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Foreword 

Health, United States, 1980 is the fifth 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. It presents statistics concerning recent 
trends in the health care sector and detailed discus
sions of selected current health issues. 

This report was compiled by the National Center 
for Health Statistics with the assistance of the 
National Center for Health Services Research, Office 
of Health Research, Statistics, and Technology. The 
National Committee on Vital and Health Statistics 
served in a review capacity. 

This volume contains Prevention Profile, submitted 
by the Secretary of the Department of Health and 
Human Services to the President and the Congress 
of the United States for the first time this year, and 
every third year hereafter, in compliance with Sec
tion 404 .of Title IV of the Health Services and 
Centers Amendments of 1978 (Public Law 95-626). 
This profile provides a data base for the effective 
implementation of the disease prevention and health 
promotion aspects of this legislation. It also serves to 
increase pub!ic awareness of the prevalence, 
incidence, and trends in preventable causes of death 
and disability in the United States. Although the 
legislation gave primary responsibility for preparation 
of the profile to the National Center for Health 
Statistics, it was developed in cooperation with the 
Office of Disease Prevention and Health Promotion. 
This first profile is an integral part of the 
Department’s Health Initiative which was outlined in 
Healthy People: The Surgeon General’s Report on 
Health Promotion and Disease Prevention and later 
described in more detail in Promoting 
Health/Preventing Disease: Objectives for the Nation. 
Future editions of Prevention ProjVe will serve as the 
basic mechanism for tracking these objectives. 

This volume is divided into two parts. Part 1 is 
Health, United States, which includes: (a) several ana
lytic articles on subjects of current interest in the 
health tiel& (b) a section of 78 detailed tables; (c) 
appendixes containing descriptions of the data 
sources and a glossary of terms; and (d) a guide to 
the detailed tables. Part 2 is Prevention Profde. 

The analytic articles and detailed tables in Part 1 
are organized around four major themes: 

. Health Status and Determinants 

. Utilization of Health Resources 

. Health Care Resources 

. Health Care Expenditures 

This edition of Health, United States continues the 
approach introduced in last year’s volume by 
emphasizing trends and comparisons over time 
rather than cross tabulations of several variables for a 
single data year. This improves the usefulness of the 
volume by making it a standard reference source that 
illustrates changes in health status and the health 
care system. Future editions will be updated with 
more recent data years using similar tables. 

Once again, the detailed tables emphasize age-
adjusted data. This was necessary for two reasons: 
(1) the elderly constitute a growing proportion of the 
U.S. population, and (2) several demographic 
subgroups of the population have different age struc
tures. By adjusting for age, data can be compared 
more easily over time and for different groups. 

Although the articles and tables are divided into 
separate topical sections, the trends considered under 
different aspects of the health care system are not 
independent. Strong interrelationships exist, and a 
change in one area of the health care system may 
affect other areas. However, only some of these 
interrelationships are examined in this report. 

... 
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Highlights 

I. Health Status and Determinants 

The fertility of American women remained at a 
low level in 1978–66.6 births per 1,000 
women 15-44 years of age. 

Not only are women having fewer births, but 
many are also postponing them; the birth rate 
for women 20-24 years of age is now equal to 
that for women 25-29 years of age, and first 
births for women 30-34 years of age have 
increased sharply. 

In 1978, there were 32.9 births per 1,000 
women 15-17 years of age, compared with 38.8 
births per 1,000 in 1970. 

Although the differential has narrowed since 
1970, the birth rate for black teenagers 15-17 
years of age in 1978 was three times that of 
white teenagers in the same age group. 

Life expectancy at birth continued to increase, 
reaching a record 73.3 years in 1978; the 
difference between life expectancy for white 
people and all other people has narrowed, but 
it still remains large at 5 years. 

The relative difference between male and 
female mortality has been increasing; the ratio 
of the age-adjusted death rate for males to that 
for females increased from 1.5 in 1950 to 1.8 
in 1978. 

From 1970 to 1978, heart disease mortality 
decreased by the same amount – 18 percent– 
as it did the 20 years between 1950 and 1970. 

Stroke mortality decreased by a greater amount 
from 1970 to 1978 than it did the 20 years 
between 1950 and 1970–33 percent, compared 
with 25 percent; this recent decline has been 
especially large for black people who are about 
60 percent more likely to die of stroke than are 
white people. 

Although it has been known for several years 
that control of severe hypertension leads to 
reduced mortality, a clinical trial completed in 

1979 provided convincing evidence that control 
of even mild hypertension leads to reduced 
mortality. 

. Cancer mortality has continued to decrease for 
people under 45 years of age and has recently 
begun to decline for those 45-49 years of age. 

. During the 1970’s, respiratory cancer death 
rates increased for men and women, but the 
rate of increase was greater for females; if 
current trends continue, lung cancer will 
replace breast cancer as the leading cause of 
cancer mortality among women. 

● Following a sustained decrease in motor vehi
cle accident mortality from 1968 to 1976, the 
age-adjusted death rate for motor vehicle 
accidents increased 4 percent between 1976 
and 1977 and 7 percent between 1977 and 
1978. 

. After a steady increase since the early 1960’s, 
the age-adjusted death rate for homicide has 
declined slightly since its record peak in 1974; 
this resulted from a sizable decrease in the rate 
for black people who are about six times more 
likely than white people to be victims of homi
cide. 

. Following a general increase in the age-
adjusted suicide rate during the 1970’s, the 
rate declined by 5 percent between 1977 and 
1978. 

. The infant mortality rate in 1979 was 13 deaths 
per 1,000 live births, a 47-percent decline since 
1965. 

. Although infant mortality has been decreasing 
for all races, black newborns are nearly twice 
as likely to die during infancy as their white 
counterparts. 

. Both white and black infant mortality rates 
were about 50 percent greater in the States 
with the highest rates than in the States with 
the lowest rates. 

. One of the major factors contributing to the 
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decline in infant mortality and especially neo
natal mortality is the greatly improved survival 
for infants of low birth weight; about 50 per-
cent of the reduction in neonatal mortality 
among white infants and 60 percent of the 
reduction among black infanits was because of 
improved survival for infants weighing 
between 1,001 and 2,500 grams. 

II. Utilization of Health Resources 

Between 1964 and 1978, a marked trend 
toward equality in the volume of physician 
visits between the poor and nonpoor was evi
dent, although no convincin~ evidence exists 
that the level of use was commensurate with 
need. 

The poor continued to use considerably fewer 
dental services than the nonpoor; in 1978, half 
the population with family incomes below 
$7,000 had no dental care during the 2 years 
preceding interview, compareld with one-third 
of those people with higher family incomes. 

From 1963-65 to 1976-78, the rate of surgery 
for children declined, but it increased for 
adults, especially those 65 years of age and 
over. 

For the period 19761-78,the North Central and 
South Regions generally had higher rates of 
surgery than the Northeast and West Regions. 

In nearly every age group and geographic 
region, surgical utilization increased more 
rapidly for the poolr than the nonpoor from 
1963-65 to 1976-78. 

In a comparison amlong 10 selected countries, 
the United States, Australia, and Canada had 
the highest hospital discharge rates and the 
shortest mean lengths of stay. 

The mean length of a hospital stay for people 
65 years of age and over was more than 5 days 
shorter in the United States than in seven 
other countries. 

The mean length of a hospital stay in the 
United States decreased from 8.5 days to 7.4 
days in the 10-year period from 1968 to 1978; 
this represented an overall decrease of 13 per-
cent. 

Although all four geographic regions experi
enced decreases in lengths of stay, regional 
variation was more apparent in 1978 than in 
1968; the Northeast had the longest stays and 
the West had the shortest stays. 

The mean length of a hospital stay for acute 
myocardial infarction (heart attack) dropped 
from 19.2 days in 1971 to 13.8 claysin 1978–a 
reduction of 28 percent, 

Between 1970 and 1978, the rate of cesarean 
section deliveries nearly tripled to 15.2 per 100 
deliveries, or more than one-half million 
births. 

Although the United States had the highest 
cesarean section rate when compared to five 
other countries for which data were available, 
all countries showed sharp increases in 
cesarean section deliveries. 

The uniformity of the increase in cesarean sec
tions by maternal and hospital characteristics 
suggests that a fundamental and widespread 
change in obstetrical practice has taken place. 

Although a great deal of change in the age-
parity composition of live births occurred, this 
change accounted for only 5 percent of the 
increase in cesarean section deliveries. 

Health Care Resources 

Between 1970 and 1979, the number of active 
physicians (M.D.’s) per 10,000 population 
increased 25 percent to 19.3. 

The physician supply is expected to grow 
rapidly in the coming years, increasing 37 per-
cent between 1979 and 1990 to nearly 600,000 
physicians, or 23.9 physicians per 10,000 popu
lation. 

Although the physician supply has recently 
been increasing in nonmetropolitan as well as 
in metropolitan areas, in 1978, the patient care 
physician-to-population ratio in nonmetropoli
tan areas was 7.4 per 10,000, compared with 
17.1 per 10,000 in metropolitan areas. 

Public and private initiatives have stimulated 
physician interest in primary care specialties; 
family practitioners are expected to increase 
from 3 percent of all physicians in 1975 to 10 
percent by 1990. 

