

Along with the objectives for pregnancy and infant health,
the 1990 family-planning objectives also give priority to reduc-
ing the number of deaths still further through the reduction of
specific risk factors, the improvement of services, and the pro-
motion of public and professional awareness. For example, in
1978, 23.9 percent of the oral contraceptives sold contained
more than 50 micrograms of estrogen; in 1982, this percent
went down to 10.6. This current level is already below the
1990 goal of 15 percent.

The first five objectives address reducing unintended preg-
nancies for women of specific ages or marital status. It is as-
sumed that reductions in overall births or the overall fertility
rate for these women reflect reductions in births from unin-

tended pregnancies because only a small proportion of the births
to these women, especially those in the younger age groups, are
presumed to be intended.

Reduced risk factors

By 1990, there should be virtually no unintended births to
girls 14 years of age and under. Fulfilling this objective would
probably reduce births to this age group to near zero. (In 1978,
there were 10,772 births for this age group.)

Year Births
1978 10,772
1979 10,699
1980 . .. 10,169
1990 ... 0

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

By 1990, the fertility rate* for girls 15 years of age should
be reduced to 10 per 1,000. (In 1978, there were 14.0 births
per 1,000 for this age group.B)

Year Fertility rate
UEHE cccooosoocronnnnannnocovooanac 14.0
VeI ccooooscoccoooosnncnccnosnanne 14.0
UEZD cooo0000cco00aanannnnoaannoaoc 14.2
VEED coos0a0cc00000aannocannanancco 10.0

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

By 1990, the fertility rate* for girls 16 years of age should
be reduced to 25 per 1,000. (In 1978, there were 31.0 births
per 1,000 for this age group.B)

Year Fertility rate
1978 . 31.0
7)o o e 00000 06Ca000a0a0000 0090000 309
1980 . ... e 30.9
1990 .. . 25.0

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

By 1990, the fertility rate* for girls 17 years of age should
be reduced to 45 per 1,000. (In 1978, there were 51.0 births
per 1,000 for this age group.B)

Year Fertility rate
1978 . e 51.0
1979 . 51.4
1980 . ... e 51.8
1990 . ... e 45.0

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

4The fertility rate is the number of children born alive to women in an age group
expressed as a rate per 1,000 women in the age group.
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By 1990, reductions in unintended births among single
American women (15-44 years of age) should reduce the fer-
tility rate in this group to 18 per 1,000. (In 1978, there were
25.7 births per 1,000 unmarried women® 15-44 years of age.B)

Year Fertility rate
1978 o 25.7
197 . 27.2
PYEETE s oocccoosannnccnnonsaccanonss 28.4
1980 . ..o 29.4
1990 . .o 18.0

8The method of deriving data by marital status of the mother was
changed in 1980. The rate of 28.4 represents the rate that would
be obtained using the same methodology as 1978 and 1979.

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

By 1990, the proportion of abortions performed in the
second trimester of pregnancy should be reduced to 6 percent,
thereby reducing the death-to-case rate for legal abortions in
the United States to 0.5 per 100,000. (In 1977, 8.6 percent of
legal abortions, excluding deaths from ectopic pregnancy, were
performed at 13 weeks of gestation or over, and the death-to-
case rate was 1.6 per 100,000, excluding deaths from ectopic
pregnancy.)

Percent of abortions

Year after 13 weeks Death rate
1977 o 8.6 1.6
1978 .. ... 8.6 0.6
1979 ... 8.5 1.4
1980 ............ .. 10.0 0.6
1990 .............. 6.0 0.5

SOURCE: Data from Centers for Disease Control, Center for Health
Promotion and Education.

By 1990, the availability of family-planning information
and methods (education, counseling, and medical services) to
all women and men should have sufficiently increased to reduce
by 50 percent the disparity between Americans of different
economic levels in their ability to avoid unplanned births. (In
1976, 52 percent of births that occurred during the previous 5
years reported by ever-married women with family incomes
below the poverty level were unplanned compared with 29.2
percent for women with family incomes of 150 percent of poverty
level or higher.)

Increased public and
professional awareness

By 1990, at least 75 percent of men and women over 14
years of age should be able to describe accurately the various
contraceptive methods, including the relative safety and effec-
tiveness of one method versus the others. (Baseline data un-
available.)

SUnmarried women include the categories single, widowed, and divorced.
6Baseline revised because the Centers for Disease Control collect data on abor-
tions by weeks of gestation.
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Improved services and protection

By 1985, sales of oral contraceptives containing more
than 50 micrograms of estrogen should have been reduced to
15 percent of total sales. (In 1978, 23.9 percent of prepara-
tions sold contained this level.B)

Percent of
Year tablets dispensed
1978 . 23.9
1979 . 20.6
1980 ... e 171
1981 .. e 13.6
1982 . 10.6
1985 .. ... 15.0

SOURCE: Data from Food and Drug Administration. Based on data
from the National Prescription Audit, IMS America, Ambler, Pa.

By 1985, 100 percent of federally funded family-planning
programs should have an established routine for providing an
initial infertility assessment, either directly or through referral.
(Baseline data unavailable.)

Pregnancy and infant health

Among the principal threats to infant health are birth de-
fects that can lead to lifelong handicapping conditions and
problems associated with low birth weight, which, in turn, can
increase a newborn’s risk of illness and death. Today, approx-
imately 7 percent of all babies are of low birth weight (less than
2,500 grams). Unfortunately, many children are born to women
with an increased risk of having a low-birth-weight infant, that
is, women making no prenatal visit during the first trimester
and teenagers. The proportion of women receiving prenatal
care during the first 3 months of pregnancy has increased—
from 68 to 74 percent during the years 1969-80. However,
this means that in 1980 approximately 1 out of 4 women giving
birth had made no prenatal visit during the first trimester anc
1 out of 20 had made no prenatal visit during the first tw
trimesters.

Although the infant mortality rate dropped from 20 deat!
per 1,000 live births in 1970 to 13 deaths per 1,000 live birt
in 1979, significant disparities exist in the infant mortality rat.
of different population groups. These differences are associate
with a variety of factors, including those related to the health of
the mother before and during pregnancy as well as parental
socioeconomic status and lifestyle characteristics.

The factors underlying improvements in infant health are
complex but include increased access to high-quality prenatal
services, increased availability of regionalized systems of peri-
natal care, advances in technology, nutrition, and immunization
levels. The 1990 pregnancy and infant health objectives ap-
propriately give priority to initiatives in these areas. In addition,
these objectives emphasize neonatal care and continued pre-
ventive services during the first year of life. In 1980, all States
were conducting phenylketonuria (PKU) screening programs,
and 48 States were screening for hypothyroidism. Currently,
almost all States have had legislation introduced on the use of
seatbelts for infants and children. In addition to the objectives
for pregnancy and infant health directed at reducing infant



mortality, assuring all infants a healthy start in life, and en-
hancing the lives of their mothers, the 1990 family-planning
objectives address similar issues.

Improved health status

By 1990, the infant mortality rate’ should be reduced to no
more than 9 deaths per 1,000 live births. (In 1978, the infant
mortality rate was 13.8 per 1,000 live births.)

Infant mortality
Year rate
1978 i i 13.8
1979 (it e 13.1
1980 .ttt e e 12.6
19818, L e 11.7
1890 ..ttt e 9.0

3Provisional data.

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

By 1990, no county and no racial or ethnic group of the
population (for example, white people, black people, American
Indians, people of Hispanic origin) should have an infant mor-
tality rate’ in excess of 12 deaths per 1,000 live births. (In
1978, the infant mortality rate for white people was 12.0 per
1,000 live births; for black people 23.1 per 1,000 live births;
for American Indians 13.7 per 1,000 live births; the rate for
people of Hispanic origin was not available separately.)

Infant mortality rate

American  Hispanic
Year White®  Black Indian origin
1978......... 12.0 23.1 13.7 ---
1979......... 11.4 21.8 15.2 ---
1980......... 11.0 21.4 13.2 ---
1990......... P 12.0 12.0 12.0

2Data for white people shown for comparison.

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

By 1990, the neonatal mortality rate® should be reduced to
no more than 6.5 deaths per 1,000 live births. (In 1978, the
neonatal mortality rate was 9.5 per 1,000 live births.)

Neonatal mortality

Year rate
1978, i i e 9.5
1978, e 8.9
1980. ... e 8.5
19812 . e e 7.8
1890. i 6.5

3Provisional data.

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

TThe infant mortality rate is the number of deaths of infants under 1 year of age
expressed as a rate per 1,000 live births.

3The neonatal mortality rate is the number of deaths of infants under 28 days of
age expressed as a rate per 1,000 live births.

By 1990, the perinatal mortality rate® should be reduced
to no more than 5.5 per 1,000. (In 1977, the perinatal mortality
rate was 15.4 per 1,000.)

Perinatal mortality
Year rate
1977 i it 15.4
1978 . i e e 14.6
1979 . e i 13.8
1980 . .t i i e 12.8
1990 . . e 5.5

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

By 1990, the maternal mortality rate!® should not exceed
5 per 100,000 live births for any county or for any racial or
ethnic group (for example, white people, black people, Ameri-
can Indians, people of Hispanic origin). (In 1978, the overall
rate was 9.6—the rate for white people was 6.4, the rate for
black people was 25.0, the rate for American Indians was 12.1,
the rate for people of Hispanic origin was not available sep-
arately.)

Maternal mortality rate

American  Hispanic
Year Total White Black Indian origin
1978.... 9.6 6.4 25.0 a12.1 ---
1979.... 9.6 6.4 25.1 11.7 ---
1980.... 9.2 6.7 215 28,2 ---
1981b. .. 7.7 --- --- --- ---
1990.... 5.0 5.0 5.0 5.0 5.0

2Based on very small frequencies and should be interpreted with
caution. There were 4 maternal deaths in 1978, 4 in 1979, and
3in 1980.

bprovisional data.

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

Reduced risk factors

By 1990, low-birth-weight babies (weighing less than 2,500
grams) should constitute no more than 5 percent of all live
births. (In 1978, the proportion was 7.1 percent of all births.)

Percent low

Year birth weight
19782 i e e, 71
1979 . e 6.9
1980 e 6.8
1990 . . e 5.0

3Includes babies weighing 2,500 grams.

