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Preface

Health, United States, 1990 is the
15th 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 of the
Public Health Service Act. This
report was compiled by the National
Center for Health Statistics, Centers
for Disease Control. The National
Committee on Vital and Health
Statistics served in a review capacity.

This report is divided into two
parts. First, there is a chartbook on
minority health consisting of 33 charts
and accompanying text. Second, 134
detailed tables in this year’s report
are organized around four major
subject areas—health status and
determinants, utilization of health
resources, health care resources, and
health care expenditures. The
detailed tables are designed to show
continuing trends in health statistics.
A major criterion used in selecting
the detailed tables is the availability
of comparable national data over a
period of several years. Similar tables
appear in each volume of Health,
United States, to enhance the use of
this publication as a standard
reference source. Data are reported
for selected years to highlight major
trends.

To most effectively use Health,
United States, 1990 the reader should
become familiar with the Guide to
Tables and the two appendixes. The
Guide to Tables indexes the data
presented in the tables and enables
the reader to identify tables that
cross-classify specific variables.
Appendix I describes each data
source used in this report and
provides references for further
information about the sources.
Appendix IT defines the terms used in
the report. It also contains the
standard populations used for age
adjustment and International
Classification of Diseases codes for
cause of death and diagnostic and
procedure categories.
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Guide to Detailed Tables

[ Numbers refer to table numbers]

Geographic area

Location
Family of Division, Inter- Other
Health status and determinants Age Sex Race income residence  Region State national  variables
Population, resident. . . ............. 1 1 1
Fertility and natality
Bithrates. . . . ... ... .00, ol 2 2,3 3
Completed fertilityrate. .. ........... 4 4 4
Lifetime births expected . . .. ......... 5 5
Livebiths. ... . .. o0 o000 000 6,7 2,6,7 6,7
Low bith weight . =28 . 8. 00000 6-9 8,9
Prepatalcare:. =~ . 1. e oL 6,7
Aborion ... 0 i 10 10 10-12
Gontraception.. . ... .. . o 13 13,14 14
Mortality
Lifeexpectancy . .. . ool 15,22 15,22 15 22
Infant.. .. . ool it 16 16,17 17 21
Neonatal: . . ..o oo o e 16 16,18 18
Postneonatal . .. . ....c0 0. .ol 16,19 19
Fetal. ... . . . iiiiiiin e 16 16,20 20
Perinatal. . ... o000 16 21
Allcauses.... ... ... .. . 23,38 23-25,38 23-25,38
Years of potential life lost. . .......... 26 26
Human immunodeficiency virus (HIV)
infection . . ol i ool L L Uii 36 24-26,36 24-26,36 39
Heartdisease .. .. ... . o0 liina 27,40 24-27 24-27 39
Cerebrovascular disease . . .......... 28,40 24-26,28 24-26,28 39
gancer. . . .. ..ol oooi ol 29,40 24-26,29 24-26,29 39
Respiratory cancer. . . .............. 30 24-26,30 24-26,30 39
Breastcancer............ ... 0400 31 24-26,31 39
Complications of pregnancy. .. ....... 32 32
Motor vehicle accident. . . ........... 33 24-26,33 24-26,33 39
Homicide' . . =0 . . o o 34  24-26,34 24-26,34 39
suicider . .00 e i 35 24-26,35 24-26,35 39
Occupational disease. . . ............ 37
Other causes ofdeath . . . ........... 24-26 24-26 39
Determinants and measures of health
Health promotiongoals . . ........... 41
Childhood vaccination . .. ........... 42 42
Diseases, notifiable . . . ............. 43
Acquired immunodeficiency syndrome
(AIDSY i e s e L 44-47 44-47 44-47 48,49 46,47
Cancerincidence ................. 50 50 50
Cancersunvival.. . ... o0 Lo 51 51 51
Limitation of activity . . . ............. 52 52 52 52 52 52
Bisability.days. S San 53 53
Self-assessment of health. . . . ........ 54 54 54 54 54 54
Cigarette smoking. . ............... 55,57 55-57 55,56 56
Alcohol consumption. . ............. 57 57,59
Marijuana use. .. ..o 57 57
Gocaine . . .. ... i i a il 57,58 57,58 58
Elevated blood pressure . ........... 60 60 60
Eyperension. = oo S 61 61 61
Elevated serum cholesterol . ......... 62 62 62
Everweight. . 0 0 -0 o o0 Gl 63 63 63
Airpellutants. .. . oo o oo o000 64
Occupational health and safety. . . .. ... 65,66
Location Type of
Family of ownership/ Geographic Other
Utilization of health resources Age Sex Race income residence organization  region variables
Ambulatory care
All physician contacts:
Place ~.. i i ian sl saaias 67 67 67 67 67 67
Interval since last contact. . . ... ... 68 68 68 68 68 68
Physician’s office visits:
Physician’s specialty . ........... 69 69 69
Visit characteristics. . . ........... 70 70 70 70
Dentist visits, interval since last visit . . . 7/ 71 71 71 71 71

Outpatient visits in short-stay hospitals. .

viii Guide to Tables

79



Location Type of

Family of ownership/ Geographic Other
Utilization of health resources Age Sex Race income residence organization  region variables
Inpatient care
Short-stay hospitals:
Average lengthofstay . .. ........ 72,73 72,73 72 72 72 72,73
Diagnosis ¢ . ... . ... ... .. . 74,76 74,76
Discharges . ... .............. 72,73 72,73 72 72 72 72,73
Diagnesis .. ........... ... .. 74-76 74-76
surgely. .. ... . 7 77
Diagnostic and other nonsurgical
procedures ................. 78 78
Daysofecare . . ................ 72,73 72,73 72 72 72 72,73
Diagnosis .. ... .. il 74,75 74,75
Nursing home residents . .......... 80,81 80 80 81
Mental health facilities:
Admissions . .. ... ... . ... 84,85 84 84 82,84,85 82,85
Patient care episodes. . .. ........ 83
Geographic area
Type of
Place of Activity/ ownership/  Minorities/ Division,
Health care resources employment  Occupation specialty organization women Region State
Personnel
Active health personnel . ............ 86 90 90
Physieians ... .. .. ... ... .. ... 87-89 90 87
Hospital employees . . . ............. 91
Mental health personnel. . ........... 92 92
Health professions education:
Graduates . . . ... ... ..ol 93
Schools. . ... .................. 93
Student enrollment. . . ............ 93,94 94,95
Type of Geographic
ownership/ division,
Health care resources— Continued Specialty organization Beds Employees Occupancy State
Facilities
Short-stay hospitals. . . ............. 96 96 ‘96
longstayhospitals . . . ... .. ... . 97 97 97 97
Mental health facilities . .. ........... 98 98
Community hospitals . . ............. 99 101 100 99-101
Nursinghomes . . ................. 102 102
Geographic area
Source of
Type of funds Division, Other
Health care expenditures Age Race Sex expenditure or payment  Region State variables
National health expenditures .. ...... 105 111,113 108,104
Gross national product . ........... 103,104
Personal healthcare . ............. 105,114 112-114 121-123 106
Consumer Price Index. . .. ......... 107,108
Hospital costs and expenses . . . .. ... 122 109,110
Nursing home charges . ........... 116 116 115 116 123 115,116
Health research and development . . . . 117 118
Human immunodeficiency virus (HIV) . . 119
Publichealth. . . .. ... .. ... ... ... 120 120
Health care coverage ............. 124,125 124,125 124,125 124,125 124,125
Health maintenance organizations . . . . 126 126
Medicare . ................... 128 128 128 127,129 129,113 128 129 128,129
Medicaid . ..................... 127,131 130
Veterans medical care. . ........... 132
Mental health expenditures .. ....... 134 133

Guide to Tables ix



Highlights

Chartbook

In 1988 only 58 percent of
American Indian and Mexican
American mothers, 61 percent of
black mothers, and 63 percent of
Puerto Rican and Central and South
American mothers received prenatal
care in the first trimester of
pregnancy. Use of early prenatal care
was much greater among Filipino,
white, Chinese, Cuban, and Japanese
mothers, ranging from 78 to

86 percent. Overall, the proportion of
mothers with early prenatal care has
remained unchanged at 76 percent
between 1980 and 1988 (figure 2).

B In 1988 the percent of low-birth-
weight infants was much higher for
black and Puerto Rican mothers (13.3
and 9.4 percent) than for white
mothers (5.7 percent). Chinese
mothers had the lowest proportion of
low-birth-weight-infants (4.6 percent).
Overall, the percent of live-born
infants weighing less than 2,500 grams
has remained at about 7 percent
since 1980 (figure 3).

B Infant mortality rates for black
and American Indian births during
1983-85 were 2.1 and 1.5 times the
rate for white births, respectively. The
infant mortality rate was lowest for
Japanese births, 6.0 infant deaths per
1,000 live births. Among Hispanics
there was wide variation in infant
mortality: from 8.0 among Cubans to
12.3 among Puerto Ricans with
Mexican Americans (the largest
group) having an infant mortality rate
(8.8) similar to white mothers

(figure 4).