Regional variation in the supply of patient care 
physicians decreased between 1973 and 1978; 
however, the Northeast Region still had 37 
percent more patient care physicians per 
10,000 population than the South and North 
Central Regions. 

While the number of community hospitals was 
practically unchanged between 1973 and 1978, 
their numbers of beds, admissions, average 
daily census, and outpatient services substan
tially increased; however, occupancy rates 
decreased during this period. 

In 1978, 36 States had higher bed-to-
population ratios and 46 States had lower occu
pancy rates than those recommended in the 
Department of Health and Human Service’s 
National Guidelines for Health Planning. 



. In 1976, the number of nursing home beds per 
1,000 persons 65 years of age and over varied 
from 77 in the North Central Region to 51 in 
the South Region. 

IV. Health Care Expenditures 

Health care expenditures are continuing their 
rapid rise, reaching $212.2 billion, or 9.0 per-
cent of the gross national product for 1979; 
this represents an increase of 12.5 percent over 
that for the previous year. 

Expenditures for hospital care continued to 
account for the largest portion of the health 
care dollar—40.2 percent in 1979; physician 
services accounted for 19.1 percent, followed 
by nursing home care (8.4 percent), drugs and 
drug sundries (8.0 percent), and dentist serv
ices (6.4 percent). 

During the past three decades, hospital care 
and nursing home care have increased as a 
proportion of total health care expenditures, 
while physician services, drugs and drug sun-
dries, and dentist services have decreased. 

Medical care prices more than doubled during 
the period 1970 to 1979; price increases alone 

accounted for more than two-thirds of the 
increase in health expenditures in 1979. 

. Hospital service charges generally led the 
increase in medical care prices, with annual 
increases in excess of 10 percent during the 
period 1970 to 1979. 

. Third party payment for medical care services 
increased from 48 percent to 80 percent during 
the period 1966 to 1977; currently, approxi
mately 90 percent of the population has some 
form of health insurance coverage. 

. The number of employees per patient day in 
community hospitals increased by 19 percent 
between 1971 and 1978. 

. Hospital real assets per bed increased by 28 
percent during the period 1971 to 1977; hospi
tal real assets per 1,000 population increased 
37 percent during this period. 

. Occupation-specific, quality-adjusted wages in 
the health care sector rose relative to other 
industries until 1972, after which these wages 
did not keep pace with other industries. 

. Hospitals have markedly increased their reli
ance on debt financing of capital projects— 
from 35 percent in 1969 to 63 percent in 1977. 
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Section I 

Hmlth Stdus 
ad Determinants 



Trends in Fertilitya 

* 

Introduction 
300-

The fertility of American women has declined 
substantially during the past 25 years. From 1955 to 
1978, the crude birth rate decreased by 39 percent, 200 -

from 25.0 to 15.3 births per 1,000 population, and 
the fertility rate decreased by 44 percent, from 118.3 
to 66.6 births per 1,000 women 15-44 years of age. 

Not only are women having fewer births, but ‘** -. 
many seem to be postponing them as well. Age- 100 -

.d\ \90 - -* specific birth rates have traditionally been highest for 
80 - \ ●\ 

women 20-24 years of age. However, in recent years, 
70 -

\ 
%— ‘-, 30-34 years 

these rates have been converging with those for 15-19 years “ —\dfl L\! 

60 -
women 25-29 years of age. While fertility has been )%-<. \:\m<’ 

declining for both age groups, the decline for $ 50 -

syounger women has been more rapid. By 1978, the 
age-specific birth rates were virtually the same for 

g 40 - ‘\ 
\ z

each age group (figure 1). Moreover, although still 0. 

substantially lower than for women in their twenties, - 30 - ‘\ 
\ 5 

births to women 30-34 years of age have been in- n. 
S/l \\35.39 yewscreasing since 1975. I 

z 
ing at age-specific rates for first births only (figure 
2). While first births for women 20-24 years of age 
have shown a substantial decline through the 1970’s, 
those for women 25-29 and 30-34 years of age have 
increased markedly. The phenomenon of delayed 
childbearing is not as apparent for black women as it 
is for white women. Although birth rates for black 
women in the 20-24 years of age group have shown a 
marked decline while those for the 25-29 and 30-34 
years of age groups have increased slightly since 5 \ 4044 years 

1975, rates for the women in the youngest age group 

This pattern is even more pronounced when look- L 20 - -d+ 

4 \
remain substantially higher. 

IWomen are also completing childbearing at earlier 
ages, further reducing the span of childbearing years 
and thus, their fertility. Fertility decline has been 1955 1960 1965 1970 1975 1980 

highest for women over 35 years of age, with the YEAR 

magnitude of decline progressively larger for each 5-
SOURCE: National Center for Health Statistics: Vital Statisticsyear age group. Currently, birth rates for these of the United States, 1978, Vol. 1. Public Health Sewica, OHHS, 

women are at extremely low levels. This applies to Hyattsville, Md. To be published. 

‘lPrepwed by Barbm G. Weichert, National Center for Heaith 
Statistics. Figure 1. Age-specific birth rates: United States, 1955-78 
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Figure 2. First births, according to race and selected 
ages: United States, 1955-78 

both white and black wornen, with the rates for the 
latter somewhat higher. 

While both white and black women have experi
enced declining fertility, sizable differentials still 
exist between the two groups. Birth rates for black 
women have been substantially greater than those for 
white women. These differences are particularly large 
for third and higher order births. An interesting ex
ception occurs for the 25-29 and 30-34 years of age 
groups as the result of the delayed childbearing 
among white women. Since 1970, black women 25-
29 years of age have been experiencing lower fertility 
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than white women of the same age, and the rates for 
each race in the 30-34 years of age group have be-
come more similar. 

The largest racial differentials occur among 
teenagers. Teenage pregnancy has been a topic of 
concern to public health officials for many years be-
cause of negative health and social consequences for 
both the mother and child. The remainder of this 
section will concentrate on trends in teenage fertility 
and their implications. 

Teenage Fertility 

In 1978, there were more than 500,000 births to 
women under 20 years of age, representing more 
than 16 percent of all births. Teenagers 15-17 years 
of age accounted for 6 percent of all births and those 
18-19 years of age accounted for 10 percent. Births to 
teenagers under 15 years of age accounted for only 
0.3 percent of total births. Moreover, the absolute 
number of births for the youngest teenagers was 
small compared with teenagers 15-19 years of age— 
10,772 and 543,407 births, respectively. 

Large differentials in teenage childbearing exist 
between the “races (table 4). In 1978, the birth rate 
for black teenagers 15-17 years of age was three 
times that of white teenagers in the same age group. 
For those 18-19 years of age, the rate for black 
women was double the rate for white women. The 
largest differential occurred for teenagers under 15 
years of age, with the birth rate for black teenagers 
seven times that of white teenagers. These differen
tials were also evident for teenage births as a propor
tion of total births. For example, births to black 
women 15-17 years of age accounted for more than 
12 percent of total births to black women, while 
those for white women of the same age accounted 
for about 5 percent of total white births. 

Declines in fertility during the 1970’s have been 
more rapid for black teenagers, somewhat narrowing 
the differential between black and white women 
under 20 years of age. After a slight increase in the 
early 1970’s, the birth rate for black teenagers 10-14 
years of age began to decline, while the rate for 
white teenagers in this age group remained about the 
same. The fertility of both white and black teenagers 
15-17 years of age also increased slightly during the 
early 1970’s, but it declined between 1973 and 1978 
at an average annual rate of 4.6 percent for black 
teenagers and 2.9 percent for white teenagers. The 
fertility of the 18-19 years of age group for both 
races declined from 1970 to 1978 at similar rates— 
4.2 percent for black women and 4.5 percent for 
white women. 

While teenage fertility rates have fallen since the 
early 1970’s, the rate of decline has been slow rela
tive to women in their early twenties. This is particu
larly true of the rates for younger teenagers. The rate 



of decline for women 18-19 years of age more closely 
paralleled that of women 20-24 years of age. 

Despite the overall decline in recent years, 
teenage fertility in the United States is still con
sidered to be at a high level. When compared with 
12 other industrialized countries, the teenage birth 
rate in the United States is among the highest, even 
when white women alone are considered (table A). 
The virtual absence of teenage births in Japan is 
especially notable. While Japan’s extremely low birth 
rate for women 15-19 years of age may be attributed 
primarily to cultural factors, it has also shown a con
siderable decline since 1955. 

Sexual Activity and Contraceptive Practice 

According to the results of two national surveys 
conducted in 1971 and 1976, premarital sexual 
activity among women 15-19 years of age is increas
ing. Proportionately more teenage women are hav
ing sexual relations, and their first exposure occurs 
at younger ages. This increase has been more rapid 
for white teenagers although premarital sexual 
activity is still more prevalent among black teenagers 
(Zelnik and Kantner, 1977). 

A substantial increase has also occurred in the 
proportion of teenage women who use contraception 
consistently and in those who use the more effective 
medical methods such as the birth control pill and 
the intrauterine device. However, as of 1976, 28 
percent of sexually active white teenagers and 43 
percent of black teenagers did not use contraceptives 
(Zelnik and Kantner, 1978). The major reasons for 
nonuse included the unanticipated nature of many 
teenage sexual encounters and misinformation about 
the risks of pregnancy. Many teenagers had inade
quate knowledge about the menstrual cycle and when 
conception was most likely to occur or believed 
themselves protected against pregnancy by their 
youth or infrequency of intercourse (Zelnik and 
Kantner, 1979). 