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

By 1990, no county and no racial or ethnic group of the
population (for example, white people, black people, American

9The perinatal mortality rate is the number of fetal deaths at 28-weeks gestation
or more (late fetal deaths) plus the number of infant deaths at under 7 days old
expressed as a rate per 1,000 live births plus late fetal deaths.

10The maternal mortality rate is the number of deaths to women from compli-
cations of pregnancy, childbirth, and the puerperium expressed as a rate per
100,000 live births.
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Indians, people of Hispanic origin) should have a rate of low-
birth-weight infants (weighing less than 2,500 grams) that ex-
ceeds 9 percent of all live births. (In 1978, the rate for white
people was 5.9 percent, for black people 12.9 percent, for
American Indians 6.7 percent, and for people of Hispanic
origin!! 6.7 percent.)

Percent low birth weight

American  Hispanic
Year White  Black Indian origin
19782 ........ 5.9 12.9 6.7 6.7
1979 ......... 5.8 12.6 6.4 6.1
1980 ......... 5.7 12.5 6.5 6.1
1990 ......... 9.0 9.0 9.0 9.0

3ncludes babies weighing 2,500 grams.

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

By 1990, the majority of infants should leave hospitals in
car safety carriers. (Baseline data unavailable.)

Increased public and
professional awareness

By 1990, 85 percent of women of childbearing age should
be able to choose foods wisely (state special nutritional needs
of pregnancy) and understand the hazards of smoking, alcohol,
pharmaceutical products, and other drugs during pregnancy
and lactation. (Baseline data unavailable.)

Improved services and protection

By 1990, virtually all women and infants should be served
at levels appropriate to their need by a regionalized system of
primary, secondary and tertiary care for prenatal, maternal,
and perinatal health services.

By 1990, the proportion of women in any county or racial
or ethnic group (for example, white people, black people,
American Indians, people of Hispanic origin) who obtain no
prenatal care during the first trimester of pregnancy should not
exceed 10 percent. (In 1978, 21.8 percent of white mothers,
39.8 percent of black mothers, 43.7 percent of American Indian
mothers, and 43.0 percent of Hispanic mothers!! received no
prenatal care during the first trimester.)

Percent with no prenatal care
during 1st trimester

- American  Hispanic
Year White  Black Indian origin
1978 ... ..., 21.8 39.8 43.7 43.0
1979 ......... 209 384 41.3 39.5
1980 ......... 20.7 37.3 41.3 39.8
1990 ......... 10.0 10.0 10.0 10.0

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

pata for people of Hispanic origin available only for States with an Hispanic-
origin item on their birth certificates. In 1978, there were 17 States; in 1979, 19
States; and in 1980, 22 States.
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By 1990, virtually all newborns should be provided neo-
natal screening for metabolic disorders for which effective and
efficient tests and treatments are available (for example,
phenylketonuria (PKU) and congenital hypothyroidism). (In
1978, about 75 percent of newborns were screened for PKU;
about 3 percent were screened for hypothyroidism in the early
1970’s.)

By 1990, virtually all infants should be able to participate
in primary health care that includes well-child care; growth
development assessment; immunization; screening, diagnosis,
and treatment for conditions requiring special services; appro-
priate counseling regarding nutrition, automobile safety, and
prevention of other accidents such as poisonings. (Baseline data
unavailable.)

Immunization

The seven major childhood infectious diseases—measles,
mumps, rubella, polio, diphtheria, pertussis, and tetanus—can
in some cases cause permanent disability or death. They all
can be prevented by immunization. Vaccines are among the
safest and most effective measures for the prevention of infec-
tious and communicable diseases. The introduction and wide-
spread use of vaccines have resulted in dramatic declines in the
incidence of these seven diseases. For example, the number of
reported cases of measles has dropped from 13,597 in 1979 to
1,697 in 1982 and the number of reported cases of rubella has
dropped from 11,975 to 2,283. (Since the establishment of the
1990 immunization objectives, the Department of Health and
Human Services has proposed a major initiative to eliminate
the indigenous occurrence of measles.)

Immunization is required by law for first entry into school
in all 50 States and the District of Columbia. Data for the school
year 1981-82 suggest that at least 95 percent of the children
entering kindergarten or first grade had been immunized against
measles, rubella, mumps, polio, and diphtheria, tetanus, and
pertussis (DTP). For all these diseases, immunization levels
have reached or exceeded the 1990 goal for the Nation.

Although increasingly higher proportions of specific target
populations have been vaccinated in recent years, more vigorous
efforts in this area are required. The 1990 objectives give priority
to establishing an effective nationwide system for assuring that
routine immunizations are delivered to targeted susceptible
populations and that high-risk patients are protected with the
vaccines now available to reduce the risk of influenza, hepatitis
B, and pneumococcal pneumonia. Immunization strategies to
combat these vaccine-preventable diseases are being reviewed
and updated.

The 1990 objectives also emphasize the need for the on-
going education and motivation of the general public and health
care providers about the need to continue routine immuniza-
tions. In fiscal year 1982, 35 of 52 reporting areas had im-
munization projects with components to instruct mothers of
newborns on the immunization schedules for their babies prior
to their leaving the hospital or just after home birth. Such efforts
are essential to maintain and extend past successes, because,



with the exception of smallpox, causes have not been eliminated
and the risk from infectious diseases continues.

Improved health status

By 1990, reported measles incidence should be reduced to
less than 500 cases per year—all imported or within two gen-
erations of importation. (In 1979, 13,597 measles cases were
reported.)

Year Cases of measles
1979 i i e e 13,597
1980 .ttt it et e ee i 13,506
1981 i e e 3,124
1982 it i et i e 1,697
1890 (it s e 500

SOURCE: Data from Centers for Disease Control, Center for
Prevention Services.

By 1990, reported mumps incidence should be reduced to
less than 1,000 cases per year. (In 1979, 14,225 mumps cases
were reported.)

Year Cases of mumps
1979 i e i e 14,225
1980 . it it e 8,576
LI L A 4,941
1982 (i e 5,196
1980 ... e e 1,000

SOURCE: Data from Centers for Disease Control, Center for
Prevention Services.

By 1990, reported rubella incidence should be reduced to
less than 1,000 cases per year. (In 1979, 11,795 rubella cases
were reported.)

Year Cases of rubella
1979, i e 11,795
1980, . ittt e 3,904
1981, . e s 2,077
L 2,283
1990, i e i e e 1,000

SOURCE: Data from Centers for Disease Control, Center for
Prevention Services.

By 1990, reported congenital rubella syndrome incidence
should be reduced to less than 10 cases per year. (In 1979, 62
new cases of congenital rubella syndrome were reported.)

New cases of

congenital
Year rubella syndrome
L 2 62
1980. . it e 50
1981, . e 19
1982, o e 7
1980, . it it i e e 10

SOURCE: Data from Centers for Disease Control, Center for
Prevention Services.

By 1990, reported diphtheria incidence should be reduced
to less than 50 cases per year. (In 1979, 59 diphtheria cases
were reported.)!2

Cases of

Year diphtheria
1979, e e e 59
1980. .o e 3
5= 3 5
1982, i e e 3
1990, . e e 50

SOURCE: Data from Centers for Disease Control, Center for
Prevention Services.

By 1990, reported pertussis incidence should be reduced
to less than 1,000 cases per year. (In 1979, 1,623 pertussis
cases were reported.B)

Year Cases of pertussis
1979 . i e i i 1,623
1980. .. it 1,730
1981 .. e e 1,248
1982 . . i e 1,784
1990 . . i e 1,000

SOURCE: Data from Centers for Disease Control, Center for
Prevention Services.

By 1990, reported tetanus incidence should be reduced to
less than 50 cases per year. (In 1979, 81 tetanus cases were
reported.)

Year Cases of tetanus
1979 i e 81
1980 ...t e 95
= 2 e 72
1982 . i e, 81
1980 . i i e 50

SOURCE: Data from Centers for Disease Control, Center for
Prevention Services.

By 1990, reported polio incidence should be less than 10
cases per year. (In 1979, 26 paralytic polio cases were
reported.)

Cases of
Year paralytic polio
1979 (i e e e e 26
1980 ..ot e e e 8
1981 o e i e e 6
1982 .. e e 7
1990 .ot e i e it 10

SOURCE: Data from Centers for Disease Control, Center for
Prevention Services.

I2The incidence of diphtheria includes cases of cutaneous and noncutaneous
diphtheria combined. The inconsistent reporting of cutaneous diphtheria since
1979 probably contributes to the decrease in reported cases of diphtheria after
1979. (See Centers for Disease Control: Annual summary 1981, Reported
morbidity and mortality in the United States. MMWR 30(54):32, 1982.)
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Increased public and
professional awareness

By 1990, all mothers of newborns should receive instruc-
tion prior to leaving the hospital or after home births on im-
munization schedules for their babies. (Of 52 reporting areas in
fiscal year 1981, 14 had projects with education programs in
which mothers receive such instruction. These projects cover
mothers receiving services from public programs.)

Federally funded
Fiscal year profects
1981 e 14
1982 . e e 35
1990 . .. e 52

SOURCE: Data from Centers for Disease Control, Center for
Prevention Services.

Improved services and protection

By 1990, at least 90 percent of all children should have
completed their basic immunization series by age 2—measles,
mumps, rubella, polio, diphtheria, tetanus, and pertussis. (In
1979 over 50 percent of children 2 years of age had received
vaccinations for each of the diseases.B1?)

Percent vaccinated®

Year Measles  Rubella Mumps  Polio® DTP®
1979... 80.8 80.0 70.1 76.3 82.1
1980... 83.0 B83.2 80.2 80.7 87.0
1981... 81.5 83.9 79.1 80.9 87.6
1990... 90.0 90.0 90.0 90.0 90.0

aBased on a subsample of respondents in the U.S. Immunization
Survey of 1979—-1981. The subsample includes only respondents
stating that they used immunization records as a reference. The
subsample size is approximately one-third of the total sample size.
b3 or mare vaccinations.

SOURCE: Data from Centers for Disease Control, Center for
Prevention Services.