® Opverall, Asian persons in the
United States had the lowest death
rates in 1988. Among persons under
45 years of age, black persons and
American Indians had the highest
death rates with the greatest
black-white and American
Indian-white ratios occurring at ages
25-44 years (2.5 and 1.8,
respectively). With increasing age
these differences narrowed and for
persons 65 years and over,
black-white differences were minimal

and white death rates exceeded those
for American Indians (figures 6-10).
B In 1988 death rates at ages 15-24
and 25-44 years for the Hispanic
population exceeded those for white
persons by 19 and 24 percent,
respectively. Among persons ages
1-14 years and 45 years and over,
death rates for Hispanic persons were
similar to or lower than those for
white persons in 1988 (figures 6-10).
B In 1988 unintentional injuries
were the leading cause of death for
each racial group at ages 1-14 years,
15-24 years, and 25-44 years, except
for black persons 15-44 years for
whom homicide was the leading cause
of death. In each age group under 45

.years, the injury death rate was

highest for American Indians. Heart
disease and cancer were the two
leading causes of death for each
racial group at ages 45-64 years and
65 years and over. Among those 65
years and over heart disease mortality
was about 60 percent lower for Asian
than for white persons (figures 6-10).
B During 1986-88 almost

60 percent of all homicide victims
were between 15 and 34 years of age.
About half of white, black, and Asian
victims in this age range were
murdered with a handgun, and
another 12-17 percent were
murdered with other types of
firearms. Within the American Indian
population, handgun use was
substantially lower (29 percent)
(figure 11).

In 1977-83 lung cancer incidence
was 40 percent higher among black
than white men, and was considerably
lower among Asian than white men,
and among Mexican American than
non-Hispanic white men. In 1975-84
S-year survival rates for lung cancer
were between 10 and 20 percent,
regardless of race or ethnicity (figures
12 and 13).

B In 1977-83 breast cancer was the
most frequently occurring cancer site
among women, regardless of race or
ethnicity. Breast cancer incidence was
much lower among minority women

than white women. During 1975-84
the 5-year survival rates for breast
cancer exceeded 70 percent except
for American Indian and black
women for whom survival rates were
46 percent and 63 percent,
respectively (figures 16 and 17).

B In 1977-83, in comparison with
white men, the incidence of prostate
cancer among black men was

71 percent higher; among Asian men
the incidence was much lower than
for white men; and the incidence was
similar for Mexican American and
lower for American Indian than for
non-Hispanic white men. In 1975-84,
S-year survival rates for prostate
cancer exceeded 70 percent except
among American Indian and black
men for whom survival rates were

54 percent and 63 percent,
respectively (figures 18 and 19).

B In 1989 among non-Hispanic
white and Asian males with AIDS
nearly 4 out of 5 contracted AIDS
through homosexual/bisexual contact
compared with about half of Hispanic
and American Indian males and 2 out
of 5 non-Hispanic black males. On
the other hand, 3-12 percent of the
Asian, non-Hispanic white, and
American Indian male cases resulted
from intravenous (IV) drug use
compared with 32-36 percent of the
Hispanic and non-Hispanic black
cases (figure 21).

B In 1989 among non-Hispanic
black and Hispanic females,

77-81 percent of AIDS cases resulted
from either IV drug use or from
heterosexual contact with an IV drug
user compared with 57 percent of
cases among non-Hispanic white
females. In all, heterosexual contact
accounted for 31-37 percent of
female AIDS cases (figure 22).

B The prevalence of diabetes for
those 45-74 years of age was twice as
high for Mexican Americans and
Puerto Ricans (24 and 26 percent in
1982-84) and 60 percent higher for
non-Hispanic black persons

(19 percent in 1976-80) as for
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non-Hispanic white persons

(12 percent in 1976-80) (figure 23).
B The age-adjusted prevalence of
overweight among non-Hispanic black
women (44 percent in 1976-80) and
among Mexican and Puerto Rican
women (40-42 percent in 1982-84)
was much higher than among
non-Hispanic white women

(24 percent in 1976-80) (figure 24).
B The age-adjusted prevalence of
hypertension was about 40 percent
lower among Cuban and Puerto
Rican men in 1982-84 than among
non-Hispanic white men in 1976-80.
Also in 1976-80 the prevalence of
hypertension was 23 percent higher
among non-Hispanic black than
non-Hispanic white men. Similarly,
Hispanic women had a lower
prevalence of hypertension than
non-Hispanic white women, while the
prevalence among non-Hispanic black
women was 1.7 times that for
non-Hispanic white women

(figure 25).

B The age-adjusted prevalence of
high serum cholesterol was lower
among Hispanic men (16-19 percent)
and Hispanic women (17-23 percent)
in 1982-84 than among non-Hispanic
black or white men (24-25 percent)
or women (25-28 percent) in 1976-80
(figure 26).

B Emergency room episodes for
cocaine abuse increased dramatically
between 1985 and 1988 among black,
Hispanic, and white persons.
However, data for 1989 show no
change in the number of episodes for
black persons and modest decreases
among Hispanic and white persons
(figure 28 and table 58).

® In 1985-88 among persons 45-64
years of age, Asian, Cuban, and
non-Hispanic white adults were less
likely than non-Hispanic black,
American Indian, Mexican American,
and Puerto Rican adults to be in fair
or poor health (12-18 percent
compared with 25-33 percent). Even
among those with 12 or more years of
education, the percent in fair or poor
health was twice as great among
American Indian and non-Hispanic
black persons compared with Asian
and non-Hispanic white persons
(figure 29).

2 Highlights

E In the mid-1980’s the
age-adjusted percent of persons
under 65 years of age with no health
insurance was 35 percent for
Mexican Americans and

21-23 percent for Puerto Ricans,
non-Hispanic black persons, and
Cubans compared with 12-16 percent
for non-Hispanic white and Asian
persons (figure 31).

Detailed Tables

Health Status and Determinants

B In 1988 the fertility rate was 67.2
live births per 1,000 women 15-44
years of age, up 2 percent from the
1987 rate. Provisional data for 1989
show another 2 percent rise. After a
slow decline from 1975 to 1986, the
birth rate for teenagers 15-17 years
increased by 10 percent between
1986 and 1988. The birth rate for
women 30-39 years has increased
steadily since 1980, while the birth
rate for women 40-44 has increased
since 1985 (tables 2 and 3).

® In 1988, 26 percent of live births
were to unmarried mothers, up from
11 percent in 1970. The percent of
live births to unmarried mothers has
been increasing for all racial and
ethnic groups except for Chinese
mothers with only 3-4 percent
unmarried over this period. In 1988
the highest percents of live births to
unmarried mothers were for black
(64 percent), American Indian

(46 percent), Puerto Rican

(53 percent), Central and South
American (36 percent), and Mexican
American births (31 percent) (tables
6 and 7).

m In 1988 overall life expectancy at
birth was 74.9 years, slightly down
from the 1987 high of 75.0 years. Life
expectancy for black males declined
from 65.2 to 64.9 years and life
expectancy for black females declined
from 73.6 to 73.4 years. Since 1984
the difference in life expectancy
between the white and black
populations has increased from 6.2 to
7.4 years for males and from 5.0 to
5.5 years for females. Provisional data

show that overall life expectancy
increased slightly from 1988 to 1989
(table 15).

m In 1988 the infant mortality rate
was 10.0 deaths per 1,000 live births.
Between 1987 and 1988, the infant
mortality rate declined by 1.2 percent
for white infants to 8.5 deaths per
1,000 live births, while declining by
1.7 percent for black infants to 17.6
deaths per 1,000 live births

(table 16).

m In 1987 the United States ranked
24th among industrial countries on
infant mortality with a rate twice as
great as in Japan. The perinatal
mortality ratio and feto-infant
mortality rate are alternative
measures of pregnancy outcome that
help reduce international variation
due to differences among countries in
clinical distinctions between fetal and
infant deaths. The United States
ranked 20th on the perinatal
mortality ratio, with a ratio about

45 percent greater than for Japan,
and 18th on the feto-infant mortality
rate, with a rate about 50 percent
higher than for Japan (table 21).

E Between 1987 and 1988, the
age-adjusted death rate for human
immunodeficiency virus (HIV)
infection, the 15th leading cause of
death, increased by 20 percent. The
age-adjusted death rate for
pneumonia and influenza, the 6th
leading cause, increased by 8 percent,
reflecting a major outbreak of
influenza in 1988 (table 24).

m Years of potential life lost per
1,000 population under 65 years of
age, a measure of premature
mortality increased substantially for
HIV infection between 1987 and 1988.
Increases in premature mortality due
to HIV infection were somewhat
greater for black males (24 percent),
black females (27 percent), and white
females (25 percent) than for white
males (19 percent). In 1988
premature mortality due to HIV
infection was nearly three times as
great among black males as white
males and was nine times as great
among black females as white females
(table 26).



B The age-adjusted death rate for
heart disease, the leading cause of
death, declined by 34 percent from
1970 to 1988. During this period
heart disease mortality declined by
37 percent for white males,

32 percent for white females,

28 percent for black females, and

24 percent for black males. In 1988,
the heart disease death rate remained
essentially unchanged for black
persons while continuing to decline
for white persons (table 27).