Apparently, teenage women are not relying on 
abortion as a substitute for contraception. Among 
teenagers who become pregnant unintentionally, 
those who choose abortion are no less likely to have 
been practicing contraception prior to pregnancy than 
those who continue their pregnancy (Zelnik and 
Kantner, 1978). However, approximately 30 percent 
of all abortions are performed on young women less 
than 20 years of age (table 5), compared with 16 per-
cent of all live births for the same age group. 

Health Risks 

Teenage women are at higher risk of various com
plications of pregnancy such as toxemia and pro-
longed labor than are women in their twenties. These 
problems are related to several factors including poor 

nutrition, physical immaturity, and inadequate prena
tal care (Baldwin, 1976). The incidence of delay or 
absence of prenatal care for teenagers is greater than 
for older mothers and more pronounced the younger 
the teenager is (National Center for Health Statistics, 
1977). Singly or in combination, these factors 
present a serious health risk, not only to the young 
mother, but also to her infant. 

One of the most serious problems of teenage preg
nancy is the high incidence of infants weighing 2,500 
grams or less at birth. Low birth weight and infant 
mortality tend to occur together. In addition, low 
birth weight has also been linked with developmental 
problems such as epilepsy, cerebral palsy, and mental 
retardation (Stewart, 1977). 

A higher proportion of low-birth-weight infants 
are born to teenage mothers than to mothers in their 
twenties (table B). Moreover, substantial differences 
exist between white and black women, not only for 
teenage births but for births to older women as well. 
For example, the proportion of low-birth-weight in
fants born to white mothers less than 15 years of age 
(10.9 percent) is lower than the proportion born to 
black mothers in the same age group (16.9 percent); 
it is also lower than the proportion born to black 
mothers 25-29 years of age (11.4 percent). 

Health problems related to teenage pregnancy, for 
both mother and infant, increase in prevalence the 
younger the teenager is. Moreover, these problems 
also increase with parity. For example, while the risk 

Table A. Birth rates and percent of all births for women 
under 20 years of age: Selected countries, selected 
years 1972-1976 

Births 
per 1,000 Percent 

Country and year women of all 
under births 

20 years 

Canada (1975) .......................................... 33.8 11.0 
United States (1976)1 .............................. 54.7 18.0 
Sweden (1976) .......................................... 25.0 6.6 
England and Wales (1976) ..................... 32.4 9.9 
Netherlands (1976) .................................. 11.3 3.7 
German Democratic Republic (1975) ... 61.6 21.8 
German Federal Republic (1976) .......... 19.9 7.5 
France (1972) ............................................ 28.8 6.7 
Switzerland (1 976) ................................... 12.4 3.9 
Italy (1974) ................................................ 50.7 11.3 
Israel (1975) .............................................. 43.7 7.2 
Japan (1976) ............................................. 3.7 0.8 
Australia (1975) ........................................ 40.9 10.4 

tin I g76, there were 45.1 births per 1,000 white Women under 20 

years of age, and 111.8 births per 1,000 black women under 20 years 
of age. These births comprised 15.5 percent of sII white births, and 
31.2 of all black births. 

NOTE: Data presented are for 1976 or the latest svailable year. 

SOURCES: United Nations: Demographic Yearbook 7977. Pub. No. 
ST/ESA/STAT/SER. R/6. New York. United Nations, 1976; National 
Center for Health Statistics: Vita/ Statistics of the United States, 
7976, Vol. 1. Public Health Service, DHHS, Hyattsville, Md. To be pub
lished. 
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Table B. Births and percent of infants weighing 2,500 
grams or less, according to race and age: United States, 
1978 

White Black 

Age Percent Percent 
2,500 2,500

Bhths Births 
grams grams 
or Ie.ss or less 

15-29 years 2,155,041 6.0 469,345 12.9 

Less than 15 years .. 4,512 10.9 6,068 16.9 
15-19 years ............... 38CJ,060 8.1 151,001 14.6 

15 years ............... 15,756 9.8 12,525 15.1 
16 years ............... 4C),776 9.1 22,754 15.0 
17 years ............... 74,425 8.5 32,038 14.7 
18 years ............... 108,074 8.0 39,933 14.5 
19 years ............... 141,029 7.4 43,751 14.2 

20-24 years ............... 914,772 5.9 196,731 12.7 
25-29 years ... . ... . 860,209 5.2 121,613 11.4 

SOURCE: Division of Vital Statistics, National Center for Health 
Statistics: Selected data. 

of pregnancy complications for older teenagers hav
ing a first birth is somewhat higher than that for 
mothers in their twenties, adverse (outcomes increase 
considerably for teenagers having h[igher order births 
(Menken, 1972). 

Social Consequences 

Currently, the proportion of out-of-wedlock births 
to teenagers is extremely high and has been increas
ing steadily through the 1970’s. In 1978, more than 
90 percent of births to black teenagers 15-17 years of 
age were out-of-wedlock, compared with 72 percent 
in 1969. For white teenagers of the same age, 40 per-
cent were out-of-wedlock in 1978, compared with 24 
percent in 1969 (table 4). 

Many of these you:ng mothers are apparently 
aware of the instability inherent in teenage marriages 
and often choose to rely on other support systems. 
Parents are often an important source of both 
economic and emotional support,, as are friends. 
Many teenage mothers also depencl, at least in part, 
on public assistance (Presser, 1980). Moreover, 
changing social values and abatement of the stigma 
attached to out-of-wedlock births undoubtedly have 
contributed to the downturn in marriage for pregnant 
teenagers. 

An immediate effect of pregnancy for many 
teenagers is the interruption of their education. This 
applies particularly to younger teenagers who have 
not yet completed high school. Title IX of the Edu
cation Amendments of 1972 prohibits the exclusion 
of pregnant teenagers from schools that receive pub
lic funds. Nevertheless, the lack of supportive pro-
grams, economic need, and the responsibilities of 
child care may present seemingly insurmountable 
barriers to these young women. In general, the 
younger the teenager is at the onset of pregnancy, 

the fewer years of scheel she will complete when 
compared to peers who do not become pregnant 
(Moore et al., 1977). 

Employment is more difficult for teenage mothers 
than for older mothers because of their lower levels 
of educational attainment and lack of work experi
ence. In addition, finding and affording adequate 
child care can be a serious obstacle to a young wom
an with limited resources. For those young mothers 
who are employed, their relative lack of education is 
directly related to lower occupational status and earn
ings (Moore et al., 1977). 

Teenage mothers are more likely to become 
dependent on public assistance for at least some 
period of time than are older mothers. This arises 
from the greater prevalence of out-of-wedlock births, 
marital disruption, and low educational attainment, 
all of which are predictive of welfare dependency 
(Moore et al., 1977). .. 

Further exacerbating the difficulties of teenage 
mothers, an early age at first birth tends to lead to 
higher subsequent fertility. One study found that 
teenage mothers had 36 percent more children in the 
15 years following their first birth than women who 
began childbearing at a later age (Trussell and 
Menken, 1978). In addition to fewer role options 
stemming from reduced educational and occupational 
opportunities, these young mothers have a particu
larly long childbearing period before them. More-
over, it has been suggested that their apparent ability 
to control the number and timing of births is consid
erably less than for women who delay childbearing 
until later ages (Trussell and Menken, 1978). 

Conclusion 
In view of numerous health risks and reduced life 

chances, teenage pregnancy is obviously a problem, 
not only to the mother and her infant, but to society 
as a whole. The provision of services to adolescents 
is a high priority of several programs of the Health 
Services Administration, such as the Family Plan
ning, Maternal and Child Health, Community Health 
Center, and Migrant Health Center programs. 

In 1978, Congress passed legislation creating the 
Office of Adolescent Pregnancy Programs to admin
ister the adolescent pregnancy prevention and care 
program. This program is designed to provide federal 
funds for the establishment or expansion of 
community-based services for teenagers at risk of 
unintended pregnancy, as well as those who are 
currently pregnant or have a child. 
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Trends in Mortalitya 

Overview 

In 1978, there were 882 deaths per 100,000 popu-
lation.1 This represented a slight increase over the 
1977 rate and it resulted from the aging of the popu
lation. Life expectancy at birth in the United States 
reached a record 73.3 years in 1978, an increase of 
0.1 years since 1977. During the first half of the cen
tury, gains in life expectancy were dramatic, attribut
able to decreases in infectious and parasitic diseases. 
From 1950 to 1970, 2.7 years were added to the ex
pectation of life. This pace of improvement accelerat
ed during the 1970’s, with 2.4 years being added 
since the beginning of the decade. Major gains in life 
expectancy were noted, especially for people of all 
races other than white whose life expectancy at birth 
improved by 6.5 years for women and 2.2 years for 
men from 1950 to 1970, compared with 3.4 years for 
white women and 1.5 years for white men. Since 
1970, an additional 4.3 years were added for women 
and 4.0 years for men of all other races, compared 
with 2.1 years for white women and 2.2 years for 
white men. However, a sizable difference—about 5 
years–still exists in life expectancy at birth between 
white people and all others. 