By 1990, at least 95 percent of children attending licensed
day care facilities and kindergarten through 12th grade should
be fully immunized. (Based on data collected during the 1978-79
school year, the immunization level for measles, rubella, polio
and DTP was about 90 percent for first school entrants and
lower overall,!4)

Percent of new entrants vaccinated?®

School
year Measles Rubella Mumps Polio DTP
1978-79 ... 93 91 83 92 92
1879-80 ... 94 93 86 93 94
1980-81 ... 96 96 92 95 95
1981-82 ... 97 97 95 96 96
1990-91 ... 95 95 95 95 95

3Kindergarten or first grade.

SOURCE: Data from Centers for Disease Control, Center for
Prevention Services.

13pata for each disease is collected independently.

14D ata for each disease is collected independently; however, because of current
school laws the percents probably reflect the general level of fully immunized
students at the kindergarten and first grade levels.
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By 1990, at least 60 percent of people in high-risk popula
tions!3 as defined by the Immunization Practices Advison
Committee of the Public Health Service should be receivin;
annual immunization against influenza. (In 1979, about 1¢
percent of people in high-risk populations were immunized.B)

Percent of
high-risk

population

Year immunized
1979 . e e e 18
1980 . . i e e 16
1981 . . e e e 16
1990, . e e 60

SOURCE: Data from Centers for Disease Control, Center for
Prevention Services.

By 1990, at least 60 percent of high-risk populations!$ a:
defined by the Immunization Practices Advisory Committee o
the Public Health Service should have received vaccinatior
against pneumococcal pneumonia. (Baseline data unavailable.,

By 1990, at least 50 percent of people in populations desig
nated as targets by the Immunization Practices Advisory Com:
mittee of the Public Health Service should be immunized withir
5 years of licensure of new vaccines for routine clinical use.!?

By 1985, the Nation should have a plan in place to moun
mass immunization programs in the face of possible epidemic:
of influenza or other epidemic diseases for which vaccines may
exist.

Improved surveillance and
evaluation systems

By 1990, at least 95 percent of all children 18 years of ag
and under should have up-to-date official immunization record
in a uniform format using common guidelines for completion o
immunization. (Baseline data unavailable.)

By 1990, surveillance systems should be sufficiently im
proved so that (1) at least 90 percent of those hospitalized anc
50 percent of those not hospitalized with vaccine-preventabli
diseases of childhood are reported, and (2) uniform case defini
tions are used nationwide. (Baseline data unavailable.)

15The high-risk population includes older persons, particularly those 65 year:
of age and over, and others, including children, with certain predisposing chronic
conditions.

16The high-risk population includes children under 2 years of age with spleni
dysfunction or anatomic asplenia and adults and children over 2 years of age
with certain predisposing chronic conditions.

17V accines may be developed for people at risk of getting hepatitis A; otiti:
media (S. pneumoniae and H. influenzae); selected respiratory and enteric
viruses; meningitis (group B N. meningitides, S. pneumoniae, H, influenzae)
Same objective in Surveillance and Control of Infectious Diseases.



Sexually transmitted diseases

Over 10 million cases of sexually transmitted diseases
(STD) occur annually, 86 percent of them in persons 15-29
years of age. Gonorrhea, nongonococcal urethritis, genital
herpes, and syphilis are among the most common STD’s. In
1950, the reported incidence of all types of syphilis was 146
per 100,000 population; it decreased to 30 per 100,000 by
1978 but increased to 32.9 in 1982. By contrast, during the
same period, the reported incidence of gonorrhea increased
from 192 to 468 cases per 100,000 in 1978 and then decreased
to 418 in 1982. In addition to the large number of syphilis and
gonorrhea cases, 2.5 million cases of nongonococcal urethritis
and 500,000 cases of genital herpes occur annually. The most
serious complications caused by sexually transmitted agents
are pelvic inflammatory disease, sterility, infant pneumonia,
infant death, birth defects, and mental retardation.

There is clear evidence that both the quality of the services
and the attitudes with which they are delivered are important in
attracting those who need STD services. Although existing
programs are interrupting the transmission of syphilis and
gonorrhea, many vulnerable groups are not yet being served.
To approach them effectively requires not only the efforts of
STD clinics and investigators but also those of family-planning
clinics, private physicians, diagnostic and public health labora-
tories, and schools and other educational institutions. The 1990
objectives give priority to reducing the incidence of gonorrhea,
gonococcal pelvic inflammatory disease, primary and secondary
syphilis, and other sexually transmitted diseases through ed-
ucation, particularly at the junior and senior high school level,
preventive vaccination, and improved diagnosis and treatment.
However, this area is one where the measurement of progress
toward the objectives could be affected by public and profes-
sional knowledge and awareness because the rates of reported
STD’s might well increase as more affected people are en-
couraged to seek treatment.

Improved health status

By 1990, reported gonorrhea incidence should be reduced
to a rate of 280 cases per 100,000 population. (In 1979, the
reported incidence was 459 cases per 100,000 population.?)

Reported
incidence
Year of gonorrhea

1979 oo . 459
1980, ... 443
1981, . 435
1982, . e 418
1990. .. . 280

SOURCE: Data from Centers for Disease Control, Center for
Prevention Services.

By 1990, reported incidence of gonococcal pelvic inflam-
matory disease should be reduced to a rate of 60 cases per

100,000 females. (In 1978, the estimated incidence was 133.8
cases per 100,000 females.B)

Estimated incidence
of gonococcal pelvic

Year inflammatory disease
1978 i s 133.8
1979 . 131.7
1980 .. oo 127.1
1981 . 1231
1982 ... .. 116.6
1990 .. ... 60.0

SOURCE: Data from Centers for Disease Control, Center for
Prevention Services.

By 1990, reported incidence of primary and secondary
syphilis should be reduced to a rate of 7 cases per 100,000
population per year, with a reduction in congenital syphilis to
1.5 cases per 100,000 live births. (In 1979, the reported in-
cidence of primary and secondary syphilis was 11 cases per
100,000 population and of congenital syphilis was 3.5 cases per
100,000 live births.B)

Reported incidence
of primary and

Reported incidence
of congenital

Year secondary syphilis syphilis
1979........ 11 35
1980........ 12 3.0
1981........ 14 4.4
1982........ 15 4.3
1990........ 7 1.5

SOURCE: Data from Centers for Disease Control, Center for
Prevention Services.

Increased public and
professional awareness

By 1990, every junior and senior high school student in the
United States should receive accurate, timely education about
sexually transmitted diseases. (Currently, 70 percent of school
systems provide some information about sexually transmitted
diseases, but the quality and timing of the communication varies

greatly.)

By 19835, at least 95 percent of health care providers seeing
suspected cases of sexually transmitted diseases should be
capable of diagnosing and treating all currently recognized
sexually transmitted diseases, including: genital herpes diag-
nosis by culture, therapy (if available), and patient education;
hepatitis B diagnosis among homosexual men, prevention
through a vaccine, and patient education; and nongonococcal
urethritis diagnosis, therapy, and patient education. (Baseline
data unavailable.)

Toxic agent and radiation control

Toxic agents include substances or materials that may
cause cancer, skin disorders, behavioral and physical abnor-
malities, growth impairments, or otherwise adversely affect the
reproductive system, nervous system, or specific organs such
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as the liver or kidney. More than 2,000 chemicals are suspected
carcinogens in laboratory animals. More than 20 agents are
known to be associated with birth defects in humans; 47 at-
mospheric contaminants have been identified in animal studies
as carcinogens and 128 as mutagens. Of the 765 contaminants
identified in drinking water, 12 are recognized carcinogens, 31
suspected carcinogens, and 59 mutagens. Radiation has known
carcinogenic and genetic effects at significant levels of exposure.
Moreover, new evidence pointing to previously unsuspected
associations between specific substances and disease continues
to unfold.

The 1990 toxic agent and radiation control objectives take
into account the complexities involved in establishing and
carrying out measures designed (1) to limit or reduce exposures
to toxic substances or materials that are already known to exist
and (2) to hasten the detection of currently unknown hazards.
Because of uncertainties about the exposure-to-disease relation-
ship of many declared toxic substances as well as uncertainties
about other factors, the 1990 toxic agent and radiation control
objectives focus on reducing risk factors, increasing public and
professional awareness, and improving services and protection,
rather than on targeting measures of improved health status.
Furthermore, the necessary surveillance and monitoring sys-
tems are not in place, although the authority to develop them
has been established.

Attaining the 1990 improvements is expected to yield, over
the long term, a slowing of the rate of increase or, optimally, a
reduction in the incidence of cancer, birth defects, and respir-
atory and other acute or chronic conditions. However, the suc-
cess of attaining both the short-term and the implicit long-term
toxic control objectives depends upon making complementary
the various legislative, regulatory, economic, and technologic
measures that must be applied to protecting the public from the
hazards of exposure to toxic agents.

Improved health status

By 1990, 80 percent of communities should experience a
prevalence rate of lead toxicity of less than 500 per 100,000
among children 1-5 years of age. (In 1976-80, the estimated
prevalence of lead toxicity among children 6 months—5 years
of age was 4,000 per 100,000 nationally.B)©

By 1990, significant progress should have been made
toward preventing birth defects or miscarriages resulting from
exposure to toxic substances through environmental interven-
tions based on current information and expansion of the knowl-
edge base related to hazardous substances and their effects on
reproduction. (Baseline data unavailable.)?

Reduced risk factors

By 1990, the number of medically unnecessary diagnostic
X-ray examinations should be reduced by some 50 million
examinations annually. (In 1980, the number of diagnostic
X-ray examinations performed in the United States was 260
million, of which 80 million were estimated to be medically
unnecessary.B)
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Increased public and
professional awareness

By 1990, at least half of all adults should be able to accur-
ately report an accessible source of information on toxic sub-
stances to which they may be exposed, including information
on interactions with other factors such as smoking and medica-
tions. (Baseline data unavailable.)

By 1990, at least half of all people 15 years of age and
over should be able to identify the major categories of environ-
mental threats to health and note some of the health conse-
quences of those threats. (Baseline data unavailable.)

By 1990, at least 70 percent of all primary care physicians
should be able to identify the principal health consequences of
exposure to each of the major categories of environmental threats
to health. (Baseline data unavailable.)