B The age-adjusted death rate for
stroke, the third leading cause of
death, declined by 55 percent from
1970 to 1988. The average annual
rate of decline has been less rapid
during 1985-88 (2.8 percent per year)
than during 1970-85 (5.2 percent). In
1988 the age-adjusted death rate for
stroke increased by 1.2 percent for
black men, remained stable for black
women, and declined by 1 and

3 percent, respectively, for white men
and women (table 28).

B The age-adjusted death rate for
lung cancer, the leading cause of
cancer deaths among women,
increased by 36 percent for white
women and 26 percent for black
women between 1980 and 1988.
Among men the age-adjusted death
rate for lung cancer has remained
fairly stable over this period

(table 30).

B In 1988 the age-adjusted
homicide rate increased 8 percent for
black males and 3 percent for black
females while remaining stable for
white persons. Among black persons
increases were especially large for
males 15-24 years of age (19 percent)
and for males and females 25-34
years (10 and 14 percent,
respectively). In 1988 the homicide
rate for black males 15-34 years was
more than eight times the rate for
white males of the same age

(table 34).

Utilization of Health Resources

B Between 1984 and 1989 the
age-adjusted percent of ambulatory
physician contacts that occur in
doctors’ offices increased slightly
from 56 to 60 percent. In both years

persons with higher incomes were
more likely than those with lower
incomes to use doctors’ offices for
their care (63 compared with

49 percent in 1989). Persons with
lower incomes were more likely than
those with higher incomes to use
hospital outpatient services (18
compared with 11 percent in 1989)
(table 67).

B In 1989 the age-adjusted
discharge rate for non-Federal
short-stay hospitals varied among the
geographic regions, with the highest
level found in the Northeast (125 per
1,000 population) and the lowest in
the West (98 per 1,000 population).
The age-adjusted average length of
stay in the Northeast (7.3 days) was
more than a full day longer than in
the other regions (6.2 days in the
Midwest, 6.1 days in the South, and
5.5 days in the West) (table 73).

B Between 1988 and 1989 the
number of discharges from
non-Federal short-stay hospitals with
a diagnosis of AIDS increased 35
percent to 96,000 discharges. Men
20-49 years of age accounted for
74,000 (77 percent) of all AIDS
discharges in 1989. A total of 1.3
million days of care were provided to
AIDS patients in 1989. The average
length of stay for AIDS patients was
twice that for all discharges (13.6 days
compared with 6.5 days in 1989)
(table 74).

B In 1989 there were 30.9 million
discharges from non-Federal
short-stay hospitals. Among men, the
most common first-listed diagnoses
were diseases of the heart (1.9
million), malignant neoplasms (770
thousand), and pneumonia (544
thousand). For women, the most
common first-listed diagnoses were
delivery (3.9 million), diseases of the
heart (1.6 million), and malignant
neoplasms (838 thousand) (table 76).
B In 1989 the leading diagnostic
and nonsurgical inpatient procedures
performed for men in non-Federal
short-stay hospitals were
angiocardiography (767 thousand),
followed by CAT scans (721
thousand), and diagnostic ultrasound
(628 thousand). Among women, the
same three procedures were in the

top three but the ranking differed.
Diagnostic ultrasound was most
common (930 thousand), followed by
CAT scans (798 thousand), and
angiocardiography (432 thousand)
(table 78).

B Between 1980 and 1988 the
percent of surgery performed on an
outpatient basis in short-stay hospitals
almost tripled from 16 to 47 percent.
The proportion of outpatient surgery
was inversely related to hospital size,
ranging from 40 percent for hospitals
with 500 beds or more to 53 percent
for hospitals with fewer than 100 beds
in 1988 (table 79).

H Between 1983 and 1988 the
admission rate to mental health
organizations for inpatient and
residential treatment increased

17 percent to 820 per 100,000
population. The trend differed
according to type of organization with
admission rates for private psychiatric
hospitals more than doubling, while
admission rates for State and county
mental hospitals declined by

15 percent, and those for
non-Federal general hospital
psychiatric services increased by

7 percent (table 82).

Health Care Resources

B Between 1985 and 1989 the
number of civilians employed in the
health services industry increased at
an average annual rate of 3.6 percent
to 9.1 million workers. In 1989 half of
all health services industry workers
were employed in hospitals,

17 percent in nursing and personal
care facilities, and 11 percent in
physicians’ offices (table 86).

B During the 1980’s the mix of
nurses employed in community
hospitals changed. Between 1981 and
1988 the number of full-time
equivalent (FTE) registered nurses in
community hospitals grew at an
average annual rate of 3 percent,
while licensed practical nurses had an
average annual decline of 5 percent
through 1987 and then stabilized in
1988 (table 91).

B Between 1980 and 1989 first-year
enrollment in medical schools
remained stable while dental school
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enrollment declined by 32 percent.
The number of first-year registered
nursing students increased by

17 percent between 1980 and 1984,
declined by 27 percent between 1984
and 1987, and finally increased by

4 percent between 1987 and 1988
(table 93).

E Between 1980 and 1988 the
number of hospitals with fewer than
100 beds fell 9 percent, compared
with a 5 percent decline for all
short-stay hospitals. Throughout the
1980’s occupancy rates have been
lower in smaller hospitals than larger
hospitals and the gap has widened. In
1988 occupancy rates ranged from

48 percent for hospitals with fewer
than 100 beds to 76 percent for
hospitals with 500 beds or more
(table 96).

Between 1980 and 1988 the
number of long-term psychiatric beds
fell 34 percent to 143,853. During the
1980’s, proprietary psychiatric beds
grew by 70 percent while State-local
and Federal psychiatric beds declined
by 38-41 percent. In 1988 State-local
psychiatric beds comprised
80 percent of all long-term
psychiatric beds, compared with
85 percent of all long-term
psychiatric beds in 1980 (table 97).

m In both 1980 and 1988 the largest
number of community hospital beds
per 1,000 population were in the
States of North Dakota, Nebraska,
and Montana. In 1988 these States
had 7.0, 5.8, and 5.6 beds per 1,000
population, respectively, compared
with a national average of 3.9 beds
per 1,000. In 1988 South Dakota also
had 5.6 beds per 1,000 population
(table 99).

Health Care Expenditures

® In 1988 national health care
expenditures in the United States
totaled $540 billion, an average of
$2,124 per person. Between 1980 and
1988 expenditures increased at a
higher annual rate for physician
services than for hospital care. In
1988 hospital care accounted for
39 percent of national health
expenditures, physician services for
19 percent, nursing home care for
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8 percent, drugs and other medical
nondurables for 8 percent, and
dentist services for 5 percent of
health expenditures (tables 103 and
105).

m In 1988 rising prices continued to
explain the largest portion

(68 percent) of the growth in
personal health care expenditures.
Ten percent of the growth was
attributed to population increase and
23 percent to changes in the use and
kinds of services and supplies

(table 106).

® In 1989 the rate of increase in
the medical care component of the
Consumer Price Index (CPI) was

7.7 percent, compared with an overall
inflation rate of 4.8 percent. Since
1980 the medical care component of
the CPI has grown at an average
annual rate of 7.9 percent compared
with 4.6 percent for the overall CPL.
The hospital component of the CPI
increased by 11.5 percent in 1989,
physicians’ services by 7.4 percent,
and prescription drugs by 8.7 percent
(tables 107 and 108).

In 1988 non-Federal short-stay
hospital expenses per inpatient day
increased 8 percent to $581, and
expenses per inpatient stay increased
9 percent to $4,194. Expenses in
proprietary hospitals have been
growing faster than for other types of
hospitals. In 1988 expenses per
inpatient day and per inpatient stay
in proprietary hospitals increased

11 percent to $649 and $4,023,
respectively (table 110).

® Since 1965 the share of health
care expenditures paid by households,
private business, and the government
has changed markedly. Expenditures
paid by private business increased
from 17 to 29 percent of the total
between 1965 and 1988. Expenditures
paid by households declined from 61
to 37 percent over the same period.
Public payments (excluding Medicare
premiums) rose from 21 to

31 percent of the total, with the
federal share nearly doubling to

17 percent by 1988. Between 1987
and 1988 the private employer share
of health insurance premiums
increased by 9 percent, while the

employee share increased by

16 percent (table 113).

E In 1988 the major sources of
funds for hospital care were the
government (54 percent) and private
health insurance (35 percent).
Medicare provided half of
government funds for hospital care.
Physician services were primarily
funded by private health insurance
(48 percent) and the government
(33 percent), with Medicare
providing the largest share of
government funds. Almost half of
nursing home care was financed by
out-of-pocket payments and almost
half by the government, primarily the
Medicaid program (table 114).

B Expenditures for HIV-related
activities by the Federal Government
increased from $6 million in 1982 to
$2.3 billion in 1989. The National
Institutes of Health accounted for
26 percent of these expenditures in
1989, the Health Care Financing
Administration for 24 percent, and
the Centers for Disease Control for
17 percent. Of the total in 1989,

43 percent was for research,

34 percent for medical care,

17 percent for education and
prevention, and 7 percent for cash
assistance (disability insurance and
Supplemental Security Income)
(table 119).

m In 1988 total public health
expenditures by State and territorial
health agencies increased by

5 percent, while expenditures for the
supplemental food program for
women, infants, and children (WIC)
increased by only 2 percent. Growth
in the WIC program has slowed from
average annual increases of

18 percent from 1980 to 1984 and

9 percent from 1984 to 1987

(table 120).