Trends in mortality rates differ among age groups 
(table A; table 8; and figure 1). Age-specific death 
rates for children under 15 years of age have general
ly been declining since 1950. Among young people 

15-24 years of age, death rates decreased nearly 2 
percent per year from 1950 to 1960, but then they 
increased at about the same rate during the next 10 
years. In the 1970’s, the trend has been somewhat 
erratic with a slight increase in recent years. 

Mortality rates for people 25-64 years of age de-
creased by less than 1 percent per year from 1950 to 

‘Prepared by Joel C. Kleinman, Ph. D., Lois A. Fingerhut, and 
Jacob J. Feldman, Ph. D., National Center for Heialth Statistics. 

IFinal da~ for 1978 were not available at the time this Section was 

written. Wherever possible, provisional data for 1978 were used 
(NCHS, 1979). For detailed comparisons (e.g., by age, race, and 
sex), 1977 data were used. 

1970, but the pace accelerated to a 2-3 percent per 
year decline during the 1970’s. 

Similarly, changes in mortality for the elderly were 
small from 1950 to 1970, but the rate of decline in-
creased to an average of about 2 percent annually 
from 1970 to 1977. The 1977-78 estimated decreases 
are smaller, especially for people 75 years of age and 
over. 

A large part of the change in the crude death rate 
from one calendar year to the next results from the 
changing age structure of the population. For an 
analysis of trends over time, it is advantageous to 
look at the age-adjusted death rate, a summary statis
tic useful for making annual comparisons. This rate 
shows what the level of mortality would be if no 

Table A. Death rates, according to age: United States, 
1977 and 1978 

Percent 
Age 1977 1978’ change 

1977-78 

Deaths per 100,000 
population 

All ages, 
age-adjusted2 ......... 612.3 605.5 -1.1 

AH ages,3 crude.. 878.1 882.3 0.5 

Under 1 year .......... 1,485.6 1,417.0 -4.6 
1-4 years ................ 68.8 66.9 -2.8 
5-14 years .............. 34.6 34.7 0.3 
15-24 years ............ 117.1 120.3 2.7 
25-34 years ............ 136.2 136.8 0.4 
35-44 years ............ 247.5 239.2 -3.4 
45-54 years ............ 620.7 610.3 -1.7 
55-64 years ............ 1,434.9 1,414.2 -1.4 
65-74 years ............ 3,055.6 3,018.1 -1.2 
75-84 years ............ 7,181.9 7,161.0 -0.3 
85 years and over.. 14,725.9 14,679.1 -0.3 

‘Estimates. 
‘2@ ~djust~d by the direct method tO the tOtal POPula~on ‘f the 

United States as enumerated in 1940, using 11 age groups. 
3Figures for agenotstatedincluded in “all ages,” but not distributed 
among age groups. 

NOTE: For 1978, rates are based on a 10-percent sample of deaths; 
for 1977, they are based on final data. 

SOURCE: (National Center for Health Statistics, 1979). 
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Figure 1. Death rates, according to sex and age: United States, 1950-78 

changes occurred in the age composition of the pop- another 27 percent to 6.1 deaths. If the decrease in 
ulation from year to year. For the first half of this mortality from 1950 to 1978 was measured only by 
century, the age-adjusted death rate decreased by 53 the crude rate, however, it would be about 8 percent, 
percent from 17.8 deaths per 1,000 population in a figure that does not reflect the magnitude of the 
1900 to 8.4 deaths in 1950. By 1.978, it decreased true decline in death rates. 
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From 1950 to 1970, the age-adjusted mortality 
decreases were much greater for women than men in 
both the white and all other populations. During 
those 20 years, mortality rates for white women 
decreased 22 percent (1.2 percent per year), while 
the rates for white men decreased by only 7 percent 
(less than one-half percent per year). Among women 
and men of all other races, the difference was even 
greater–30 percent (1.7 percent per year) versus 9 
percent (0.5 percent per year). Much of these differ
ences resulted from heart disease mortality and mor
tality from cancer of the digestive system and peri
toneum and the genital organs, for which the 
decreases have been greater for women than for 
men. More recently, decreases in mortality levels 
have accelerated for men and women. From 1970 to 
1978, white mortality rates decreased at an average 
annual rate of 1.9 percent per year for women and 
1.8 percent per year for men. Mortality for all other 
women decreased at 3.1 percent per year; for all 
other men, mortality decreased at 2.4 percent per 
year. 

The relative difference between the age-adjusted 
mortality rate for men and women has been increas
ing over time. In 1950, the death rate for males was 
1.5 times the female rate; by 1978, the ratio in-
creased to 1.8. This increase in the sex ratio in mor
tality is evident for both white and black people. 
Among white people, the ratio increased from 1.5 in 
1950 to 1.8 in 1978; for all other people, it increased 
from 1.2 to 1.7 during the same 28 years. 

Cause of Death 
Heart disease, cancer, stroke, and accidents have 

been the leading causes of death since 1950. In 1900, 
infectious diseases–particularly pneumonia and 
tuberculosis–were the leading causes of death, ac
counting for one-fifth of all deaths in the United 
States. The rapid decline in the death rates for these 
causes has been evident throughout the developed 
world. Social improvements in sanitation, nutrition, 
housing, and education contributed to the decline. 
Likewise, advances in medical care, such as immuni
zation and the use of antibiotics, are associated with 
declining mortality. 

Cardiovascular Diseases 

More recently, however, decreases in death rates 
from some of the major chronic diseases–mainly the 
cardiovascular diseases, including heart and cerebro
vascular diseases— have been evident. 

Heart disease continues to be the leading cause of 
death in the United States and, as such, is the 
predominant influence on total mortality. The age-
adjusted death rate decreased by 18 percent in the 20 
years from 1950 to 1970, an average of 1 percent per 
year. It declined by nearly the same amount in the 

. 

first 8 years of this decade at an average pace of 2.5 
percent per year (table B; and table 15). During the 
past 10 years, heart disease mortality rates declined 
more rapidly in the younger age groups. The decline 
was more than 30 percent for each age group within 
the 25-44 years of age range, but about 20 percent 
for each succeeding age group. 

Decreases in age-adjusted heart disease mortality 
have been much greater for women than for men, 
especially during the period 1950 to 1970 (table 15). 
For white women, heart disease mortality dropped 25 
percent, compared with 9 percent for white men. For 
black women and men, the decreases were 28 per-
cent and 10 percent, respectively. Through 1977, the 
rates of decline in heart disease mortality for both 
races and sexes became more nearly equal— 18 and 
19 percent for white and black women and 15 and 14 
percent for white and black men. As a result, the rel
ative differences in the death rates for heart disease 
between men and women have been increasing over 
time. In 1950, heart disease mortality for white men 
was 1.7 times that for white women. By 1977, the 
ratio widened to 2.1. Similarly, the sex ratio for the 
black population increased from 1.2 in 1950 to 1.6 in 
1977. 

Racial differences in heart disease mortality, espe
cially for men at the younger ages, were large (table 
15). For each 5-year age group 25-39 years of age, 
heart disease morality for black men was more than 
twice as high as for white men in 1977. For each 5-
year age group 40-64 years of age, the relative differ
ence decreased. For people 65 years of age and over, 
mortality was lower for black men than for white 
men. Racial differences in heart disease mortality 
were greater for women than for men, especially at 
the younger ages. 

Since ischemic heart disease mortality includes 
about 90 percent of all heart disease mortality, the 
trends were similar. The age-adjusted death rate de
clined by 25 percent during the 10-year period 1968-
78. For each 10-year age group 25-74 years of age, 
declines of at least 25 percent were noted. 

Some suggested explanations for the decline in 
heart disease mortality ‘include: 

● Decreased smoking. 

● Improved management of hypertension. 

● Decreased dietary intake of saturated fats. 

● More widespread physical activity. 

● Improved medical emergency services. 

● . More widespread use and increased efficacy of 
coronary care units. 

Unfortunately, no definitive evidence exists to deter-
mine which of these factors or combination of factors 
actually accounts for the decline (Kleinman, 
Feldman, and Monk, 1979; Stern, 1979). 
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Table B. Age-adjusted death rates for selected causes of death: United States, 1968, 1977, and 1978 

Average annual 
percent change 

Cause of (dea th 1968 1977 19781 

1968-77 1977-78 

Deaths per 100,000 population 

All causes ........................................................ 743.8 612.3 605.5 -2.1 -1.1 

Diseases of heart ....................................................... 268.5 210.4 207.3 -2.7 -1.5 
Ischemic heart disease ......................................... 241.6 185.0 180.8 -2.9 -2.3 

Malignant neoplasms ............................................... 129,2 133.0 133.2 0.3 0.2 
Malignant neoplasms of respiratory system ..... 26.7 34.3 35.0 2.8 2.0 

Cerebrovascular diseases ....................................... 71.3 48.2 44.4 -4.3 -7.9 
Accidents ................................................................... 55.0 43.8 45.3 -2.5 3.4 

Motor vehicle accidents ........................................ 28.4 22.4 24.0 -2.6 7.1 
All other accidents ................................................. 26.7 21.4 21.3 -2.4 -0.5 

Influenza and pneumonia ......................................... 26.9 14.2 15.4 -6.9 8.5 
Diabetes mellitus ....................................................... 14.6 10.4 10.1 -3.7 -2.9 
Cirrhosis of liver ........................................................ 13.9 13.1 12.4 -0.7 -5.3 
Arteriosclerosis ......................................................... 9.6 6.2 6.1 -4.7 -1.6 
Suicide ......................................................................... 10.9 12.9 12.2 1.9 -5.4 
Bronchitis, emphysema, and asthma ..................... 12.8 7.2 6.8 -6.2 -5.6 
Homicide ..................................................................... 8.3 9.6 9.9 1.6 3.1 
Nephritis and nephrosis ........................................... 3.9 2.7 2.5 -4.0 -7.4 
Septicemia .................................................................. 1.2 2.4 2.6 8.0 8.3 
All other causes ......................................................... 89.8 80.8 80.8 1.2 0.0 

‘ Estimataa. 