Improved services and protection

By 1990, at least 90 percent of all children 1-5 years of

age identified with lead toxicity should have been brought under

medical and environmental managenient. (Baseline data un-
available.B)©

By 1990, every individual residing in an area of a popula-
tion density greater than 20 per square mile or in an area of
particularly high risk, should be protected by an early warning
system designed to detect the most serious environmental
hazards posing imminent threats to health. (Baseline data un-
available.)

By 1990, every populated area of the country should be
able to be reached within 6 hours by an emergency response
team in the event of exposure to an environmental hazard posing
acute threats to health from a toxic agent, chemical, and/or
radiation. (Baseline data unavailable.)

Improved surveillance and
evaluation systems

By 1990, a broad scale surveillance and monitoring system
should have been planned to discern and measure known en-
vironmental hazards of a continuing nature as well as those

resulting from isolated incidents. Such activities should be con- "

tinuously carried out at both Federal and State levels.

By 1990, a central clearinghouse for observations of agent-
disease relationships and host susceptibility factors should be
fully operational, as well as a national environmental data reg-
istry to collect and catalog information on concentrations of
hazardous agents in air, food, and water.



Occupational safety and health

Many of the Nation’s approximately 100 million workers
are exposed to occupational health hazards. Work conditions
can generate serious threats to health through daily exposure to
risks such as toxic chemicals, asbestos, coal dust, cotton fiber,
ionizing radiation, physical hazards, excessive noise, as well as
stress. Exposure to these toxic chemicals or physical hazards
can lead to a broad range of health problems, including injuries,
loss of hearing and other senses, cancer, degenerative disease
in a number of vital organ systems, birth defects, and genetic
changes. Many workers are inadequately protected from hazards
in the workplace. Thousands of workers die each year from
occupation-related illnesses and additional thousands suffer
some type of occupation-related disease.

The 1990 occupational safety and health objectives en-
courage a reduction in deaths and disease from exposure to
occupational hazards through health promotion and health pro-
tection measures that (1) address the design or alteration of the
work environment to prevent exposures and injuries; (2) specify
health hazard evaluations and studies for the purpose of sur-
veillance and epidemiologic investigation; and (3) provide em-
ployees with stress reduction, health education, and physical
fitness activities.

The 1981 lost work days rate of 60.4 per 100 workers
continued a downward trend from 66.2 in 1979. The 1981 rate
of 8.1 work-related injuries per 100 workers—down from 9.2
in 1978—was already below the 1990 goal of 8.3.

Improved health status

By 1990, workplace accident deaths for firms or employers
with 11 or more employees should be reduced to less than
3,750 per year. (In 1978, there were 4,590 work-related deaths
for firms or employers with 11 or more employees.?)

Work-related

Year deaths
1978 . e 4,590
1979 4,950
1980 ..o 4,400
1981 .. 4,370
1990 . ... 3,750

SOURCE: Data from Bureau of Labor Statistics.

By 1990, the rate of work-related injuries should be reduced
to 8.3 cases per 100 full-time workers. (In 1978, there were
9.2 cases per 100 workers.)

Work-related

Year injuries rate
1978 . 9.2
1979 . 9.2
1980 ..o 8.5
1981 .. 8.1
18990 ... 8.3

SOURCE: Data from Bureau of Labor Statistics.

By 1990, lost workdays from injuries should be reduced to
55 per 100 workers annually. (In 1978, 62.1 days per 100
workers were lost.)

Lost workdays

Year rate
1978 . 62.1
1979 . 66.2
1980 .. ... 63.7
1981 .. 60.4
1990 . .. 55.0

SOURCE: Data from Bureau of Labor Statistics.

By 1990, the incidence of compensable occupational der-
matitis should be reduced to about 60,000 cases. (In 1978,
there were approximately 65,900 cases of occupation-related
skin diseases or disorders.#)

Cases of
Year skin disease
1978 . . 65,900
1979 . . e 67,900
1980 . .. e 56,200
1990 . .. .. e 60,000

SOURCE: Data from Bureau of Labor Statistics.

By 1990, among workers newly exposed after 1985, there
should be virtually no new cases of four preventable occupa-
tional diseases—asbestosis, byssinosis, silicosis, and coal
workers’ pneumoconiosis. (In 1979, there were an estimated
5,000 cases of asbestosis; in 1977, an estimated 84,000 cases
of byssinosis were expected in active workers; in 1979, an esti-
mated 60,000 cases of silicosis were expected among active
workers in mining, foundries, stone, clay and glass products,
and abrasive blasting; in 1974, there were an estimated 19,400
cases of coal workers’ pneumoconiosis. Baseline data on in-
cidence unavailable.)

By 1990, the prevalence of occupational noise-induced
hearing loss should be reduced to 415,000 cases. (In 1975,
there were an estimated 462,000 cases of work-related hearing
loss.)

By 1990, occupational heavy metal poisoning (lead, ar-
senic, zinc) should be virtually eliminated. (Baseline data un-
available.)

Reduced risk factors

By 1985, 50 percent of all firms with more than 500 em-
ployees should have an approved plan of hazard control for all
new processes, new equipment, and new installations. (Baseline
data unavailable.)

18nata include all cases of occupation-related skin diseases or disorders, re-

gardless of whether compensation was involved. Baseline revised from that pre-
viously published.
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By 1990, all firms with more than 500 employees should
have an approved plan of hazard control for all new proc-
esses, new equipment, and new installations. (Baseline data
unavailable.)

Increased public and
professional awareness

By 1990, at least 25 percent of workers should be able,
prior to employment, to state the nature of their occupational
health and safety risks and their potential consequences, as
well as be informed of changes in these risks while employed.
(In 1979, an estimated 5 percent of workers were fully informed.)

By 1985, workers should be routinely informed of lifestyle
behaviors and health factors that interact with factors in the
work environment to increase risks of occupational illness and
injuries. (Baseline data unavailable.)

By 1990, at least 70 percent of primary health care pro-
viders should routinely elicit occupational health exposures as
part of patient history and should know how to interpret the
information for patients in an understandable manner. (Baseline
data unavailable.)

By 1990, at least 70 percent of all graduate engineers
should be skilled in the design of plants and processes that
incorporate occupational safety and health control technologies.
(Baseline data unavailable.)

By 1990, the number of health hazard evaluations being
performed annually should increase tenfold; the number of in-
dustrywide studies being performed annually should increase
threefold. (In 1979, the National Institute for Occupational
Safety and Health performed approximately 150 health hazard
evaluations.B)

Health hazard

Year evaluations
V&) coooccovoosaob0000000a00c000 150
1980 it 233
1981 e 413
1982 ot 496
1990 ot 1,500

SOURCE: Data from National Institute for Occupational Safety and
Health.

Improved surveillance and
evaluation systems

By 1985, an ongoing occupational health hazard-illness-
injury coding scheme, survey and surveillance capability should
be developed, including identification of workplace hazards and
related health effects, including cancer, coronary heart disease
and reproductive effects. This system should include adequate
measurements of the severity of work-related disabling injuries.
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By 1985, at least one question about lifetime work history
and known exposures to hazardous substances should be added
to all appropriate existing health data reporting systems, for
example, cancer registries, hospital discharge abstracts, and
death certificates.

Injury prevention

For the past decade, more than 100,000 deaths per year
have been reported in the cause-of-death category “accidents
and adverse effects.”” This category includes deaths principally
caused by motor vehicles, poisonings, falls, drownings, fires,
and burns. In 1981, over half the deaths in this category were
attributable to motor vehicle accidents alone. Further, in 1981,
an estimated 59 million people incurred nonoccupational in-
juries associated with motor vehicles, poisonings, falls, drown-
ings, fires, and burns. Of such injuries, approximately 27 million
occurred in or around the home (including those who work at
home). The lost productivity and other results of nonoccupa-
tional injuries from these causes cost the Nation an estimated
$55 billion during 1981.

The death and injury rates associated with motor vehicles,
poisonings, falls, drownings, fires, and burns are not distributed
evenly among age groups. For example, in 1979 the cause-of-
death category ‘‘accidents and adverse effects™ ranked first for
people 1-44 years of age and accounted for approximately 55
percent of deaths for those 15-24 years of age. Teenagers and
young adults have the highest motor vehicle death rate. Fatal
falls, which occur primarily in the home, disproportionately
take place among the population 75 years of age and over.
Children 10 years of age and under are high risks for burns.

The 1990 injury prevention objectives give priority to re-
ducing deaths from motor vehicles and home injuries, especially
among children, and deaths from falls, residential fires, and
drownings. The injury prevention initiative promotes the use of
child passenger carriers, smoke alarms, and seatbelts and estab-
lishment of rapid response systems for the treatment of injuries.
Thus, achievement of the 1990 injury prevention initiative re-
quires a comprehensive approach that encompasses education,
legislative and regulatory measures, technologic improvements,
and economic incentives.

Improved health status

By 1990, the motor vehicle death rate should be reduced
to no greater than 18 per 100,000 population. (In 1978, it was
23.6 per 100,000 population.B)

Year Death rate
1978 e 23.6
1973 coconnoosoocacooononnonccaosnnn 23.8
TO80 .o s 235
19818, ... . ...t 22.8
1990 ..o 18.0

2Provisional data.

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.



By 1990, the motor vehicle death rate for children under
15 years of age should be reduced to no greater than 5.5 per
100,000 children. (In 1978, it was 9.0 per 100,000.8)

Year Death rate
LI £ - 2 8.0
1979 ettt et e e 8.6
1980 .ottt e i et 8.1
L 7.6
1990 ..ottt it e 5.5

3Provisijonal data.

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

By 1990, the home accident death rate for children under
15 years of age should be no greater than 5.0 per 100,000
children. (In 1978, it was 6.0 per 100,000.8)

Year Death rate
2 7 - T 6.0
1979 it e e 5.7
1980 it it ittt e 5.7
1990 ..t et 5.0

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

By 1990, the death rate from falls should be reduced to no
more than 2 per 100,000 population. (In 1978, it was 6.2 per
100,000 population.B)

Year Death rate
L - Z P 6.2
1970 (i i i e, 5.9
1980 c it e ittt e 5.9
1990 Lttt it i e et e e 2.0

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

By 1990, the death rate from drowning should be reduced
to no more than 1.5 per 100,000 population.© (In 1978, it was
2.6 per 100,000 population.B)

Year Death rate
1978 ot i i i e 2.6
1979 (i et e 2.5
1980 ot i e e e 2.7
1990 (. i e e e 1.5

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

By 1990, the number of tapwater scald injuries requiring
hospital care should be reduced to no more than 2,000 per
year. (Baseline data unavailable.)