® Between 1980 and 1989 the
age-adjusted percent of persons
under age 65 with no health care
coverage increased from 13 to 16
percent. In 1989 the percent with no
health care coverage increased
steadily with decreasing income.
Residents of the South and West
were nearly twice as likely as those in
the Northeast and Midwest to have
no coverage. Nonmetropolitan




residents were somewhat more likely
to lack health care coverage than
metro residents (18 compared with 15
percent) (table 124).

H Between 1980 and 1989 the
age-adjusted percent of persons age
65 years and over with both Medicare
and private health insurance rose
from 64 to 74 percent; those with
Medicare only declined from 23 to
17 percent (table 125).

E In 1989 Medicare expenditures
totaled $61 billion under Hospital
Insurance (HI) and $40 billion under
Supplementary Medical Insurance
(SMI). Average annual increases in
HI expenditures had slowed from

16 percent between 1967 and 1985 to
3 percent between 1985 and 1988.
However, HI expenditures increased
by 14 percent in 1989, probably due
in part to the Medicare Catastrophic
Coverage Act of 1988 (table 127).

B The proportion of Medicare
enrollees age 85 years and over
increased from 7 to 10 percent
between 1967 and 1988. In 1988
payments per enrollee averaged
$3,378 for those 85 years and over,
compared with $1,618 for those 65-66
years of age (table 128).

® In 1989 children in families
receiving Aid to Families with
Dependent Children (AFDC)
comprised 44 percent of Medicaid
recipients but accounted for only

13 percent of expenditures. The
aged, blind, and disabled accounted
for less than 30 percent of recipients
and 72 percent of expenditures.
Payments per recipient ranged from
$668 for children in AFDC families
to more than $5,800 per recipient
among the aged, blind, and disabled
(table 130).
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Introduction

Improving the health of all
Americans is a major goal for this
Nation. However, regardless of
whether the focus is on mortality,
morbidity, or the utilization of health
services, disparities in the health
status of Americans remain
widespread. The rapid improvements
in medical science and in the systems
designed to provide essential health
care services have not benefited all
racial and ethnic groups equally. In
Healthy People 2000, National Health
Promotion and Disease Prevention
Objectives (hereafter referred to as
Healthy People 2000), substantial
numbers of objectives are targeted to
minority racial and ethnic groups who
continue to bear the disparate burden
of poor health in this country (1).

Studies of minority health in the
United States have primarily focused
on the black population. This
chartbook expands that focus by
comparing selected health indicators
among several minority groups with
particular emphasis on the following
groups: Asian and Pacific Islanders,
American Indians and Alaskan
Natives, black Americans, and
persons whose ethnic origin is
Hispanic, including Mexican
Americans, Cubans, and Puerto
Ricans.

Throughout the chartbook, the
term ethnicity refers to whether a
person is of Hispanic origin.
References to white and black
persons include persons of Hispanic
origin while references to
non-Hispanic white or non-Hispanic
black persons exclude those of
Hispanic origin. In most cases, the
presentation of data by race (e.g.,
white), by race and ethnicity (e.g.,
non-Hispanic white), or by detailed
Hispanic origin (e.g., Mexican
American, Puerto Rican, or Cuban)
was dependent upon how the data
were originally collected and
tabulated. Further, Asian and Pacific
Islander is used synonymously with
Asian and includes, unless specified
otherwise, Japanese, Chinese,
Filipino, Hawaiian, and others of

Asian or Pacific Island descent.
American Indian and Alaskan Native
is used interchangeably with
American Indian unless specified
otherwise.

Topics for inclusion in the
chartbook were generally chosen with
these criteria in mind: (a) coverage in
Healthy People 2000 (1); (b) relevance
to minority populations; and
(c) availability of data for minority
populations in addition to black.
While reference is made to Healthy
People 2000 throughout the
chartbook, the report will not be cited
each time it is referenced.

Figure 1 charts the growth of
minority populations during the
1980’s. Figures 2-4 present data on
prenatal care, low birth weight, and
infant mortality. Trends in life
expectancy at birth, although
available only for white and black
persons, are presented in figure 5
because of the recent slowdown in
improvement for the black
population. Death rates for selected
causes of death are shown in figures
6-10. The types of weapons used in
homicides are examined in figure 11.
Incidence and survival rates for
cancers of the lung and bronchus,

colon and rectum, breast, and prostate

gland are presented in figures 12-19.
Trends in and modes of transmission
of AIDS cases are presented in
figures 20-22. The prevalence of
diabetes, overweight, hypertension,
high serum cholesterol, and cigarette
smoking are shown in figures 23-27.
Figure 28 displays trends in
emergency room visits for cocaine
use. Respondent-assessed health
status, physician utilization rates, and
health insurance coverage are
presented in figures 29-32. Finally,
trends in minority student enrollment
in medical schools are shown in
figure 33.

The Technical Notes section that
follows the charts contains detailed
information on data sources and
methods. A table providing the data
for each chart is also included. As

described in the Technical Notes, the
chartbook data are not necessarily
national-level data. Thus, data for
Hispanic populations are based on
selected States; the cancer incidence
and survival rates are from selected
cancer registries; and the data
showing emergency room visits for
cocaine abuse are from participating
emergency rooms in selected
metropolitan areas.

Reference

1. U.S. Department of Health and
Human Services. 1990. Healthy People
2000: National Health Promotion and
Disease Prevention Objectives. Public
Health Service. Washington: U.S.
Government Printing Office.
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Demographic and
Socioeconomic
Background

Most minority populations in the
United States have been increasing at
a far greater pace than the white
population. Since 1980, the Asian
population has increased by
70 percent to 6.5 million in 1988
(figure 1). The Hispanic population
has increased 34 percent to 19.8
million, while the American Indian
population has grown by 19 percent
to 1.7 million. The black population
in the United States, the largest
minority group, has increased
13 percent to 30.2 million persons in
1988. During this same period, the
white population has increased by
6 percent, reaching 207.4 million
persons in 1988 (1).

In 1988, the racial composition of
the population of the United States
was 12 percent black persons,

3 percent Asian and Pacific Islander,
1 percent American Indian and
Alaskan Native, 84 percent white,
and 8 percent who were of Hispanic
origin (of any race) (1).

Growth of the Hispanic
population has resulted equally from
immigration and natural increase.
Close to 40 percent of all
immigration during the 1980’s has
been from Latin America. From 1980
to 1988 the Hispanic population
increased from 6.5 to 8.1 percent of
the total population (1).

The rapid growth of the Asian
population is attributed largely to
immigration. Since 1980,

45-50 percent of the nearly 600,000
annual legal alien immigrants have
been from Asia (1).

Racial and ethnic variation in
socioeconomic status is large. Poverty
rates are one measure of economic
differences among population groups.
In 1988, 32 percent of black persons
and 27 percent of those of Hispanic
origin had incomes below the poverty
level compared with 10 percent of
white persons (2). These percentages

Figure 1. Resident minority populations, according to
race/ethnicity: United States, 1980-88
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SOURCE: U.S. Bureau of the Census, Current Population Surveys (1).

have remained largely unchanged
over the past decade. In 1979,

28 percent of American Indians had
incomes that were below the poverty
level, as did 13 percent of Asian
persons (3). (The most recent year
for Asian and American Indian data
is 1979.)

Differences in poverty rates
among children and families are even
greater. In 1988, 44 percent of black
children and 38 percent of Hispanic
children under 18 years of age
compared with 14 percent of white
children were below poverty. Further,
52 percent of all black families and
26 percent of Hispanic families had
female householders with no husband
present and with children under 18
years present compared with
16 percent of white families. The
poverty rate for these groups was
56 percent among black families,

59 percent among Hispanic families,
and 38 percent among white families

2)-

8 Demographic and Socioeconomic Background

References

1. U.S. Bureau of the Census. 1990.
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Washington: U.S. Government Printing
Office.
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Washington: U.S. Government Printing
Office.



Prenatal Care

The importance of beginning
prenatal care early in pregnancy,
especially for women known to be at
increased medical or social risk of
adverse outcomes, has been well
documented (1).

B The objectives in Healthy People
2000 include increasing to at least

90 percent the proportion of all
pregnant women who receive prenatal
care in the first trimester of
pregnancy. There are wide variations
in the percent receiving early prenatal
care among mothers of different
racial and ethnic groups, and these
variations have remained stable over
the past decade.

m  In 1988, only 58 percent of
American Indian and of Mexican
American mothers received early
prenatal care (figure 2). Similarly,
only 61 percent of black mothers, and
63 percent of Puerto Rican and
Central and South American mothers
received early care. (Proportions are
based on race of mother rather than
race of child. See Technical Notes.)

#  The proportions of mothers with
early prenatal care were much higher
among Japanese mothers

(86 percent), followed by mothers
who were Cuban (83 percent),
Chinese (82 percent), white

(79 percent), and Filipino

(78 percent).