NOTE: For 1978, ratea are baaed on a 10-percent sample of deaths; for 196S and 1977, they are based on final data. Rates are age-adjuated by 
the direct method to the total population of the United States aa enumerated in 1940, using 11 age groups. 

SOURCE: (National Center for Health Statistic, 1979), 

The second major component of cardiovascular 
diseases is cerebrovascular disease or stroke, which 
was the third leading cause of death in the United 
States in 1977. From 1950 to 1970, cerebrovascular 
age-adjusted mortality rates decreased about 25 per-
cent to 66 deaths per 100,000 population (table 14). 
By 1978, the estimated rate had decreased an addi
tional 33 percent to 44. per 100,000 population (table 
B). Reductions were observed for men and women, 
white people and all other races. For every 10-year 
age group 25-74 years of age, a more than 40-percent 
decrease occurred in stroke mortality between 1968 
and 1978. Even the two oldest age groups showed 
reductions of 32 and 38 percent, respectively. In re-
cent years, age-adjusted cerebrovascular death rates 
have continued to decrease at a greater pace than 
have heart disease death rates–3fl percent versus 23 
percent since 1968. Possible factors related to the de-
cline include lowered incidence, improved manage
ment and rehabilitation of the stroke victim, and ef
fective hypertension therapy (i.e., as hypertension is 
a major risk factor for stroke). 

Cancer 

Malignant neoplasms, or cancer, is the second 
leading cause of death in the United States. In 1978, 
the age-adjusted mortality rate was 133 deaths per 
100,000 population–6 percent higher than in 1950 
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(table B; and table 14). This overall rise masks sig
nificant differences in cancer mortality not only for 
individual sites, but also for men and women, white 
and black people, and the elderly and the young. 
For example, from 1950 to 1970, the age-adjusted 
cancer mortality rate increased at an average annual 
rate of 0.8 percent for white men and 2.3 percent for 
black men, and decreased at an average annual rate 
of 0.5 percent for white women and 0.3 percent for 
black women. From 1970 to 1977, the situation 
changed somewhat for women, showing annual 
increases of 0.1 percent and 0,7 percent for white 
and black women, respectively. There was also a 
slight decrease in the rate of increase for men, with 
increases of 0.5 percent and 1.6 percent for white 
and black men, respectively. 

Cancer mortality has been increasing for some 
sites— the respiratory system, breast, colon, pan
creas, and bladder—and has been decreasing for 
others—the stomach, rectum, cervix, and uterus. 

From 1968 to 1978, decreases of more than 30 
percent occurred in cancer mortality for the popula
tion under 15 years of age. Decreases were about 20 
percent for the population 15-44 years of age. The 
decreases came about, in part, through reduced in
cidence of breast cancer in younger women, lung 
cancer in younger men, and substantial improve
ments in treatment for childhood leukemia and 
Hodgkins disease. For the 10-year age groups 55-84 



years of age, cancer mortality increased, ranging 
from 6 to 15 percent since 1968. 

Respiratory cancer included about one-quarter of 
all deaths from malignant neoplasms in 1978. Age-
adjusted respiratory cancer mortality increased by 31 
percent between 1968 and 1978 to 35 deaths per 
100,000 population, while the rates for all other can
cers combined actually declined by 4 percent (table 
B). 

The age-adjusted mortality rate for respiratory can
cer more than doubled from 1950 to 1970, increasing 
at average annual rates of 4 percent each for white 
men and women and at 7 percent and 5 percent, 
respectively, for black men and women. During the 
following 7 years, mortalit]’ increased an additional 3 
percent per year. The annual rates of increase slowed 
substantially for men and increased for women (table 
18). 

From 1950 to 1970, the sex ratios (i.e., male mor
tality to female mortality) in age-adjusted respiratory 
cancer mortality increased for black people; but by 
1977, the ratios had decreased as a result of a faster 
rate of increase in female mortality. Regardless, 
respiratory cancer mortality for men was significantly 
higher than for women (56 deaths versus 16 deaths 
per 100,000 population in 1977 for white people and 
78 deaths versus 17 deaths for black people). 

The recent slower rates of increase for male mor
tality are attributed, in part, to lowered smoking 
rates and to the growing acceptance of cigarettes with 
lower tar and nicotine levels. Increases in heavy 
smoking for females may account for some of the 
reduction in the sex differences. In fact, the increase 
in smoking among women may result in female lung 
cancer deaths outnumbering breast cancer deaths 
(the current leading cancer site for women) by the 
mid-1980’s (American Cancer Society, 1978). 

Accidents and Violence 

Accidents remain the fourth leading cause of 
death in the United States. They are the leading 
cause of death for the population 1-34 years of age. 
The major component within this category is motor 
vehicle accidents at 50 percent of the total. 

Motor vehicle accident mortality for the total pop
ulation decreased about 1 percent per year between 
1968 and 1973. The rate dropped 17 percent from 
1973 to 1974, and remained at this low level for 2 
additional years. These years with lowered rates were 
during the initial establishment of the 55 miles per 
hour speed limit throughout the country. However, 
the death rate increased by 4 percent from 1976 to 
1977, and by an estimated 7 percent between 1977 
and 1978—perhaps indicating relaxed adherence to 
or enforcement of the speed limit. In 1978, there 
were 53,610 motor vehicle related deaths in the 
United States, more than in any year since 1973. 

After a steady increase from the early 1960’s to 
1974, the age-_adjusted death rate fo~ homicide 
declined slightly. This decline resulted from a reduc
tion in homicide for the all other population where 
the rate decreased by 6 percent per year between 
1973 and 1977. The rate for the white population 
during this period, which was about one-eighth that 
of the all other rate for men and one-quarter that for 
women, fluctuated in a haphazard manner. 

The age-adjusted suicide rate has generally been 
increasing during the past decade for all color and 
sex groups. However, the provisional 1978 rate is 5 
percent below the 1977 rate. The suicide rate for 
white people is about twice the rate for all others. 

Race Differentials 
One of the largest and most persistent differences 

in mortality is that between white and black Ameri
cans. To explain these differences, specific age and 
sex groups must be addressed. While United States 
death rates for black people are almost always higher 
than comparable rates for white people, the 
discrepancies vary a great deal depending on the 
specific population group. For instance, in 1977, 
black girls 10-14 years of age experienced a death 
rate about 13 percent higher than the rate for the 
comparable white group. Black women in their fifties 
experienced death rates approximately double those 
for comparable white women, but black women in 
their eighties experienced lower rates than white 
women of the same ages. 

The greatest differentials were found among men. 
Ratios of 2-1/2 to 1 and higher were seen in the rates 
reported for black men 25-39 years of age when 
compared to white men of comparable ages. Since 
there was a severe undercount of black men in these 
age groups in the 1970 decennial census, these re-
ported ratios are somewhat exaggerated. Neverthe
less, the true rates for black men are certainly a great 
deal higher than those for white men. The major 
cause of these discrepancies during the young adult 
years is the homicide rates. For instance, black men 
25-29 years of age had a homicide rate more than 
eight times that of white men in 1977. This accounts 
for about half of the excess black deaths among men 
in that age group. The ratio of black to white death 
rates for cirrhosis of the liver was approximately 5 to 
1, but this cause was too rare to account for a major 
portion of the differential in the total rate. A wide 
variety of causes, ranging from heart disease to can
cer, made up the remainder of the difference 
between white and black rates for this age group. 

For the 15-19 years of age group in 1977, white 
men had nearly the same death rate as black men. 
White teenagers, because of their higher socio
economic status, have greater access to auto-
mobiles than do black teenagers. In 1977, the death 
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rate from motor vehicle accidents for white men 15-
19 years of age was twice as high as the rate for black 
men in the same age group. On the other hand, the 
black homicide rate was several times that of the 
white rate. The two clifferences balanced each other 
out. 

For middle-aged men, the toll of circulatory 
diseases begins to outweigh accidental deaths. 
Although homicide still accounted for 25 percent of 
the difference between white and black rates for 
men 35-39 years of age, the circula
tory diseases were a close second with 20 percent. 
Hypertension was a major contributory factor to mor
tality from circulatory diseases, and black people 
have about twice the rate of hypertension as do white 
people. The reasons for this difference are unknown. 

Obviously, lifestyle differences contribute mark
edly to the differentials between black and white 
mortality. Various forms of violence contribute to 
the rate for young adult males. For older age groups, 
chronic diseases account for a vast majority of the 
deaths. Even there, lifestyle differences are impor
tant; a larger proportion of black people smoke than 
white people, and obesity is far more prevalent 
among black middle-aged women than their white 
counterparts (Office of Health Resources Opportu
nity, 1979). Furthermore, black people may be 
exposed to more occupational hazards than white 
people are. 