By 1990, residential fire deaths should be reduced to no
more than 4,500 per year. (In 1978, there were 5,401 deathsB)

Residential

Year fire deaths
1978 . i e e 5,401
197 . i e 5,299
1980 . . ittt it it et 5,083
1990, .ttt e 4,500

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

Reduced risk factors

By 1990, all birthing centers, physicians, and hospitals
should ensure that at least 50 percent of newborns return home
in certified child passenger carriers. (Baseline data unavailable.)

By 1990, at least 75 percent of residential units should
have a properly placed and functioning smoke detector.C (In
1979, there were approximately 30 million systems.)

Increased public and
professional awareness

By 1990, virtually all primary health care providers should
advise patients about the importance of safety belts and should
include instruction about use of child restraints to prevent in-
juries from motor vehicle accidents as part of their routine in-
teraction with parents. (Baseline data unavailable B)

Improved services and protection

By 1990, at least 75 percent of communities with a popu-
lation over 10,000 should have the capability for ambulance
response and transport within 20 minutes of a call. (Baseline
data unavailable.B)

By 1990, virtually all injured persons in need should have
access to regionalized systems of trauma centers, burn centers,
and spinal cord injury centers. (Baseline data unavailable.®)

By 1990, at least 90 percent of the population should be
living in areas with access to regionalized or metropolitan area
poison control centers!? that provide information on the clinical
management of toxic substance exposures in the home or work
environment. (In 1979, about 30 percent of the population lived
in such areas.)

Percent of

Year population
1979 it e et 30
- 7 40
1890 .. et i e 20

SOURCE: Data from Centers for Disease Control, Center for
Environmental Health.

1%Data limited to poison conirol centers certified by the American Association
of Poison Control Centers.
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Improved surveillance and
evaluation systems

By 1990, at least 75 percent of the States should have
developed a detailed plan for the uniform reporting of injuries.
(In 1981, there were four States with detailed plans for the
uniform reporting of injuries.B)

Fluoridation and dental health

Dental diseases constitute, in the aggregate, one of the
Nation’s most prevalent health problems. Two of the most
common oral diseases are dental caries (tooth decay) and peri-
odontal disease (of the gums and other tissues supporting the
teeth). Tooth decay, which affects 95 percent of Americans,
leads to costs of an estimated $6 billion yearly for treatment.
By the time children reach 17 years of age, 94 percent have
experienced caries and 36 percent have lost one or more per-
manent teeth because of caries.

The 1990 fluoridation and dental health objectives focus
on fluoridation—particularly of community water systems as a
primary instrument of dental health promotion. Current knowl-
edge indicates that fluoridation can reduce the incidence of
dental caries by about 65 percent, reduce the need for multiple-
surface fillings, crowns, and extractions, and significantly in-
crease the number of children who are completely free of cavi-
ties. No other public health measure is as effective in building a
decay-resistant tooth while being available to all without regard
to education or socioeconomic background. From 1960 to 1980,
the percent of the total population receiving the benefits of
fluoridated water increased from 23.0 percent to 51.4 percent.
Nevertheless, only slightly more than half of all Americans
currently have access to fluoridated water despite evidence
supporting its efficacy.

One objective in this area stresses the need for school sys-
tems in areas where community water supplies are not fluori-
dated to be served by their own fluoridated systems. The number
of schools with their own fluoridated water systems increased
from 383 in 1975 to 442 in 1980. However, in measuring
progress toward this specific objective, it is important to re-
member that as more fluoridated community water systems are
developed the need for and the number of independent school
fluoridated water supplies may actually decrease.

Improved health status ~

By 1990, the proportion of 9-year-old children who have
experienced dental caries in their permanent teeth should de-
crease to 60 percent. (In 1971-74, 71 percent of 9-year-old
children had at least one filled, missing due to caries, or un-
treated decayed tooth.)

Improved services and protection

By 1990, at least 95 percent of the population on com-
munity water systems should be receiving the benefits of op-
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timally fluoridated water. (In 1975, the proportion of the popu-
lation on community water systems who were receiving fluori-
dated water was 60 percent.)
Percent on
fluoridated

community
Year water systems

U oorcocaocoonocnoonanaeacccaa 60
1980 . . . ... e e 61

1990 . ... 00 iei et 95

SOURCE: Data from Centers for Disease Control, Center for
Prevention Services.

By 1990, at least 50 percent of school children living in
fluoride-deficient areas that do not have community water sys-
tems should be served by an optimally fluoridated school water
supply. (In 1977, it was about 6 percent.)

Surveillance and control of
infectious diseases

Although pneumonia and influenza are the only infectious
diseases remaining among the 10 leading causes of death in
this country, more than 290 million illnesses from infectious
diseases occur annually. Infectious diseases, such as tubercu-
losis, continue to be more prevalent in poverty areas and areas
with high immigration rates. New demands for disease control
are created with the advent of diseases such as legionellosis
and Acquired Immune Deficiency Syndrome.

Infectious diseases have a significant impact on the popu-
lation when measured by increased social costs, decreased work
productivity, and increased health care costs. Each year, infec-
tious diseases result in millions of days spent in bed, millions of
days lost from work and school, and millions of patient days of
acute hospital care. Antibiotics account for a major portion of
prescription drug costs.

Surveillance, including epidemiologic investigations, is the
basic and essential element of infectious disease control. Ac-
cordingly, the 1990 objectives emphasize the continued devel-
opment and application of effective surveillance techniques as
well as improvements in sanitation, casefinding and control,
the rapidity and accuracy of diagnosis and reporting, the ap-
propriateness of therapy, and the development and use of new
drugs and vaccines, such as the vaccine for hepatitis B (licensed
in 1981). In addition, the 1990 objectives give priority to the
surveillance and control of infectious diseases through the in-
creased use of molecular biology to improve the detection of
new reservoirs of infection, the definition of populations at risk,
the understanding of patterns of contraction of disease, and the
evaluation of control measures. In 1983, three demonstration
computer-based telecommunications systems were established
for routine collection, analysis, and dissemination of surveillance
data, rapid communication of messages, and investigation of
epidemics.



Improved health status

By 1990, the annual estimated incidence of hepatitis B
should be reduced to 20 per 100,000 population. (In 1978, the
estimated incidence was 41 cases per 100,000 population.B)

Estimated
incidence of

Year hepatitis B
R 7 & 2 41
1979, i e e e 42
1980 . i i i et 50
1981 L e e e 55
1990, . ittt i e e e 20

SOURCE: Data from Centers for Disease Control, Center for
Infectious Diseases.

By 1990, the annual reported incidence of tuberculosis
should be reduced to 8 per 100,000 population. (In 1978, the
l reported incidence was 13.1 cases per 100,000 population.)

Reported incidence
Year of tuberculosis
LR 74 2 13.1
1979 i it ei e 12.6
1980 . . ii i 12.3
1981 oo 11.9
1982 . . i i e 11.0
1990 . . it i 8.0

SOURCE: Data from Centers for Disease Control, Center for
Prevention Services.

By 1990, the annual estimated incidence of pneumococcal
pneumonia should be reduced to 115 per 100,000 population,
and the estimated incidence of pneumococcal bacteremia should
be reduced to 7 per 100,000. (In 1979, the incidence of pneu-
mococcal bacteremia was estimated to be 9 cases per 100,000
population,)?®

Estimated
incidence of
pneumococcal

Year bacteremia
1979 . it e i e, 9
1980 . ittt e ie it et ecaaee e g
1 2 9
B 7 9
1990 . ..t i et aa e 7

SOURCE: Data from Centers for Disease Control, Center for
Infectious Diseases.

By 1990, the annual reported incidence of bacterial men-
ingitis should be reduced to 2 per 100,000 population.?! (In

20The incidence of pneumococcal bacteremia is used as an indicator of the
incidence of pneumococcal pneumonia. Therefore, the objective and baseline
" have been revised from those previously published.

210bjective revised from that previously published. Reaching the 1990 goal
depends on licensure of a vaccine by 1988, with an 80 percent efficacy in chil-
dren 6 months of age and over.

1979, the reported incidence was 3 cases per 100,000 popu-
lation.B)

Reported incidence
of bacterial
Year meningitis
1979 i e 3
1980 . ... i 3
2= 3 3
1982 . it 3
1990 ... ..ttt i 2

SOURCE: Data from Centers for Disease Control, Center for
Infectious Diseases.

By 1990, the incidence of nosocomial infection in acute
care hospitals should be reduced by 20 percent of what other-
wise would pertain in the absence of hospital control programs.
(In 1976, an estimated 6 percent of hospital infections were
prevented.B)

Percent
Year reduction
1976 vttt i ettt 6
L 9
1990 .. i et 20

SOURCE: Data from Centers for Disease Control, Center for
Infectious Diseases.

By 1990, the annual estimated incidence of legionellosis
should be reduced to 17 per 100,000 population. (In 1980, it
was estimated to be 20 per 100,000 population.)??

Estimated
incidence of
Year legionellosis
R 0 20
- 1 20
1982 . ottt e 20
1990 . . i et 17

SOURCE: Data from Centers for Disease Control, Center for
Infectious Diseases.

Improved services and protection

By 1990, 95 percent of licensed patient care facilities should
be applying the recommended practices for controlling no-
socomial infections. (Baseline data unavailable.)

By 1990, surveillance and control systems should be cap-
able of responding to and containing: (1) newly recognized dis-
eases and unexpected epidemics of public health significance;
and (2) infections introduced from foreign countries.

By 1990, at Ieast 50 percent of people in populations desig-
nated as targets by the Immunization Practices Advisory Com-

22Objective added since publication of Objectives for the Nation.
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mittee of the Public Health Service should be immunized within
5 years of licensure of new vaccines for routine clinical use.??

Improved surveillance and
evaluation systems

By 1990, data-reporting systems in all States should be
able to monitor trends of common infectious agents not now
subject to traditional public health surveillance (respiratory ill-
nesses, gastrointestinal illnesses, otitis media).