Reference

1. Institute of Medicine. 1985. Preventing
Low Birthweight. National Academy Press.
Washington. U.S. Government Printing
Office.

Figure 2. Early prenatal care, according to race/ethnicity of
mother: United States, 1988
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NOTE: Early prenatal care is defined as care beginning in the first trimester of pregnancy. Data
on Hispanic origin of mother are from 30 States and the District of Columbia.

SOURCE: National Center for Health Statistics, National Vital Statistics System.
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Low Birth Weight

Infants born weighing less than
2,500 grams at birth are known to be
at increased risk of infant mortality
and morbidity. Those weighing less
than 1,500 grams, the very
low-birth-weight infants, are at
greatest risk of death. Several
socioeconomic and demographic
factors are associated with the risk of
low birth weight: lower educational
attainment, unmarried status, being
30 years of age or older having a first
birth, or being a teenage mother
having a second or higher order birth.
Cigarette smoking is one of the
strongest behavioral risk factors for
low birth weight (1).

m The objectives in Healthy People
2000 target a low-birth-weight rate of
no more than 5 percent and a very
low-birth-weight rate of no more than
1 percent of all live births. Special
targets of no more than 9 percent
low birth weight and 2 percent very
low birth weight were set for births to
black mothers.

® During the 1970’s the incidence
of low birth weight declined about

1 percent annually among each of the
racial and ethnic groups. In contrast,
the 1980’s has been a decade of little
or no change in the percent of infants
born at low birth weight.

m In 1988, black mothers had the
highest percent of low-birth-weight
births, 13.3 percent, more than twice
the rate for white mothers (figure 3).
Puerto Rican mothers ranked second
highest, with 9.4 percent of infants
weighing less than 2,500 grams.
(Proportions are based on race of
mother rather than race of child. See
Technical Notes.)

E Chinese mothers had the lowest
proportion of births that were low
birth weight, 4.6 percent. Among
white mothers, 5.7 percent of births
were low birth weight. Similar rates
were observed for Mexican American,
Central and South American, Cuban,
and American Indian mothers

(5.6 percent to 6.0 percent).
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Figure 3. Low birth weight, according to race/ethnicity of mother:
United States, 1988
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NOTE: Data on Hispanic origin of mother are from 30 States and the District of Columbia.
SOURCE: National Center for Health Statistics, National Vital Statistics System.

® Chinese mothers also had the
lowest incidence of very low birth
weight, 0.6 percent, one-third lower
than the rate for white mothers

(0.9 percent). Black mothers had
three times and Puerto Ricans 1.8
times the incidence of very low birth
weight compared with white mothers.

Reference

1. Kleinman, J.C., and S.S. Kessel. 1987.
Racial differences in low birth weight. V.
Engl. J. Med. 317:749-53.



Infant Mortality

One of the major concerns
related to infant mortality has been
the high rate among black infants.
Less attention has been paid to the
variation in infant mortality among
other minority groups (1). Newly
available data from linked birth and
death records for the birth cohorts of
1983-85 (most recent years available)
make it possible to obtain reliable
national figures on infant mortality
for these minority groups, not
previously available on an annual
basis (see Technical Notes).
® The objectives in Healthy People
2000 include reducing infant mortality
to no more than 7 infant deaths, 4.5
neonatal deaths and 2.5 postneonatal
deaths per 1,000 live births. In
1983-85, the infant mortality rate
among the Japanese was below the
target level.
® The infant mortality rate was
lowest among the Japanese, 6.0 infant
deaths per 1,000 live births during
1983-85 (figure 4). The rate for white
mothers was 9.0. Among Hispanics,
there was wide variation in infant
mortality: from 8.0 among Cubans to
12.3 among Puerto Ricans with
Mexican Americans (the largest
group) having about the same rate
(8.8) as white mothers. The American
Indian rate (13.9) and the black rate
(18.7) were 1.5 and 2.1 times the rate
for white mothers, respectively.
® The high infant mortality for
American Indians was mainly a result
of excess postneonatal mortality. The
postneonatal mortality rate for
American Indians was 2.3 times the
white rate, 7.2 compared with 3.1.
Neonatal mortality for American
Indians (6.7) was only 14 percent
higher than among white mothers.

B The high infant mortality rate for
Puerto Rican mothers, on the other
hand, was a result of excess neonatal
and postneonatal mortality,

41 percent and 29 percent higher,
respectively, than the rates for white
mothers. Similarly, neonatal and

Figure 4. Infant mortality rates, according to race/ethnicity of

mother: United States, 1983-85 birth cohorts
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NOTE: Data on Hispanic origin of mother are from 23 States and the District of Columbia.
SOURCE: National Center for Health Statistics, National Vital Statistics System.

postneonatal mortality among black
mothers were twice the rates for
white mothers.

The low Japanese infant mortality
rate was a function of both low
neonatal (3.4) and postneonatal (2.6)
mortality. Only Cuban mothers had a
postneonatal rate that was lower
(2.2), 29 percent below the rate for
white mothers.

The low infant mortality rate
among Mexican American mothers
and the low neonatal mortality among
American Indians are noteworthy in
that both groups have relatively high
maternal risk profiles compared with
white mothers (higher parity, higher
proportion of births to unmarried
mothers, lower educational
attainment, and later entry into
prenatal care).

Reference

1. Kleinman, J.C. 1990. Infant mortality
among minority groups. CDC Surveillance
Summaries. MMWR 39(No. SS-3):31-40.
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Life Expectancy

E In 1988, life expectancy at birth
was 64.9 years for black males; 72.3
years for white males; 73.4 years for
black females; and 78.9 years for
white females (figure 5).

B Black-white differences in life
expectancy at birth increased slightly
for males and narrowed for females
between 1960 and 1988. In those 28
years, the difference in life
expectancy between black and white
males increased from 6.7 to 7.4 years,
while between black and white
females, it decreased from 8.2 to 5.5
years.

B The causes of death that
historically have contributed most to
the disparity in life expectancy
between white and black males and
females are the cardiovascular
diseases, homicide, malignant
neoplasms, and infant mortality.
Those causes accounted for about
60 percent of the black-white
differential for males and for females
in life expectancy at birth (1).

B Throughout most of the 1970’s
life expectancy improved for each of
the four race-sex groups. From 1979
to 1980, however, life expectancy
declined (albeit by only 0.1-0.4 years
of age) in each group; this decline
being attributed to the influenza
epidemic in 1980.

m Since 1981, life expectancy at
birth for white males has risen
steadily. For black males life
expectancy increased during the early
1980’s, then declined for two
consecutive years from 65.6 years of
age in 1984 to 65.2 years of age in
1986 and declined again from 1987 to
1988 to 64.9 years. Recent increases
in age-specific death rates for black
males under 45 years of age,
particularly due to rising death rates
for human immunodeficiency virus
(HIV) infection and homicide, have
contributed to the lack of
improvement in life expectancy.

E Life expectancy for black females
was relatively unchanged during
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Figure 5. Life expectancy at birth, according to race and sex:
United States, 1960 and 1970-88
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1982-87 and declined slightly in 1988.
Among white females, life expectancy
rose only slightly during the 1980’s
having held unchanged at 78.7 years
for the years 1982 through 1985.

Reference

1. Keith, V.M., and D.P. Smith. 1988.
The cultural differential in black and
white life expectancy. Demography
25:625-632 (modified with author’s
permission).



Death Rates

In the following five charts, death
rates for minority populations are
based on population estimates for
1988 prepared by the Office of
Analysis and Epidemiology, National
Center for Health Statistics (NCHS).
Thus, the death rates for Asians,
American Indians, and for Hispanic
persons should be considered interim
and subject to change. Death rates
for Hispanic persons are based on
data from 26 States and therefore are
not national estimates, (see Technical
Notes).

Specific causes of death were
selected for their impact on minority
populations, their magnitude, and
their racial and ethnic variation. As a
cause of death, “unintentional
injuries,” “injuries,” and “accidents
and adverse effects” are used
synonymously. See Appendix II, table
V for cause of death codes.

Overall, Asian persons in the
United States have the lowest death
rates across each age group and for
nearly all of the causes of death
compared. Among those under 45
years of age, black persons and
American Indians have the highest
death rates, with the greatest
black-white and American
Indian-white differences occurring at
ages 25-44 years. With increasing age,
these relative differences narrow and
by age 65 years and older, the
black-white ratio is minimal and
white death rates exceed those for
American Indians. In the Hispanic
population at ages 15-44 years, death
rates exceed white death rates,
although not by as much as the black
and American Indian rates. Both the
younger and older Hispanic
populations have similar or lower
death rates than white persons.

Children 1-14 Years of Age

E In 1988, death rates for black and
American Indian children were much
higher (49 and 44 per 100,000) than
for Asian, Hispanic, and white
children (24, 30, and 30 per 100,000,
respectively) (figure 6).

Figure 6. Death rates for selected causes for persons 1-14 years
of age, according to race/ethnicity: United States, 1988
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SOURCE: National Center for Health Statistics, National Vital Statistics System, and U.S. Bureau

of the Census, Current Population Surveys.