However, differences in access to high quality 
medical care also probably account for some of the 
mortality differential. IBlack people receive consider-
ably fewer preventive services, on the average, than 
do white people (Office of Health Resources Oppor
tunity, 1979). Treatment is delayed until later stages 

of disease more frequently among black people than 
among white people- (Gonnella, Louis, and McCord, 
1976). Black people with a diagnosis of cancer do not 

survive as long as white people, even if the stage at 
diagnosis is taken into account (Office of Health 
Resources Opportunity, 1979). Thus, increased ac
cess to medical care would probably improve the 
death rates for black people somewhat, particularly if 
coupled with a more healthy lifestyle. 
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The Recent Decline in Infant Mortalitya 

The chances of being born alive and surviving the 
first year of life have been steadily improving. At the 
turn of this century, about 100 of every 1,000 infants 
born in the United States died before their first 
birthday. By 1950, the number was slashed to 29 of 
every 1,000 infants. 

Progress in the latter half of this century has not 
been quiteas dramatic. However, after a period of 
relative stability between 1950 and the mid 1960’s, 
infant mortality rates have again begun to decline at 
a fast pace. Between 1965 and 1979, infant mortality 
declined by 47 percent to 13 deaths per 1,000 live 
births.l 

Despite the sizable decline in infant mortality dur
ing the past decade, there remain large differences in 
rates among subgroups of the population and among 
geographic areas in the United States. Furthermore, 
several countries throughout the world have consid
erably lower infant mortality rates than those ob
served in the United States. 

In this section, a discussion of recent trends in in
fant mortality and related rates for the white and 
black populations, geographic variation in these 
rates, and the role of birth weight in determining 
trends is presented. 

Infant Mortality by Age at Death 

In 1977, a black newborn was nearly twice as 
likely to die during infancy as a white newborn. 
Higher mortality among black infants has been 
observed ever since reliable statistics have been 
available. Furthermore, the gap is not narrowing (fig
ure 1). Although both white and black mortality 
have been declining at the rate of 4.5 percent per 
year since 1965, this trend in overall infant mortality 
masks important differences in the trends for two of 

‘Prepared by Joel C. Kleinman, Ph. D., National Center for Health 
Statistics, and Samuel S. Kessel, M. D., Ofice of the Assistant 
Secretary for Health. 

‘Only provisional data are available for 1978 and 1979. The 
remainder of this section will use final detailed data that are avail-
able through 1977. 

its components— neonatal mortality (deaths during 
the first month of life) and postneonatal mortality 
(deaths during the remainder of infancy). A greater 
disparity exists between black and white rates for 
postneonatal mortality than for neonatal mortality. 
However, the former differential is decreasing while 
the latter is increasing. 

Postneonatal deaths are generally believed to 
be more closely related to environmental and 
socioeconomic factors than are neonatal deaths 
(Pharoah and Morris, 1979). Between 1935 and 
1965–a period of rapid improvement in economic 
and environmental conditions— the decline in post-
neonatal mortality accounted for 53 percent of the 
reduction in infant mortality. However, the contribu
tion of postneonatal mortality to the recent decline in 
infant mortality diminished, accounting for only 26 
percent of the decline in infant mortality between 
1965 and 1977. 

For black infants, postneonatal mortality declined 
by 50 percent since 1965, compared with 33 percent 
for white infants. Thus, the gap between black and 
white postneonatal mortality rates decreased from a 
ratio of 2.81 in 1965 to 2.11 in 1977. For neonatal 
mortality during the same period, however, there 
was a 46-percent decrease for white infants and a 
39-percent decrease for black infarits, thereby in-
creasing the black to white mortality ratio from 1.65 
to 1.85. Reduced neonatal mortality accounted for 80 
percent of the decline in white infant mortality, com
pared with only 57 percent of the decline in black in
fant mortality. 

The chances of being born alive have also been 
increasing rapidly since the mid-1960’s, more so for 
other races than for the white population. Between 
1965 and 1977, the white fetal death rate declined by 
37 percent, compared with 45 percent for all other 
races. Data for the black population only were not 
available. Once again, however, other than white in
fants were at considerably greater risk in 1977 with a 
rate of 14.6 fetal deaths per 1,000 live births and 
fetal deaths than were white infants with a rate of 
8.7. 
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Figure 1. Infant, neonatal, and postneonatal mortality 
rates, according to race: United States, 1950-77 

Variation by State 

Although the decline in infant mortality has been 
observed in all States, there are variations in its mag
nitude. Maine and Utah had the lowest white infant 
mortality rates for 1975-77 at 11.3 deaths per 1,000 
live births (table 11). Utah also had one of the 
lowest rates for 1965-67, although Maine’s rate at 
that time was higher than the United States rate for 
white infants. Maine’s white infant mortality rate de
clined by 50 percent from 1965-67 to 1975-77, com
pared with a national reduction of 35 percent during 
the same 10-year period, Vermont and New 
Hampshire also had large declines of 45 percent, 
which made them two of the 10 States with the 
lowest rates for 1975-77, Delaware and Hawaii were 
two of the five States with the lowest rates for both 
time periods. 

West Virginia had the highest white infant mortal
ity rate for both time periods, although it exhibited 
the same decline during the 10-year interval as that 
observed nationally. Wyoming, Montana, New Mex
ico, and Oklahoma had the next highest infant mor
tality rates for 1975-77, and all but Oklahoma were 
among the 10 States with the highest rates for 1965-
67. Colorado showed a 45-percent decline during the 
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10-year period and this improved its standing from , 
the 6th highest rate for 1965-67 to the 15th lowest 
rate for 1975-77. No appreciable narrowing of the 
variation among States occurred during the 10 years. 
The ratio of the white infant mortality rate for the 
highest State to the rate for the lowest State was 1.47 
for 1965-67 and 1.43 for 1975-77. 

As was the case for white infants, mortality among 
black infants declined in every State. Based on only 
the 29 States with more than 5,000 black births for 
both 1965-67 and 1975-77, Massachusetts, Califor
nia, Delaware, Wisconsin, and Kentucky had the 
lowest rates for 1975-77. Of these, only California 
and Wisconsin also had low rates for 1965-67. The 
other three States experienced declines of 46-50 per-
cent during the 10-year period, compared with the 
national reduction of 37 percent. For 1965-67, the 
rates for Delaware and Kentucky were higher than 
the national black infant mortality rate. 

Illinois, the District of Columbia, Mississippi, 
Connecticut, and South Carolina had the highest 
black infant mortality rates for 1975-77. Yet two of 
these– the District of Columbia and Connecticut – 
had among the lowest five rates for 1965-67. The 
District of Columbia rate declined by only 12 percent 
over the 10 years; Connecticut’s rate declined by 22 
percent. The remaining three States with high 
rates–Illinois, Mississippi, and South Carolina– 
were also among the five States with the highest 
rates for 1965-67. Mississippi’s rate was extremely 
high for 1965-67; in fact, it was 14 percent greater 
than the next highest rate in North Carolina. During 
the 10-year interval, this rate decreased by 46 per-
cent indicating significant improvement, although 
Mississippi was still one of the five States with the 
highest rates for 1975-77. 

If the extremely high rate in Mississippi for 1965-
67 is excluded, a slight increase occurred in the vari
ation among States during the 10-year period. The 
ratio of the black infant mortality rate for the highest 
State to the rate for the lowest State was 1.41 for 
1965-67 and 1.50 for 1975-77. The 1965-67 ratio 
jumps to 1.61 if Mississippi is included, however. 

Variathm by Level of Urbanization 

Substantial variation in infant mortality also exists 
by level of urbanization (table A). For 1974-77, 
suburban counties of large metropolitan areas (more 
than 1 million population) had the lowest rates—12.3 
deaths per 1,000 live births for white infants and 
23.9 per 1,000 for black infants. In contrast, the 
highest infant mortality rates were observed in non-
metropolitan counties with small cities not adjacent 
to metropolitan areas– 15.1 per 1,000 for white in
fants and 28.9 per 1,000 for black infants. These pat-
terns have remained fairly stable since the 1960’s, 
except black infant “mortality in the central cities of 



Table A. Infant mortality rates, according to level of 
urbanization and race: United States, 1974-77 

Level of 
Totalz White Black

urbanization’ 

Number of dea ths per 
1,000 live births 

All counties ................ 15.5 13.7 25.5 

Within SMSA ........................ 15.2 13.3 24.9 
Large SMSA .................. 15.4 13.0 25.1 

Core counties ................... 16.4 13.4 25.3 
Fringe counties ................ 13.1 12.3 23.9 

Medium SMSA .............. 14.9 13.3 24.4 
Other SMSA ...................... 15,4 13.9 25.1 

Outside SMSA ...................... 16,2 14.5 27.6 
Adjacent to SMSA ........ 15.8 14.2 27.4 

Urbanized .......................... 14.9 13.8 26.9 
Less urbanized ................. 16.5 14.5 28.0 
Thinly populated, .............. 16.8 15.1 25.8 

Not adjacent to SMSA.. 16.6 14.9 27.9 
Urbanized .......................... 16.5 14.8 26.8 
Less urbanized ................. 16.9 15.1 28.9 
Thinly populated .............. 16.0 14.4 27.2 

Isee glossa~ for definitions of cate90ries. 
z[n~l”des all other races flOtshown Separately. 