By 1990, all State health departments and appropriate
Federal health agencies should have a computer-based tele-
communications capacity for routine collection, analysis, and
dissemination of surveillance data; rapid communication of
messages; and epidemic aid investigations. (As of June 1983,
three demonstration systems had been established.B)

By 1990, laboratories throughout the country should be
linked for monitoring infectious agents and antibiotic resistance
patterns and for disseminating information.

Smoking and health

Cigarette smoking is the largest single preventable cause
of illness and premature death in the United States. Cigarette
smokers have a 70 percent higher overall death rate than non-
smokers, and tobacco is associated with an estimate in excess
of 300,000 premature deaths per year. The major single cause
of cancer mortality in the United States is cigarette smoking,
contributing to more than 100,000 cancer deaths annually.
Smoking is a causal factor in coronary heart disease and ar-
teriosclerotic peripheral vascular disease and is also the most
important cause of chronic obstructive lung disease. Cigarette
smoking acts synergistically with alcohol to increase the likeli-
hood of cancer of the larynx, esophagus, and oral cavity, with
other coronary risk factors such as hypercholesteremia to ag-
gravate cardiovascular risk, and with oral contraceptives to
increase the risk of coronary heart disease and some forms of
cerebrovascular disease. During pregnancy, cigarette smoking
can increase the risk of spontaneous abortion, retarded fetal
growth, and even fetal or neonatal death.

Cigarette smoking is the major identifiable cause of resi-
dential fire deaths and injuries as well as a contributor to acci-
dental injuries. The major focus of the 1990 smoking control
objectives is that of reducing the prevalence of smoking. Since
the release of the first Surgeon General’s report in 1964, more
than 30 million smokers have quit smoking cigarettes, and the
proportion of adult smokers has declined from about 42 percent
in 1965 to approximately 33 percent in 1980. However, curbing
the number of new smokers as well as smoking among children,
teenagers, and pregnant women remain matters of particular
concern.

23V accines may be developed for people at risk of getting hepatitis A; otitis
media (S. pneumoniae and H. influenzae); selected respiratory and enteric
viruses; meningitis (group B N. meningitides, S. pneumoniae, H. influenzae).
Same objective in Immunization.
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Nevertheless, the 1990 smoking control objectives can only
be achieved through a variety of approaches starting with dis-
couraging young people from starting to smoke, to increasing
the number of smokers who quit, through reducing the hazards
to the maximum extent possible for those who continue to
smoke. Therefore, the 1990 smoking control objectives place
heavy emphasis on raising the public’s awareness of the health
risks from smoking and on the need for cooperative and com-
plementary efforts in governmental and private sectors aimed
at improving services and protection to the public.

Progress on these measures is taking place. From 1975 to
1981, the proportion of the adult population who knew that
smoking is one of the major risk factors for heart disease rose
from 53 percent to 74 percent, From 1978 to 1980, the sales-
weighted average tar yield of cigarettes declined from 16.07
milligrams to 14.10 milligrams. During the same period, the
sales-weighted average nicotine yield also declined. More than
half the States have some type of law prohibiting smoking in
enclosed public places and establishing separate smoking areas
at work and in dining establishments. In spite of such gains,
more aggressive efforts are still needed on all fronts to meet the
1990 smoking objectives.

Reduced risk factors

By 1990, the proportion of adults who smoke should be
reduced to below 25 percent. (In 1979, 33 percent of the popu-
lation 17 years of age and over smoked.)

By 1990, the proportion of children and youth 12—18 years
of age who smoke should be reduced to below 6 percent. (In
1979, 11.7 percent smoked.)

Increased public and
professional awareness

By 1990, the proportion of the adult population aware that
smoking is one of the major risk factors for heart disease should
be increased to at least 85 percent. (In 1975, the proportion
was 53 percent.)

Percent
aware of
Year risk factors
1978 e 53
V&7 ccooo000000000000000060000000006 0 68
TOBT e 74
1990 . . e 85

SOURCE: Data from Federal Trade Commission.

By 1990, at least 90 percent of the adult population should
be aware that smoking is a major cause of lung cancer, as well
as multiple other cancers including laryngeal, esophageal, and
bladder cancer. (Baseline data unavailable.)

By 1990, at least 85 percent of the adult population should
be aware of the special risk of developing and worsening chronic
obstructive lung disease, including bronchitis and emphysema,
among smokers. (Baseline data unavailable.)




By 1990, at least 85 percent of women should be aware of
the special health risks for women who smoke, including the
effect on outcomes of pregnancy and the excess risk of cardio-
vascular disease with oral contraceptive use. (Baseline data
unavailable.)

Improved services and protection

By 1985, tar, nicotine, and carbon monoxide yields should
be prominently displayed on each cigarette package and on
promotional material. (Tar and nicotine yields are required in
advertising and promotional material as a result of a voluntary
agreement between the Federal Trade Commission and the
cigarette manufacturing industry; tar, nicotine, and carbon
monoxide levels are currently not required on packaging B)

By 1985, the present cigarette warning should be strength-
ened to increase its visibility and impact and to give the con-
sumer additional needed information on the specific multiple
health risks of smoking. Special consideration should be given
to rotational warnings and to identification of especially vul-
nerable groups.

Improved surveillance and
evaluation systems

By 1990, continuing epidemiological research should have
delineated the unanswered research questions regarding low-
yield cigarettes, and preliminary partial answers to these ques-
tions should have been generated by research efforts.

By 1990, in addition to biomedical hazard surveillance,
continuing examination of the changing tobacco product and
the sociologic phenomena resulting from those changes should
have been accomplished.

Alcohol and drug misuse
prevention

Currently, average consumption of alcohol for all persons
over 14 years of age is 10 percent higher than 10 years ago and
is equivalent to about 2.75 gallons of ethanol per person per
year. The relationship of drinking and driving, especially among
teenagers, has become of increased public concern. Substantial
health costs to society result from alcohol misuse. About 10
percent of all deaths in the United States are alcohol related.
Cirrhosis of the liver is largely attributable to alcohol consump-
tion. The cause-of-death category “chronic liver disease and
cirrhosis” ranks among the 10 leading causes of death. Alcohol
use also is associated with cancer of the liver, pancreas, esopha-
gus, and mouth. The misuse of alcohol leads to increased risk
of injury and death to self, family members, and others, es-

pecially by fires and motor vehicle and other accidents. Alcohol
misuse cost society an estimated $49.4 billion in 1977,

Drug misuse is also a serious public health problem. Cur-
rently, some 20 million people use marijuana. The popularity
of cocaine continues with more than 22 million Americans
having tried cocaine at least once and an estimated 4 million to
5 million current users. In addition, the abuse of stimulants,
sedatives, hallucinogens, inhalants, and other psychoactive
drugs remains a problem.

Heroin addiction is still considered by many to be the most
serious drug problem in the United States. The toll from heroin
includes premature death and severe disability, family disrup-
tion, and crime. The increased use of heroin with alcohol and/or
cocaine is also of concern. The destructive intensity of cocaine
on health is worsening as more and more users experiment with
smoking and/or intravenous administration. The widespread
prevalence of marijuana use especially among the young has
raised concerns about the short- and long-term effects of use on
health. The special problem is the relationship of marijuana to
automobile accidents and other psychomotor activities, es-
pecially when used in combination with alcohol.

The 1990 objectives for alcohol and drug misuse prevention
focus on reducing the adverse social and health consequences
associated with the use of these substances. These objectives
place particular emphasis on the use of alcohol and other drugs
by adolescents and young adults. Data from recent studies in-
dicate that the percent of adolescents classified as abstaining
(not currently using) from the use of marijuana rose from 83
percent in 1977 to 89 percent in 1982. During the same period,
the percent of adolescents classified as abstaining from the use
of alcohol rose from 69 percent to 74 percent. Other studies
are beginning to suggest that the use of drugs and alcohol among
high school seniors may have stabilized and in some cases is
declining. It is important to note, however, that although the
proportions of new and current drug users are decreasing among
youth and adolescents, they remain in an absolute sense the
highest in the Western industrialized world. The adverse cost
to society, particularly of drug-related crime, corruption, mor-
bidity, and premature mortality, remains unacceptably high.
Thus, reducing these consequences, especially the premature
mortality associated with the use of alcohol and drugs, remains
a major goal.

Improved health status

By 1990, deaths from motor vehicle accidents involving
drivers with blood alcohol levels of .10 percent or more should
be reduced to less than 3.0 per 100,000 population per year.©
(In 1977, there were 3.7 deaths per 100,000 population.?)

Year Death rate
1977 3.7
1978 e 4.1
1979 4.6
1980 ..o 4.9
1981 ... 4.7
1990 .. 3.0

SOURCE: Data from National Highway Traffic Safety Administration.
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By 1990, the cirrhosis?* death rate should be reduced to
12 per 100,000 population per year. (In 1978, the rate was
13.5 per 100,000 population.B)
Chronic

liver disease
and cirrhosis

Year death rate
TO78 e e 13.5
1979 oo e e 13.2
1980 .ttt e e 13.5
19812, ittt i e 12.9
1990 ..ot e e s 12.0

BProvisional data.

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

By 1990, the incidence of infants born with the Fetal Al-
cohol Syndrome should be reduced by 25 percent. (In 1977,
the rate was 1 per 2,000 births, or approximately 1,650 cases.)

By 1990, drug-related deaths should be reduced to 2 per
100,000 population per year. (In 1978, the rate was 2.7 per
100,000 population.)?’

Year Death rate
1978 i e e, 2.7
1979 L e e 3.2
1980 .t ittt e 3.0
1990 it e e s 2.0

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

Reduced risk factors

By 1990, per capita consumption of alcohol should not
exceed current levels. (In 1978, about 2.71 gallons of absolute
alcohol per capita were consumed by persons 14 years of age

~ and over.B)

Per capita
consumption

Year in gallons
1978 .o e 2.71
1979 Lttt e e, 2.75
1980 ..ttt s 2.78
1981 L i e e 2.77
1990 ..ottt e 2.71

SOURCE: Data from National Institute on Alcohol Abuse and
Alcoholism.

2R fective in 1979, the canse-of-death category is “chronic liver disease and
cirrhosis.”