B Unintentional injuries were the
leading cause of death for each group
of children, accounting for about

40 percent of the deaths among
black, Asian, Hispanic, and white
children and for about 55 percent of
deaths among American Indian
children. The injury death ratcs were
highest among American Indian and
black children (24 and 20 per 100,000,
respectively), about 85 and

55 percent higher, respectively, than
for white children (13 per 100,000).
The injury death rates for Asian
children were about 25 percent lower
than the rate for white children, while
the rates for Hispanic and white
children were similar. Half of the
injury deaths among white, Asian,
American Indian, and Hispanic
children resulted from motor vehicle
injuries compared with about

40 percent of the injury deaths
among black children. Fires and
drowning were the leading causes of
nonmotor vehicle injury deaths among
black children.

® In 1988, homicide was the second
leading cause of death among black
children, with a death rate 34 times
the rate for any other group.
Malignant neoplasms ranked second
for all others, with minimal racial
variation.

Young Persons 15-24 Years
of Age

B Death rates were much higher for
American Indians and black persons
15-24 years of age (162 and 145 per
100,000) than for others in 1988
(figure 7). The lowest rate (57 per
100,000) was among Asian youth,
while mortality among white and
Hispanic youth fell midway (95 and
113 per 100,000).

® Unintentional injuries were the
leading cause of death for all except
black youth (for whom it was the
second leading cause). The injury
death rate for American Indians (89
per 100,000) was two to three times
the injury rates for any other group.
The lowest injury rate was for Asian
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youth (29 per 100,000). Between 74
and 79 percent of injury deaths in
this age group were motor vehicle
fatalities, except among black youth
where they accounted for 66 percent.
B Homicide was the leading cause
of death among black youth. The
black homicide rate (59 per 100,000)
was more than seven times the
homicide rate for white youth (8 per
100,000). The homicide rates for
American Indian and Hispanic youth
were about three to four times the
rate for white youth. The homicide
rate for Asian youth (7 per 100,000)
was similar to the rate for white
youth.

® The suicide rate for American
Indians was nearly twice that for
white youth, 26 compared with 14 per
100,000. The suicide rates for
Hispanic, black, and Asian youth
were about 30-60 percent lower than
the rate for white youth.

Adults 25-44 Years of Age

m In 1988, black adults 25-44 years
had the highest death rate (367 per
100,000), 2.5 times the rate for white
adults (149 per 100,000) (figure 8).
The death rate for American Indian
adults was second highest, 1.8 times
the rate for white adults, while the
death rate for Hispanic adults was
about 25 percent higher than for
white adults. Asians had the lowest
rate, about half the rate for white
adults.

® Unintentional injuries were the
leading cause of death for American
Indian, Hispanic, Asian, and white
persons. The rate for American
Indians was nearly three times the
rate for white adults (97 compared
with 34 per 100,000). The injury rate
for black adults was about 44 percent
higher than for white adults, while
the rate for Hispanics was about

20 percent higher than the rate for
white adults. Asian adults had the
lowest injury death rate (15 per
100,000), less than half the rate for
white adults. About 6 of every 10
injury deaths among American
Indians were motor vehicle fatalities;
the motor vehicle death rate was 2.5
to five times the rate for any other
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Figure 7. Death rates for selected causes for persons 15-24 years
of age, according to race/ethnicity: United States, 1988
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SOURCE: National Center for Health Statistics, National Vital Statistics System, and U.S. Bureau
of the Census, Current Population Surveys.

Figure 8. Death rates for selected causes for persons 25-44 years
of age, according to race/ethnicity: United States, 1988
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group. Similarly, the injury death rate.
for nonmotor vehicle causes was also
considerably higher among American
Indians than others.

B Homicide was the leading cause
of death for black adults 25-44 years
of age. The homicide rate for black
adults (56 per 100,000) was seven
times the rate for white adults (8 per
100,000). The homicide rates for
American Indian and Hispanic adults
were similar and were three times
that for white adults. The homicide
rates for Asian and white adults were
similar.

B The heart disease death rate was
also highest among black adults (44
per 100,000), about 2.6 times the rate
among white adults (17 per 100,000).
Compared with white adults, the rate
for American Indians was similar,
while the rates for Hispanic and
Asian adults were about 30 percent
and 60 percent lower, respectively.

B Human immunodeficiency virus
(HIV) infection was the second
leading cause of death for Hispanic
adults, and the fourth and fifth
leading causes of death for black and
white adults, respectively, ages 25-44.
The death rate for HIV infection
among black persons was 43 per
100,000, 3.6 times the rate among
white adults (12 per 100,000). The
rate for Hispanic adults was 2.3 times
the rate for white adults. As a
proportion of all deaths, HIV
infection was responsible for 15
percent of Hispanic deaths,

12 percent of black deaths, and 8
percent of white deaths in this age
group. HIV infection death rates
among Asian and American Indian
adults were about 70 percent below
the rate for white adults, accounting
for 1-4 percent of the deaths in these
groups.

Adults 45-64 Years of Age

B In 1988, the death rate for black
adults 45-64 years of age was

75 percent higher than for white
persons (1,380 compared with 790 per
100,000) (figure 9). The death rate
for American Indians was 8 percent
higher than the rate for white persons
while the rate for Hispanic adults was

Figure 9. Death rates for selected causes for persons 45-64 years
of age, according to race/ethnicity: United States, 1988
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23 percent lower and the rate for
Asians was lowest, 49 percent below
the rate for white persons. Malignant
neoplasms and diseases of the heart
were the two leading causes of death
for all persons 45-64 years of age.

B The death rate for heart disease
was highest for black adults (426 per
100,000), 1.7 times the rate for white
adults (244 per 100,000). The rate for
American Indians was about

10 percent lower than that for white
adults, while the rates for Hispanic
and Asian adults were about 30
percent and 60 percent lower,
respectively, than for white adults.

B The death rate for malignant
neoplasms was highest for black
adults (401 per 100,000), 1.4 times
the rate for white adults (289 per
100,000). The death rates for
Hispanic and Asian adults were
similar to each other, about half the
rate among white adults, while the
rate for American Indians was about
40 percent lower than among white
adults.

B The death rate for
cerebrovascular diseases was also
highest for black adults (86 per
100,000), about three times the rate
among white adults (29 per 100,000).

The rates for American Indians,
Asian, and Hispanic adults were
similar to that for white adults.

B Unintentional injuries were also
among the leading causes of death in
this age group. The rate was highest
for American Indians (77 per
100,000). Compared with the rate of
31 per 100,000 for white adults, the
injury death rate for black adults was
nearly 70 percent higher; the rate for
Hispanic adults was similar; and the
rate for Asian adults was about

40 percent lower than the white
injury death rate.

B Among American Indians, the
death rate from chronic liver disease
and cirrhosis (77 per 100,000) was
similar to that for injuries and was
nearly two times the death rates for
black and Hispanic adults, more than
three times the rate for white adults,
and nearly eight times that for Asian
adults.

Adults 65 Years of Age and
Over

B In 1988, the death rate among
persons 65 years of age and over was
highest for black persons, although
only 11 percent higher than for white
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older persons (figure 10). Death rates
were considerably lower (30-50
percent) among Hispanic, American
Indian, and Asian elderly than among
white elderly adults.

B Heart disease was the leading
cause of death, followed by malignant
neoplasms and cerebrovascular
diseases in each of the racial and
ethnic groups.

B The heart disease death rate was
lowest for Asian elderly, about

60 percent lower than the rate of
2,079 per 100,000 for white persons.
For Hispanic and American Indian
persons, the death rates were about
35-45 percent below that for white
persons. Heart disease mortality for
black persons was only about

5 percent higher than for white
persons.

® Death rates for malignant
neoplasms were lowest for Asian (549
per 100,000) followed by American
Indian and Hispanic older persons.
The rate for Asians was nearly

50 percent lower, for American
Indians about 45 percent lower, and
the rate for Hispanics was nearly

40 percent lower than the rate for
white persons (1,062 per 100,000).
Cancer mortality for black persons
was 17 percent higher than for white
persons.

® Cerebrovascular diseases
mortality was 36-42 percent lower for
Hispanic, Asian, and American
Indian older persons than for white
persons, while it was 24 percent
higher for black than white persons.
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Figure 10. Death rates for selected causes for persons 65 years of
age and over, according to race/ethnicity: United States, 1988
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Weapons in
Homicides

Homicide claimed 22,000 lives in
the United States in 1988. The total
U.S. homicide rate was 9.0 per
100,000, and homicide was the leading
cause of death among black males
15-24 and 25-34 years of age.
Firearms were involved in 62 percent
of all homicides in the United States
in 1988 (1). The homicide rate in the
United States continues to be 3-8
times higher than rates in most other
industrialized countries (2).

E Healthy People 2000 targets the
prevention of violence by reducing
the homicide rate to no more than
7.2 per 100,000 persons, with special
targets set for black males and
females ages 15-34 years and
Hispanic males ages 15-34 years as
well as American Indians and
Alaskan Natives.

E During the period 1986-88 more
than half (57 percent) of all homicide
victims were between 15 and 34 years
of age. Based on data from the
Federal Bureau of Investigation,
about half of white, black, and Asian
victims in this age range were
murdered with a handgun and
another 12-17 percent with other
types of firearms (figure 11). Within
the American Indian population,
handgun use was substantially lower
(29 percent).