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

large metropolitan areas has not declined as rapidly 
as in the remaining areas of the country. 

When the rates are examined by geographic divi
sion, the disparity increases. White infants in MiddIe 
Atlantic suburban counties had a mortality rate of 
11.9, compared with 18.0 for those in rural countries 
adjacent to metropolitan areas in the West South 
Central States. For black infant mortality, the varia
tion was greater– 16.0 in Pacific suburban counties, 
compared with 32.4 in nonmetropolitm counties with 
small urban populations not adjacent to metropolitan 
areas in the East South Central States. This low rate 
for black infants in Pacific suburban counties is espe
cially noteworthy since it was only 35 percent higher 
than the rate for white infants in those counties, 
compared with a-national differential of”’i5b percent. 

The Role of Birth Weight 

Survival is not the sole criterion for assessing 
pregnancy outcomes. Many conditions that may lead 
to an infant’s death also carry potential hazardous 
consequences when the outcome is not fatal. The 
most significant characteristic associated with a poor 
pregnancy outcome is low birth weight, usually de-
fined as less than 5 1/2 pounds (2,500 grams). Low 
birth weight is an important predictor of untoward 
events that may befall the infant in the immediate 
postpartum period and compromise future health. 

For example, low-birth-weight infants face a 40-fold 
greater chance of dying before 1 month of age and 
are 5 times more likely to die between 1 month and 
1 year of age when compared to infants of normal 
birth weight. They are also more likely to have seri
ous congenital anomalies or other severe impairment. 
(Shapiro et al., 1980). 

In 1977, 235,000 low-birth-weight infants were 
born in the United States; this represented 7.1 per-
cent of all live births. The incidence of low birth 
weight was more than twice as high for black infants 
as it was for white infants— 12.8 percent and 5.9 per-
cent, respectively. Nearly all the difference in neona
tal mortality between white and black infants can be 
attributed to the differences in birth weight distribu
tion. Furthermore, the higher infant mortality in the 
United States when compared to the Scandinavian 
countries, for example, is attributable to the higher 
incidence of low birth weight in the United States. 
When looking at weight-specific mortality rather than 
overall infant mortality, Sweden’s rates for each 
weight group were consistently higher than those ob
served in six selected States in 1973 (World Health 
Organization, 1978). 

Hemminki and Starfield (1978) recently reviewed 
several studies related to the prevention of low birth 
weight. Among the factors cited as possibly contri
buting to low birth weight were: poor nutrition, 
smoking, stress, poor physical condition, and several 
specific diseases that are not pregnancy-related. They 
also reviewed 37 controlled studies that attempted to 
evaluate the effectiveness of certain interventions to 
prevent low birth weight. Of these, only three 
showed that intervention was beneficial. The authors 

. recommended that additional studies be undertaken, 
especially those involving the effect of such factors 
as physical exercise before pregnancy, physical and 
psychological stress during pregnancy, and diet. The 
role of cigarette smoking among pregnant women in 
increasing the risk of low birth weight is also receiv
ing a great deal of attention (Office of the Assistant 
Secretary for Health, 1980). 

The incidence of low birth weight declined by 14 
percent between 1965 and 1977, while infant mortal
ity declined by 43 percent. The reason for this 
disparity is that significant reductions have occurred 
in birth-weight-specific mortality rates. In particular, 
one of the major factors contributing to the recent 
decline in infant mortality, and especially neonatal 
mortality, is the greatly improved survival for infants 
of low birth weight. Before the mid- 1960’s, little 
change in neonatal mortality among infants of low 
birth weight was apparent. Yet comparison of 
weight-specific mortality rates in selected States (na
tional rates are unavailable after 1960) suggests that 
large reductions in neonatal mortality for low-birth-
weight infants have occurred during the late 1960’s 
and 1970’s (Kleinman et al., 1978; Zdeb, 1978). 
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Much of this improved outcome for low-birth-
weight infants has been attributed to advances in 
neonatology and the establishment of regionalized 
perinatal networks (Hack et al., 1979; Committee on 
Perinatal Health, 1977). While the effectiveness of 
some recent technological developments in perinatal 
medicine remains controversial (National Institutes 
of Health, 1979), it is likely that a large part of the 
recent reduction in neonatal mortality has resulted 
from progress in the management of pregnant 
women at high risk and advances in newborn inten
sive care. 

The lack of national data on weight-specific mor
tality after 1960 makes it difficult to document the 
contribution of reduced mortality among low-birth-
weight infants to the overall reduction. However, 
certain indirect calculations are possible (Kleinman 
et al., 1978; Lee et al., 1980). By applying the 1960 
weight-specific neonatal mortality rates (National 
Center for Health Statistics, 19’72) to the birth 
weight distribution of live births in 1977, it was 
found that white neonatal mortality would have 
decreased by 9 percent between 1960 and 1977 ,if 
there had been no change in weight-specific mortality 
rates. Since neonatal mortality actually declined by 
49 percent during this period, it can be inferred that 
18 percent of the overall reduction in white neonatal 
mortality resulted from a more favorable birth weight 
distribution and 82 percent resulted from a reduction 
in weight-specific mortality rates. For other than 
white infants (data for black infants only are unavail
able for 1960), the 1977 birth weight distribution was 
similar to the 1960 distribution; no change in mortal
ity was expected based on 1960 weight-specific rates. 
Thus, all of the observed 45-percent reduction in 
neonatal mortality for other than white infants 
resulted from a reduction in weight-specific mortal
ity. 

By making one more assumption about the size of 
the reduction in weight-slpecific mortality, the effect 
of improved survival among low-birth-weight infants 
can be estimated. Two studies covering seven States 
reported nearly constant proportional reductions in 
weight-specific mortality ;for infants weighing more 
than 1,000 grams, but little or no reduction for in
fants weighing 1,000 grams or less (Kleinman et al., 
1978; Zdeb, 1978). Assuming that nationally there 
has been no change in neonatal mortality among in
fants weighing 1,000 grams or less and constant pro
portional reductions among other infants, then the 
reduction in the white neonatal mortality rate 
between 1960 and 1977 can be partitioned as follows: 
18 percent resulted from a more favorable birth 
weight distribution, 48 percent was attributable to a 
reduction in mortality among infants weighing 
between 1,000 and 2,500 grams, and 34 percent 
resulted from a reduction in mortality among infants 
weighing more than 2,500 grams. U rider the same 
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assumption, neonatal mortality among other than 
white infants can be divided as follows: 61 percent 
resulted from a reduction in mortality among infants 
weighing between 1,000 and 2,500 grams; and 39 
percent was attributable to a reduction in mortality 
among infants weighing more than 2,500 grams (as 
noted earlier, virtually no change occurred in birth 
weight distribution). More recent reports from indi
vidual hospitals, however, suggest that improved sur
vival is now evident even among infants weighing 
500 to 1,000 grams (Hack et al., 1979). 

National data on fetal mortality also show substan
tial improvement in each birth weight group of more 
than 1,000 grams (table B). Although there have 
been greater reductions in fetal mortality rates 
among infants of higher birth weight, the reductions 
for birth weights between 1,000 and 2,500 grams 
ranged from 27 to 46 percent. 

Table B. Fetal death rates, according to color and birth 
weight: United States, 1965 and 1977 

White All other 
Birth weight 

1965 1977 1965 1977 

Fetal deaths per 1,000 live births 
and fetal deaths 

All weightsl ... 13.7 8.7 26.5 14,6 

500 grams 
or less .................... 574.9 533.8 532.0 502.4 

501-1,000 grams ..... 347.5 322.7 346.9 298.9 
1,001-1,500 grams.. 206.5 151.3 204.3 132.1 
1,501-2,000 grams.. 94.3 67.9 98.0 59.7 
2,001-2,500 grams.. 29.2 20.0 32.2 17.3 
2,501-3,000 grams.. 7.9 5.2 9.4 4.4 
3,001-3,500 grams.. 3.7 2.2 5.6 2.5 
3,501-4,000 grams.. 3.0 1.6 6.2 2.4 
4,001-4,500 grams,. 4.1 2.1 11.2 5.3 
4,501 grams 

or more .................. 16.8 6.3 50.9 23.6 

lln~[udes birth weight not stated. 

NOTE: Fetal deaths for 1977 include only those with stated or 
presumed period of gestation of 20 weeks or more. For 1965, gesta

tional age not stated is included. 

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

Improved survival among low-birth-weight infants 
has led to some concern about the potential for a 
concomitant increase in serious morbidity among 
survivors. However, studies based on followup of 
infants discharged from individual hospitals indicate 
that serious disabilities have decreased rather than 
increased among surviving infants (Hack et al., 1979; 
Stewart, 1977). A large-scale evaluation of several 
regionalized perinatal centers is now being conducted 
by the Health Services Research Center at Johns 
Hopkins University in Baltimore, Md. Baseline 
results indicate that, although illness during the first 
year of life increased with decreasing birth weight,. 



the incidence of severe impairment among survivors 
weighing less than 1,500 grams at birth was 14 per-
cent (Shapiro et al., 1980). 