25Drug—related mortality excludes deaths from alcohol. The definition, howev .r.
is affected by a revision in the International Classification of Diseases. The
1978 data are defined by categories in the Eighth Revision, Adapted for Use in
the United States. The 1979 data are defined by categories in the Ninth Revi-
sion. The change in the death rate for these causes between 1978 and 1979
reflects, to-a degree, the change in the classification of diseases between these
two years. The baseline has also been revised to take into account calculation
results from the 1980 census.
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By 1990, the proportion of adolescents 12-17 years of age
who abstain from using alcohol or other drugs26 should not fall
below 1977 levels. (In 1977, the proportion of abstainers was
69 percent for alcohol; for other drugs, ranging from 83 percent
for marijuana to 99.9 percent for heroin.B)

Percent of abstainers

Year Alcohol  Marijuana  Heroin
19778 Lo eii 69 83 99.9
1979 . it 63 83 99.9
1982 ... ..., 74 89 99.9
1990. ... ..t 69 83 99.9

3In 1979, the design of the questionnaire was changed.
Consequently, 1977 data are not comparable to those of later years.

SOURCE: Data from National Institute on Drug Abuse.

By 1990, the proportion of adolescents 14—17 years of age
who report acute drinking-related problems?’ during the past
year should be reduced to below 17 percent. (In 1978, the
estimate was 19 percent based on 1974 survey data.)

By 1990, the proportion of young adults 18-25 years of
age reporting frequent use2® of drugs other than alcohol should
not exceed 1977 levels. (In 1977, it was less than 1 percent for
drugs other than marijuana and 19 percent for marijuana.)

Percent reporting
frequent use

Year Marijuana Other
1877 oo e 19 0.8
18979 .. 22 24
1982 ... 16 2.3
1890 ... 19 0.8

SOURCE: Data from National Institute on Drug Abuse.

By 1990, the proportion of adolescents 12—17 years of age
reporting frequent use of drugs other than alcohol should not
exceed 1977 levels. (In 1977, the percentages were less than
1 percent for drugs other than marijuana and 9 percent for
marijuana.)

Percent reporting
frequent use

Year Marijuana Other drugs
1977 i <] (®
1979 ... .ol 8 (2
1982 ... ...l 6 0.9
1990 ... .. ... 9 (®

3Quantity more than zero but less than 0.5.

SOURCE: Data from National Institute on Drug Abuse.

264 person is considered as not using alcohol or other drugs if he or she has
never used the substance or if the last use of the substance was more than 1
month prior to the survey in which the data were collected.

27Acute drinking-related problems have been defined as problems such as epi-
sodes of drunkenness, driving while intoxicated, or drinking-related problems
with school authorities.

28Frequent use of other drugs means the nonmedical use of any specific drug on
5 days or more during the previous month.



Increased public and
professional awareness

By 1990, the proportion of women of childbearing age
aware of risks associated with pregnancy and drinking, in par-
ticular, the Fetal Alcohol Syndrome, should be greater than 90
percent. (In 1979, it was 73 percent.)

By 1990, the proportion of adults who are aware of the
added risk of head and neck cancers for people with excessive
alcohol consumption should exceed 75 percent. (Baseline data
unavailable.)

By 1990, 80 percent of high school seniors should state
that they perceive great risk associated with frequent regular
cigarette smoking, marijuana use, barbiturate use, or alcohol
intoxication. (In 1979, 63 percent of high school seniors per-
ceived great risk from one or two packs of cigarettes smoked
daily, 42 percent from regular marijuana use, 72 percent from
regular barbiturate use, and only 35 percent from having five or
more drinks per occasion once or twice each weekend.)

Percent perceiving great risk

Year Cigarettes Marijuana  Barbiturates  Alcohol
1979. .. 63 42 12 35
1980. .. 64 50 72 36
1981. .. 63 58 70 36
1982. .. 60 60 68 36
1990. .. 80 80 80 80

SOURCE: Data from National Institute on Drug Abuse.

Improved services and protection

By 1990, the proportion of major firms that provide a sub-
stance abuse prevention and referral program should be greater
than 70 percent.© (In 1976, 50 percent of a sample of the
Fortune 500 firms offered some type of employee assistance

program.)

Percent

Year of firms
1976, .. e 50
o T 57
{520 o ER R e ORI 70

SOURCE: Data from National Institute on Alcohol Abuse and
Alcoholism.

-

Improved surveillance and
evaluation systems

By 1990, a comprehensive data capability should be estab-
lished to monitor and evaluate the status and impact of misuse
of alcohol and drugs on health status, motor vehicle accidents,
accidental injuries in addition to those from motor vehicles,
interpersonal aggression and violence, sexual assault, vandalism
and property damage, pregnancy outcomes, and emotional and
physical development of infants and children.

Improved nutrition

Appropriate nutrition is necessary for optimal growth and
development, physical activity, reproduction, lactation, recov-
ery from illness and injury, and maintenance of health through-
out the life cycle. A variety of health problems can occur when
persons have deficits of essential nutrients, such as fiber or
iron, or have excessive or inappropriate consumption of some
nutrients, such as fats. Current data indicate an inappropriate
nutritional status for a substantial proportion of the American
public. For example, about 14 percent of men and 24 percent
of women 20-74 years of age are classified as obese. The rates
are significantly higher for women regardless of their economic
status. Iron and folic acid deficiencies are common among preg-
nant or lactating women. It has been estimated that 10-15
percent of infants and children among migratory workers and
certain rural poor populations suffer growth retardation because
of dietary inadequacies.

Although the role of nutrition in a number of health prob-
lems is not fully understood, epidemiologic and laboratory
studies offer important insights that may help people in making
food choices to enhance their prospects of attaining or main-
taining health. The 1990 objectives for improved nutrition build
upon the suggestions of such studies. These objectives target an
improvement in the nutritional status of children and adults by
specifically emphasizing weight control, low sodium intake,
breast feeding of infants, and reduction of serum cholesterol
levels.

The Food and Drug Administration (FDA) is making sig-
nificant progress on its efforts to encourage the food industry to
voluntarily reduce the amount of sodium added to processed
foods and to market a greater variety of foods that are lower in
sodium. Because one of the critical factors in reducing sodium
consumption is that consumers receive information about the
salt content of foods available, FDA is also encouraging in-
dustry to declare sodium content on the labels of processed
foods. Over the past several years, the amount of labeling avail-
able to consumers has increased significantly and is expected
to increase even more dramatically in the near future. Canned
soups and frozen vegetables, for example, bore no labeling as
to sodium content in 1980. In 1983, virtually all canned soups
carried sodium labeling. Almost half the frozen vegetables
stocked by supermarkets bore such labeling.

A number of recent surveys indicate that more people are
interested in nutrition, are more aware of the actions they can
take to maintain health through their daily eating patterns, and
have initiated changes in their nutritional practices. Several
studies have found that people are consuming less salt as well
as less total fat, saturated fat, and cholesterol. In each of these
cases, however, comparable data must be monitored over time
before definite trends can be determined.

On the other hand, trends in the prevalence of breast feed-
ing can be determined from data that have been available for a
number of years. From 1972 to 1982, the percent of babies
breast fed at 1 week of age increased from about 26 to 61
percent, and infants breast fed at 6 months of age increased
from about 5 percent to 27 percent. In fact, the prevalence of
breast feeding has increased to a point where it is already ap-
proaching the 1990 target.
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In addition to targeting the reduction of specific health
risks resulting from inadequate dietary practices, the 1990
improved-nutrition objectives heavily underscore the significance
of health information and health education programs as im-
portant tools in helping the public reach these desired targets.
Moreover, other issues of improved health status related to
good nutrition are treated in the high blood pressure control,
pregnancy and infant health, and fluoridation and dental health
priority areas.

Improved health status

By 1990, the proportion of pregnant women with iron
_deficiency anemia (as estimated by hemoglobin concentrations
early in pregnancy) should be reduced to 3.5 percent. (In
1971-74, the proportion of pregnant women with low hemo-
globin levels was 31.9; the proportion with low hemoglobin
levels and low transferrin saturation was 6.5.8)

By 1990, growth retardation of infants and children caused
by inadequate diets should have been eliminated in the United
States as a public health problem. (In 1972-73, an estimated
10-—15 percent of infants and children among migratory workers
and certain poor rural populations suffered growth retardation
from dietary inadequacies.)

Reduced risk factors

By 1990, the prevalence of significant overweight (120
percent of “desired” weight) among the U.S. adult population
should be decreased to 10 percent of men and 17 percent of
women, without nutritional impairment. (In 1971-74, 14 per-
cent of adult men and 24 percent of women were more than
120 percent of desired weight.)2?

By 1990, 50 percent of the overweight population should
have adopted weight loss regimerns, combining an appro-
priate balance of diet and physical activity. (Baseline data
unavailable.)

By 1990, the mean serum cholesterol level in the adult
population 18—74 years of age should be at or below 200 milli-
grams per deciliter. (In 1971-74, for male and female adults
18-74 years of age, the mean serum cholesterol level was
213.2 milligrams per deciliter.B)

By 1990, the average daily sodium ingestion (as measured
by excretion) for adults should be reduced at least to the 3—6-
gram range. (Baseline data unavailable.B)%°

By 1990, the proportion of women who breast feed their
babies should be increased to 75 percent at hospital discharge
and to 35 percent at 6 months of age. (In 1978, the proportion

29Desirable weight estimated from regression equations of weight on height for
men and women 20-29 year of age, obtained from the National Health and
Nutrition Examination Survey, 1971-74.

30Same objective in High Blood Pressure Control.
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of infants breast fed3! at 1 week was 45.1; the proportion of
infants breast fed at 6 months was 18.9.B)

Percent of infants

Year 7 week 6 months
1978 e 45.1 18.9
1979 ... e 49.7 21.3
1980 ... 54.0 23.2
1981 e 56.4 25.1
1982 ... 60.5 271
1980 ... i 75.0 35.0

SOURCE: Data from Ross Laboratories, National Mothers’ Surveys.
(Copyright; used with permission.)

Increased public and professional awareness

By 1990, the proportion of the population able to identify
the principal dietary factors known or strongly suspected to be
related to disease should exceed 75 percent for each of the
following diseases: heart disease, high blood pressure, dental
caries, and cancer. (Baseline data largely unavailable. About
12 percent of adulits are aware of the relationship between high
blood pressure and sodium intake.)