B Knives or other instruments for
cutting or stabbing were used in
about one-fifth of the homicides in
which the victim was white, black, or
Asian and in about one-third of the
homicides of American Indians.
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Figure 11. Weapons used in homicides among victims 15-34 years
of age, according to type of weapon and race of victim:
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Cancer Incidence
and Survival

In Healthy People 2000, the
objectives for cancer focus on issues
related to prevention and detection,
as well as mortality reduction. Targets
include smoking reduction, dietary
changes with respect to fat and fiber,
and increases in screening procedures
and early detection.

Four cancer sites — lung and
bronchus, colon and rectum, breast
(females), and prostate gland — were
selected for detailed sex and racial or
ethnic group comparisons based on
their relatively high incidence rates,
as well as their treatment prognosis
and/or their potential for mortality
reduction either through early
detection or through modification of
specific risk factors.

The age-adjusted incidence rates
(1977-83) and S-year relative survival
rates (1975-84) in each of the
following eight charts are specific for
the Surveillance, Epidemiology, and
End Results (SEER) registry area
from which the cancer data come (see
Technical Notes) (1). These
geographic-specific rates are
necessary because there is geographic
variation in cancer incidence and
death rates. Thus, each chart shows
three different rates for the white
population. Rates for black and for
Asian persons are compared with
rates for white persons (regardless of
ethnicity) and rates for Mexican
Americans and for American Indians
are compared with rates for
non-Hispanic white persons. To
illustrate the geographic differences,
the age-adjusted lung cancer
incidence rate among white males was
80.0 per 100,000 in the cancer
registries of San Francisco, Detroit,
Atlanta, and Connecticut, 77.5 per
100,000 in the San Francisco and
Hawaii cancer registries, and 53.5 per
100,000 among non-Hispanic white
males in the New Mexico registry
(figure 12).

As a result of the geographic
basis for these rates, comparisons are
not made across minority groups (e.g.,
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between Asians and black persons or
between black persons and
Mexicans), but rather are between
the minority group and the white
population in a particular SEER area.

Lung Cancer

Cancer of the lung and bronchus
(lung cancer) is the most common
form of cancer diagnosed in the
United States and is the leading
cause of cancer mortality. For 1990, it
is estimated that there were 157,000
new cases of lung cancer, accounting
for 15 percent of all new cancer
cases. Two-thirds of the cases were
among males. Five-year survival rates
remain low, only about 13 percent
(2,3). Cigarette smoking accounted
for an estimated 87 percent of all
lung cancer deaths in 1985 (4).

E In 1977-83, the age-adjusted lung
cancer incidence rate was about

40 percent higher for black than for
white males, 111 compared with 80
per 100,000 but 10 percent lower for
black than white females, 28
compared with 31 per 100,000

(figure 12). Relative survival rates for
1975-84 were slightly lower among
black than white persons, 10 percent
compared with 13 percent among
males and 16 compared with

18 percent among females

(figure 13).

B Within the Asian populations,
Filipino males had the lowest
incidence rate for lung cancer (36 per
100,000), about 55 percent below the
rate for white males (77 per 100,000).
Rates for Japanese and Chinese
males (57 and 45 per 100,000,
respectively) were also much lower
than for white males. Among females,
the incidence rates among Japanese
and Filipinos were about 60 percent
lower, and among Chinese, about

30 percent lower than the rate among
white females (36 per 100,000). Lung
cancer survival rates were 13-15
percent for Asian and white males
and 15-19 percent for Asian and
white females.

B Lung cancer incidence among
Mexican Americans was about

45 percent lower than among
non-Hispanic white persons, for both
sexes. Survival rates, however, were
similar for the two groups, 9 percent
for Mexican American and

11 percent for non-Hispanic white
males and 15 percent for both groups
of females.

B The major risk factor for lung
cancer is smoking. Because lung
cancer incidence reflects cumulative
exposure to smoking, current smoking
patterns will not be directly related to
current lung cancer incidence unless
smoking patterns have not changed. It
is interesting to note that the
age-adjusted smoking rates around
1980 showed that black males were
about 20 percent more likely to
smoke than white males. Smoking
rates were similar for black and white
females (table 55). Data for Asian
populations are available for more
recent years and show a much lower
smoking rate among both males and
females compared with either
non-Hispanic white or non-Hispanic
black persons (figure 26).



Figure 12. Lung and bronchus cancer incidence rates, according
to sex and race/ethnicity: Selected cancer registries, 1977-83
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Program registries (1).

Figure 13. Lung and bronchus cancer S-year relative survival
rates, according to sex and race/ethnicity: Selected cancer
registries, 1975-84
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Colorectal Cancer

An estimated 155,000 new cases
of cancer of the colon and rectum
were diagnosed in 1990 (3). Overall,
colorectal cancer accounted for about
15 percent of all cancer diagnoses,
second but almost equal to lung
cancer. Relative survival rates,
however, are much higher for
colorectal cancer than for lung
cancer.

B Incidence of cancer of the colon
and rectum was generally lower for
minority populations than for white
persons, but in most instances survival
was somewhat better for white
persons. In each population group,
incidence was higher for males than
for females, and females had slightly
higher survival rates.

® In 1977-83, the age-adjusted
incidence rate was 15 percent lower
among black than white males (53
compared with 62 per 100,000)
(figure 14); rates were similar for
black and white females (43 per
100,000). The 5-year relative survival
rates for 1975-84, on the other hand,
were 17 percent lower for black than
white males, and 11 percent lower for
black than white females (figure 15).
B In the Asian populations, the
incidence rate among Japanese males
(62 per 100,000) was considerably
higher than for Chinese or Filipino
males, and was similar to the rate for
white males (60 per 100,000). Filipino
males and females had the lowest
rates, with the rate for Filipino
females 57 percent lower than the
rate for white females (18 compared
with 42 per 100,000). Survival rates
were highest for the Japanese and
lowest for Filipinos.

E Colon and rectum cancer
incidence rates were about

25 percent lower for Mexican
Americans than for non-Hispanic
white persons of both sexes. However,
survival rates were slightly lower for
the Mexican American males than for
non-Hispanic white males (41
compared with 46 percent) and
similar for Mexican American and
non-Hispanic white females

(50 percent).

m Risk factors for colon and rectal
cancer include personal or family
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Figure 14. Colon and rectum cancer incidence rates, according to
sex and race/ethnicity: Selected cancer registries, 1977-83
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SOURCE: National Cancer Institute, Surveillance, Epidemiology, and End Results (SEER)
Program registries (1).

Figure 15. Colon and rectum cancer 5-year relative survival rates,
according to sex and race/ethnicity: Selected cancer registries,
1975-84
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of colorectal cancer has improved
through use of blood testing,
sigmoidoscopy, and regular
examinations.

history of cancer or polyps of the
colon or rectum and history of
inflammatory bowel disease. A high
fat and/or low fiber diet may be a
causative factor (2). Early detection



Breast Cancer

In 1990, an estimated 150,000
new cases of breast cancer were
diagnosed among women. Breast
cancer is the leading cause of cancer
for females and the third leading site
overall. It is estimated that
approximately 1 in 10 women will
develop breast cancer in their
lifetime. The incidence of breast
cancer has increased more than
1 percent per year since the early
1970’s (table 50). The most recent
increases are believed to be related,
in part, to early detection of breast
cancer as a result of increased use of
mammography and breast
self-examination (2,3). In 1987, breast
cancer was the leading cause of death
due to cancer among white and black
females ages 25-54 years and for
those 85 years of age and over. For
all other ages, it ranked second to
lung cancer (tables 30 and 31).

B In 1977-83, the age-adjusted
incidence rate for breast cancer was
higher than for any other individual
cancer site among females in each of
the minority and white population
groups (figure 16). The 5-year
survival rates for breast cancer during
1975-84 were among the highest of
any site, exceeding 70 percent, for
each racial group, except among
American Indian and black females
(figure 17).

B Breast cancer incidence was
much lower in each of the minority
female populations than among white
females. The incidence rate for black
females was 20 percent lower than
for white females (73 compared with
91 per 100,000). Five-year relative
survival rates were lower for black
than white females (63 percent
compared with 76 percent).

B DBreast cancer incidence rates for
Filipino females (41 per 100,000)
were 57 percent lower, and rates for
Chinese and Japanese females (about
56 per 100,000) were 42 percent
lower than for white females (97 per
100,000). Survival rates among Asian
females were relatively similar to the
rate for white females (78 percent).
Within the Asian populations,
Japanese women had the highest

Figure 16. Breast cancer incidence rates among females,
according to race/ethnicity: Selected cancer registries, 1977-83
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Program registries (1).

Figure 17. Breast cancer 5-year relative survival rates among
females, according to race/ethnicity: Selected cancer registries,
1975-84
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SOURCE: National Cancer Institute, Surveillance, Epidemiology, and End Results (SEER)
Program registries (1).

B Among Mexican American
females, breast cancer incidence was
29 percent lower than the rate for

survival rates (85 percent) and
Filipino women the lowest
(74 percent).
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non-Hispanic white females (72 per
100,000) while survival rates were
similar. American Indian females (not
including Alaskan Natives, see
Technical Notes) had a low incidence
of breast cancer (21 per 100,000) as
well as a low survival rate,

46 percent.

m Differences in breast cancer
survival among racial groups may
reflect differences in the stage at
which the disease is diagnosed as well
as differences in stage-specific
survival rates. For example, the lower
breast cancer survival rate of black
women compared to white women
reflects both a lower likelihood of
early diagnosis (localized stage) and a
lower survival rate, especially among
those with more advanced disease at
diagnosis (regional stage) (2). In
1974-86, 41 percent of black women
with breast cancer were diagnosed
with localized disease compared with
49 percent of white women. Further,
among women with breast cancer that
was regional at diagnosis, 5-year
survival rates were 56 percent for
black women compared with

70 percent for white women. For
localized breast cancer cases,
differences in the 5-year survival rates
for black and white women were
smaller (86 compared with 91
percent).

B Risk factors in breast cancer are
believed to be largely genetic and
related to reproductive factors. Risk
increases after age 50; for those
women with a personal or family
history of breast cancer; for women
who have never had children or
whose first childbirth was after age 30
(3). The role of behavioral risk
factors such as diet is still uncertain.
Thus, the known risk factors for
incidence are generally not modifiable
(as opposed to smoking being a
modifiable risk factor for lung
cancer). However, it is clear that
early detection of breast cancer
through mammography and
self-examination can improve survival
rates. If breast cancer is diagnosed in
situ (noninvasive) and treated, the
survival rate approaches 100 percent

3).
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Prostate Cancer

Prostate cancer was diagnosed in
an estimated 106,000 males in the
United States in 1990 (3). It was the
leading or second leading (after lung
cancer) cause of cancer among males
who were black, Filipino, Mexican
American, American Indian, or white.
It ranked third (after lung and
colo-rectal cancers) for Chinese and
Japanese males. Prostate cancer
survival rates are generally high, often
exceeding 70 percent.
m In 1977-83, the age-adjusted
incidence rate for prostate cancer was
much higher for black males (119 per
100,000) than for any other group,
71 percent higher than for white
males (figure 18). Further, black
male survival was 10 percent lower
than among white males during
1975-84 (figure 19).
m Prostate cancer incidence was
much lower among Asian than white
males. Rates for Chinese males were
the lowest (30 per 100,000), less than
half the rate for white males. Survival
was similar for Asian and white males
with the Japanese doing somewhat
better than the others.
® Incidence was similar among
Mexican American and non-Hispanic
white males as were their survival
rates. The incidence among American
Indian males (not including Alaskan
Natives, see Technical Notes) was
less than half that for non-Hispanic
white males (31 compared with 75
per 100,000), although the American
Indian male survival rate was much
lower (54 compared with 76 percent).
B Relatively little is known about
the causes of prostate cancer. Risk
factors are believed to include various
aspects of sexual activity, endocrine
factors, diet, and possibly
occupational exposures. Incidence
increases with age and is most likely
among males aged 65 years and over.
Further, incidence is higher in
unmarried than in married males
(2,9).
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Figure 18. Prostate gland cancer incidence rates among males,
according to race/ethnicity: Selected cancer registries, 1977-83
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SOURCE: National Cancer Institute, Surveillance, Epidemiology, and End Results (SEER)
Program registries (1).

Figure 19. Prostate gland cancer 5-year relative survival rates
among males, according to race/ethnicity: Selected cancer
registries, 1975-84

Mexican American §
American Indian
Non-Hispanic White

Chinese
Japanese
Filipino
White

Black
White

l 1 ] 1
0 20 40 60 80 100
Percent

NOTE: For each racial/ethnic comparison, data for white and minority populations are
geographic-specific. See Technical Notes.

SOURCE: National Cancer Institute, Surveillance, Epidemiology, and End Results (SEER)
Program registries (1).

Cancer Incidence and Survival

23



Trends in AIDS

Before 1983 there were only a
total of 800 reported cases of
acquired immunodeficiency syndrome
(AIDS); during 1989 over 33,000
adolescent and adult AIDS cases
were reported. In 1988, human
immunodeficiency virus (HIV)
infection was the 4th leading cause of
death among persons 25-44 years of
age and the 6th leading cause among
persons 15-24 years of age (1).
® The Healthy People 2000
objectives for HIV/AIDS include
confining the annual incidence of
diagnosed AIDS cases to no more
than 98,000 cases and confining the
prevalence of HIV to no more than
800 per 100,000 population. Risk
reduction objectives and objectives
related to services and protection are
also included. Current estimates of
the total number of persons infected
with HIV range from 800,000 to 1.3
million.
® From 1986 to 1989, the annual
numbers of incident cases of AIDS
among non-Hispanic black and
American Indian persons aged 13
years and over tripled, while they
increased by factors of 2.4-2.6 for
Hispanic, non-Hispanic white, and
Asian persons (figure 20).

B Estimates for 1989 from the
Center for Infectious Diseases
indicate that the risk of AIDS among
non-Hispanic black and Hispanic
adolescents and adults was 3—4 times
the risk for non-Hispanic white
persons, while for Asian and
American Indian adolescents and
adults the risk was one-third to
one-half that of non-Hispanic white
persons (2). Further, the annual
incidence rates of AIDS among
children and among women of
childbearing age have been increasing
more among black and Hispanic
population groups than among other
racial groups (3).

B The cumulative HIV
seroprevalence of civilian applicants
for the military service from October
1985 to December 1989 was 0.12
percent (about 1 positive for every
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Figure 20. AIDS cases among persons 13 years of age and over,
according to race/ethnicity: United States, 1984-89
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NOTE: The AIDS case definition was changed in September 1987 to allow for the presumptive
diagnosis of AIDS-associated diseases and conditions and to expand the spectrum of human
immunodeficiency virus-associated diseases reportable as AIDS. Excludes residents of U.S.

territories. Data are as of September 30, 1990.

SOURCE: Centers for Disease Control, Center for Infectious Diseases, HIV/AIDS Surveillance

data.

800 tested) (3). Cumulative rates
were higher for males (0.14 percert)
than for females (0.06 percent) and
higher for black persons (0.35
percent) and Hispanics (0.19 percent)
than for American Indian (0.10
percent), white (0.06 percent), or
Asian persons (0.05 percent). In
interpreting these data, it is
important to recognize that potential
applicants were informed that they
would be screened for HIV antibody.
Therefore, intravenous drug users,
homosexual men, and persons who
already knew that they were infected
with HIV are probably
underrepresented among those
actually tested for HIV.
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AIDS Mode of
Transmission

Patterns in the transmission of
acquired immunodeficiency syndrome
(AIDS) differ for males and females
and also among racial and ethnic
groups. For cases reported in 1989,
the major categories of transmission
among adolescent and adult males
were homosexual/bisexual contact
(66 percent), IV drug use
(18 percent), or both (7 percent). For
females, the major modes of
transmission were IV drug use (52
percent) or heterosexual contact (33
percent), most of which resulted from
sex with IV drug users (table 46).

E In 1989, among non-Hispanic
white and Asian males with AIDS
about 79 percent contracted AIDS
through homosexual/bisexual contact
compared with 44 percent of
non-Hispanic black, 52 percent of
Hispanic males, and 54 percent of
American Indian males (figure 21).
Further, 3-12 percent of the Asian,
non-Hispanic white, and American
Indian male cases resulted from IV
drug use compared with

32-36 percent of Hispanic and
non-Hispanic black cases.

E In 1989, among non-Hispanic
black and Hispanic females with
AIDS, 77-81 percent of AIDS cases
resulted from either direct IV drug
use or from heterosexual contact with
IV drug users compared with 57
percent of cases among non-Hispanic
white females (figure 22). Hetero-
sexual contact accounts for a large
proportion of female AIDS cases, 37
percent among Hispanic females and
31-33 percent among non-Hispanic
white and black females. Twenty
percent of all non-Hispanic white
female cases resulted from the receipt
of blood transfusions, blood
components, or tissue, whereas this
type of transmission accounted for
3-4 percent of cases for non-Hispanic
black and Hispanic females. Data for
Asian and American Indian females
are not shown because there were
only 19 and 9 cases, respectively,
reported in 1989.

Figure 21. Transmission mode of AIDS cases among males
13 years of age and over, according to race/ethnicity:
United States, 1989
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NOTE: Excludes residents of U.S. territories. Data are as of September 30, 1990.

SOURCE: Centers for Disease Control, Center for Infectious Diseases, HIV/AIDS Surveillance
data.

Figure 22. Transmission mode of AIDS cases among females
13 years of age and over, according to race/ethnicity:
United States, 1989
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SOURCE: Centers for Disease Control, Center for Infectious Diseases, HIV/AIDS Surveillance
data.
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Diabetes

Diabetes mellitus is a disease
characterized by abnormal glucose
metabolism. An estimated 7 million
people in the United States have
been diagnosed with diabetes, and an
additional 5 million may unknowingly
have the disease. Diabetes is
frequently associated with vascular
changes involving many organ
systems, including eyes, kidneys,
peripheral nervous system, and the
heart. In 1987, costs attributed to
diabetes were upwards of $20 billion
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