By 1990, 70 percent of adults should be able to identify
the major foods that are: low in fat content, low in sodium
content, high in calories, good sources of fiber. (Baseline data
unavailable.)

By 1990, 90 percent of adults should understand that to
lose weight people must either consume foods that contain
fewer calories or increase physical activity or both. (Baseline
data unavailable.)

Improved services and protection

By 1990, the labels of all packaged foods should contain
useful calorie and nutrient information to enable consumers to
select diets that promote and protect good health. Similar in-
formation should be displayed where nonpackaged foods are
obtained or purchased. (In 1978, 7.5 percent of the national
sales from FDA regulated foods bore sodium labeling.B)

Percent of sales dollars
for products® with—

Sodium Nutrition

Year labeling labeling
1978 ..o 7.5 41.9
1980 .. i 13.9 44.3
1982 ... 18.9 54.5
1983 .. i 30.1 55.2
1990 .. i e 100.0 100.0

8Based on national sales volume of brands in a sample of
approximately 1,700 packaged-processed foods regulated by the
Food and Drug Administration and sold in grocery stores in the
United States. Excludes fresh and processed meat, bread, fluid
milk, ice cream, chip-type snacks, cookies, and carbonated

soft drinks.

SOURCE: Data from Food and Drug Administration, Division of
Consumer Studies.

3Ipata include infants who may receive formulas in addition to breast feeding.



By 1985, the proportion of employee and school cafeteria
managers who are aware of and actively promoting U.S. De-
partment of Agriculture and Department of Health and Human
Services dietary guidelines should be greater than 50 percent.
(Baseline data unavailable.)

By 1990, all States should include nutrition education as
part of required comprehensive school health education at
elementary and secondary levels. (In 1979, only 10 States
mandated nutrition as a core content area in school health
education.)

By 1990, virtually all routine health contacts with health
professionals should include some element of nutrition educa-
tion and nutrition counseling. (Baseline data unavailable.)

Improved surveillance and
evaluation systems

Before 1990, a comprehensive national nutrition status
monitoring system should have the capability for detecting nu-
tritional problems in special population groups, as well as for
obtaining baseline data for decisions on national nutrition
policies.

Physical fitness and exercise

Although in the past decade a resurgence of interest in
physical fitness and exercise has been exhibited, awareness of
the benefits of regular exercise and what is considered to be
appropriate physical activity (e.g., aerobics for cardiovascular
conditioning) is limited. The American lifestyle is still relatively
sedentary. The most recent data available estimate the propor-
tion of adults 18-65 years of age who regularly exercise at
more than 35 percent, children participating in daily physical
education programs at 33 percent, and adults over 65 years of
age taking regular walks at 36 percent. Most people do not
exercise in the manner necessary to achieve maximum benefits.
Further, exercise as a therapeutic regimen has also been largely
ignored by health professionals. Although the health benefits
derived from exercise have not been fully defined, continuing
research has suggested that appropriate physical activity can
enhance approaches to the treatment and prevention of heart
disease, obesity, hypertension, diabetes, musculoskeletal prob-
lems, stress, anxiety, and depression.

This research guides the 1990 physical fitness and exercise
objectives, whose main premise is that an increase in physical
activity by the American public will lead to an overall improve-
ment in health and an enhanced sense of well-being and may
then lead to positive health behaviors in other areas. Ultimately,
an overall reduction in health care costs may ensue. Thus, these
objectives stress both the need for personal commitment to par-
ticipating in regular physical fitness and exercise activities and
also the need for cooperative efforts in the public and private
sectors to support continued research directed at uncovering
and evaluating the short- and long-term health effects of such
activities.

It is likely that data from limited sources can be found to
address various of the following physical fitness and exercise
objectives. However, research in this area has been slow. Thus,
the evidence of the comparability and validity of the data is not
easily ascertainable and trend data would be questionable.
Although a number of data systems are being developed to
produce comparable and valid data that will enable the measure-
ment of progress toward meeting the following 11 objectives
over time, none of these systems are currently at the stage of
development to produce such data. Consequently, this report
will not update the baseline data shown for any of the objectives
in this priority area.

Reduced risk factors

By 1990, the proportion of children and adolescents
10-17 years of age participating regularly in appropriate physi-
cal activities, particularly cardiorespiratory fitness programs
that can be carried into adulthood, should be greater than 90
percent. (Baseline data unavailable.)

By 1990, the proportion of children and adolescents 10-17
years of age participating in daily school physical education
programs should be greater than 60 percent. (In 1974-75, the
proportion was 33 percent.)

By 1990, the proportion of adults 18—-65 years of age par-
ticipating regularly in vigorous physical exercise should be
greater than 60 percent. (In 1978, the proportion who regularly
exercise was estimated at over 35 percent.)

By 1990, 50 percent of adults 65 years of age and over
should be engaging in appropriate physical activity, for ex-
ample, regular walking, swimming, or other aerobic activity.
(In 1975, about 36 percent took regular walks.)

Increased public and
professional awareness

By 1990, the proportion of adults who can accurately
identify the variety and duration of exercise thought to promote
cardiovascular fitness most effectively should be greater than
70 percent. (Baseline data unavailable.)

By 1990, the proportion of primary care physicians who
include a careful exercise history as part of their initial exam-
ination of new patients should be greater than 50 percent.
(Baseline data unavailable.)

Improved services and protection

By 1990, the proportion of employees of companies and
institutions with more than 500 employees and offering em-
ployer-sponsored fitness programs should be greater than 25
percent. (In 1979, about 2.5 percent of companies had formally
organized fitness programs.)
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Improved surveillance and
evaluation systems

By 1990, a methodology for systematically assessing the
physical fitness of children should be established, with at least
70 percent of children and adolescents 10-17 years of age
participating in such an assessment.

By 1990, data should be available with which to evaluate
the short- and long-term health effects of participation in pro-
grams of appropriate physical activity.

By 1990, data should be available to evaluate the effects
of participation in programs of physical fitness on job perform-
ance and health care costs.

By 1990, data should be available for regular monitoring
of national trends and patterns of participation in physical ac-
tivity, including participation in public recreation programs in
community facilities.

Control of stress and
violent behavior

Stress is an inevitable part of life in today’s society. Some
stress may be beneficial and lead to improved productivity.
Unless suitably managed, however, stress may contribute to
physiological and psychological dysfunctions such as depres-
sion, fatigue, obesity, coronary heart disease, suicide, or vio-
lence. Suicide and homicide are the causes of more than 50,000
deaths annually. Each year, thousands of deaths and several
million injuries to children are inflicted through parental abuses
occurring partially as a result of stress.

In recent years, considerable public and professional in-
terest has focused upon the relationship between stress and
physical and mental health. Scientific inquiry has demonstrated
various associations between stress and health and disease and
has provided evidence that stressful factors can be assessed.
Much remains, however, to be elucidated about vulnerability
to stress and its control. Some groups such as teenagers, the
elderly, and the economically disadvantaged appear more vul-
nerable to stress, and the public in general has limited informa-
tion about what can be done to reduce stress.

The 1990 objectives for control of stress and violent be-
havior focus especially on improving the health status of the
American public by preventing homicides, suicides, and injuries
resulting from stress and also on investigating the psycholog-
ical, environmental, and biological interactions that link stress
to health disorders. Reducing risk factors related to stress and
violent behavior, nevertheless, remains a special problem. Many
of the risk factors for stress are embedded in socioeconomic
issues normally considered outside the domain of health sys-
tems. Certain other risk factors for stress are better defined as
health related but are not easily controlled or quantifiable.
Thus, a limited number of objectives for reducing specific risk
factors related to stress and violent behavior can be established
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within the framework prescribed by the 1990 promoting health
and preventing disease initiative. Measures in which health
programs can play a meaningful role in the reduction of certain
risk factors related to stress have also been addressed in the
objectives for family planning, occupational safety and health,
alcohol and drug misuse prevention, and physical fitness and
exercise.

Improved health status

By 1990, the death rate from homicide among black males
15-24 years of age should be reduced to below 60 per 100,000.
(In 1978, the homicide rate for this group was 70.7 per
100,000.B)

Year Homicide rate
1978 .. ... anicun e B 70,2
1979 .. e et e s 76.5
18980 . s ien 843
09 i dpaoiinn. sulanedsyanm 60.0

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

By 1990, injuries and deaths to children inflicted by abus-
ing parents should be reduced by at least 25 percent. (Estimates
vary from 200,000 to 4 million cases of child abuse each year
in this country, however, reliable baseline data are unavailable.)

By 1990, the rate of suicide among people 15-24 years of
age should be below 11 per 100,000. (In 1978, the suicide rate
fcr this age group was 12.1 per 100,000.B)

Year Suicide rate
NSTB L i sttt ek o bt 121
VAT L i s 12.4
18800, LRGN QLW S0 A0 S158 . 123
JEBTIA b ok s bandaiman nanhilile 125
1990 S 1ave allnbe hine sl 10.9

3Provisional data.

SOURCE: Data from National Center for Health Statistics, Division
of Vital Statistics.

Increased public and
professional awareness

By 1990, the proportion of the population 15 years of age
and over that can identify an appropriate community agency to
assist in coping with a stressful situation should be greater than
50 percent. (Baseline data unavailable.)

By 1990, the proportion of young people 15-24 years of
age who can identify an accessible suicide prevention “hotline™
should be greater than 60 percent. (Baseline data unavailable.)

By 1990, the proportion of the primary care physicians
who take a careful history related to personal stress and psy-
chological coping skills should be greater than 60 percent.
(Baseline data unavailable.)



Improved services and protection

By 1990, to reduce the gap in mental health services, the
number of persons reached by mutual support or self-help groups
should double from 1978 baseline figures. (In 1978, estimates
ranged from 2.5 million to 5 million, depending on the defini-
tion of such groups.)

Improved surveillance and
evaluation systems

By 1985, surveys should show what percentage of the
U.S. population perceives stress as adversely affecting their

% U.S. GOVERNMENT PRINTING OFFICE: 1984—431-419

health, and what proportion of these are trying to use appro-
priate stress-control techniques.

By 1990, the existing knowledge base through scientific
inquiry about stress effects and stress management should be
greatly enlarged.

By 1990, the reliability of data on the incidence and prev-
alence of child abuse and other forms of family violence should
be greatly increased.
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