Although improvement in survival among low-
birth-weight infants has contributed a great deal to 
reduction in neonatal mortality, a decIine in the 
incidence of low birth weight would result in still 
lower mortality and morbidity. A balanced approach 
to prevention of low birth weight and improvement 
in survival of low-birth-weight infants is clearly 
required to assure continued improvement in infant 
health. 

Summary 
After a decade of relative stability, infant mortality 

rates in the United States have declined rapidly since 
the mid- 1960’s. The infant mortality rate is about 
twice as high for black infants as it is for white in
fants, and both rates are decreasing at the same pace. 

Substantial variation among States has been ob
served. For 1975-77, the ratio of the rate for the 
State with the highest infant mortality to the State 
with the lowest was 1.43 for white infants and 1.50 
for black infants. Furthermore, although several 
States have shifted position, the extent of the varia
tion has not changed since the mid- 1960’s. Variation 
by level of urbanization was not nearly as large. For 
both white and black infants, nonmetropolitan coun
ties not adjacent to metropolitan areas had mortality 
rates about 20 percent greater than those of subur
ban counties of large metropolitan areas. 

The reduction in mortality among low-birth-
weight infants accounted for a substantial portion of 
the decline in overall neonatal mortality rates 
between 1960 and 1977. Among white infants, a 
small improvement in birth weight distribution has 
occurred but this has not been the case among black 
infants. Further progress in reducing the incidence of 
low birth weight would result in reduced infant mor
taIity and morbidity. 

References 
Committee on Perinatal Health: Toward Improving The 
Outcome of Pregnancy, Recommendations for the Regional 
Development of Maternal and Perinatal Health Services, The 
National Foundation March of Dimes. New York, 1977. 

Hack, M., Fanaroff, A.A., and Merkatz, I.R.: The low-
birth-weight infant, Evolution of a changing outlook. New 
Engl. J. Med. 301:1162-1165, 1979. 

Hemminki, E., and Starfield, B.: Prevention of low birth 
weight and pre-term birth, Literature review and sugges
tions for research policy. Mi[bank Memorial Fund Quarterly. 
56:339-361, 1978. 

Kleinman, J.C., Kovar, M.G., Feidman, J.J., and Young, 
C.A.: A comparison of 1960 and 1973-1974 early neonatal 
mortality in selected States. Amer. J. EpidemioI. 108:454-
469, 1978. 

Lee, K.S., Paneth, N., and Gartner, L.M.: Neonatal mor
tality, An analysis of the recent improvement in the 
United States. American Journal of Public Health 70:15-22, 
1980. 

National Center for Health Statistics: A study of infant 
mortality from linked records, by birth weight, period of 
gestation, and other variables, United States, 1960 live-
birth cohort. DHEW Pub. No. (PHS) 79-1055. Vital and 
Health Statistics. Series 20-No. 12. Pubtic Health Service. 
Washington. U.S. Government Printing Office, May 1972. 

National Institutes of Health: Antenatal Diagnosis. NIH 
Publication No. 79-1973. Public Health Service. Bethesda, 
Md., Apr. 1979. 

Office of the Assistant Secretary for Health: The Health 
Consequences of Smoking for Women. A Report of the Sur
geon General. Office on Smoking and Health, Public 
Health Service. Washington, Jan. 14, 1980. 

Pharoah, P.O.D., and Morris, J.N.: Postneonatal mortality. 
Epidemiologic Reviews 1:170-183, 1979. 

Shapiro, S., McCormick, M.C., Starfield, B.H., et al.: 
Relevance of correlates of infant deaths for significant 
morbidity at 1 year of age. Am. J. Obstet. GynecoI. 
136:363-373, 1980. 

Stewart, A.L.: The survival of low birth weight infants. 
British Journal of HospitaI Medicine. 18:182-190, 1977. 

World Health Organization: A WHO Report on Social and 
Biological Effects on Perinatal Mortality, Volume 1. Report 
on an International Comparative Study sponsored by the 
World Health Organization. Budapest, Hungary, 1978. 

Zdeb, M.: Neonatal mortality in upstate New York, 1960-
76. Quarterly Vital Statistics Review. New York State 
Department of Health. Albany, N.Y., Jan.-Mar. 1978. 

33 



Hypertensiona 

Overview 

Hypertension, commonly called high blood pres
sure, is one of the more prevalent chronic conditions 
in this country for which effective treatment is avail-
able. Estimates of the number of Americans with 
hypertension range from 23 million to as many as 60 
million, depending on the criteria used for defining 
hypertension and the age groups included in the cal
culation. Several major epidemiological studies have 
shown that elevated blood pressure is one of the pri
mary risk factors contributing to death from car
diovascular diseases (Kannel, Wolf, and Dawber, 
1978). Estimates based on the Framingham Heart 
Study (Shurtleffl 1974) indicate that men 45-54 years 
of age with elevated blood pressure are twice as like
ly as those with normal pressure to experience a 
coronary event.’ 

As a result of these studies, clinical trials were ini
tiated to determine whether individuals who con-
trolled their hypertension through appropriate medi
cal treatment reduced their risk of death. Several 
years ago, the control of severe hypertension was 
shown to reduce mortality. It was not until 1979, 
however, that a large clinical trial established that the 
control of mild hypertension also reduces mortality. 

This section discusses these trials, trends in 
hypertension-related mortality and hypertension con
trol, and some of the barriers to effective control of 
hypertension. 

Effects of Hypertension Control 

In the late 1960’s and early 1970’s, the Veterans 
Administration Cooperative Study Group (1967 and 
1970) published data demonstrating that antihyper
tensive drugs were effective in reducing morbidity 

“Prepared by Kathleen M. Danchik and Joel C. Kleinman, Ph. D., 
Natiomdl Center for Health Statistics. 
lThe comparison made is between systolic measurements of 170 
millimeters of mercury (elevated blood pressure) and 130 milli
meters of mercury (normal blood pressure). 

and mortality resulting from hypertension in 
middle-aged men with sustained high blood pressure. 
This randomized, double-blind, placebo-controlled 
trial recorded a significantly lower incidence of mor
bid events, such as stroke and congestive heart 
failure, in severe hypertensives with baseline dia
stolic pressures averaging 115 to 129 millimeters of 
mercury and in men with baseline diastolic pressures 
averaging 105 to 114 millimeters of mercury in con
trast to the control group. In the treated subgroup 
with mild hypertension (i.e., diastolic blood pres
sures averaging 90 to 104 millimeters of mercury), 
the effects of medication could not be determined 
because of the small sample size. 

The National Heart, Lung, and Blood Institute 
(NHLBI) published the results of its five-year Hyper-
tension Detection and Followup Program (HDFP) of 
10,940 hypertensive patients 30-69 years of age in 
the latter part of 1979 (HDFP Cooperative Group, 
1979). This program was conducted in 14 American 
cities between 1973 and 19781 comparing outcomes 
for patients receiving intensive treatment in a highly 
organized clinic setting (i.e., stepped care) with pa
tients referred to standard community medical serv
ices (i.e., referred care). 

Control of hypertension was significantly better for 
the stepped care group than for the referred care 
group. By the end of the fifth year, 65 percent of 
those patients receiving the intensive treatment had 
achieved their desired goals for blood pressure; in 
contrast, only 44 percent of the referred care patients 
had reached their goals. Five-year mortality from all 
causes was 17 percent lower for the stepped care 
group when compared to the referred care group (6.4 
deaths versus 7.7 deaths per 100 people). Further-
more, even among patients with mild hypertension 
(i.e., diastolic blood pressures of 90 to 104 millime
ters of mercury), the stepped care. group had signifi
cantly lower mortality than the referred care group 
(5.9 deaths versus 7.4 deaths per 100 people). 

Some variation in the effects of treatment was 
noted, however. Essentially no difference was 
apparent in mortality between stepped care and 
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referred care for all white women and all people 30-
49 years of age. Furthermore, the design of the study 
precluded a direct examination of whether the reduc
tion in mortality resulted! from the antihypertensive 
drugs or the more structured systematic care given in 
the stepped care group (Stimmler, Plindett, and 
McMillen, 1980; Ramsay, 1980). Nevertheless, this 
study provides the best available evidence that even 
mildly elevated blood pressure can be reduced, and 
that such reduction often leads to reduced mortality. 

Hypertension-Rellated Mortality 

Death rates for ischemic heart disease and stroke 
(the major components of cardiovascular diseases) 
increase sharply with age. Furthermore, females gen
erally have lower rates than males, although the dif
ferential varies by cause, race, and age. In 1977, 
white men were from two to three times more likely 
to die from cardiovascular diseases than were white 
women (table A). Among black people, death rates 
for cardiovascular diseases were from 40 percent to 
90 percent higher for men. Ischemic heart disease 
death rates showed a much greater differential 
between men and women. The male-to-female ratios 
ranged from 2.33 to 5.39 for white people and from 
1.52 to 2.42 for black people. The ratios decreased 
with age for both races. Male-to-female mortality 

Table A. Death rates for selected causes of death 

Cause of death and age Tota17 

Major cardiovascular diseases 

35-74 years2 ..................... 502.1 

35-44 years .................................. 62.3 
45-54 years ....................... ........ . 230.8 
55-64 years ........... .. ................... 636.7 
65-74 years .................................. 1,596.3 

Ischemic heart disease 

35-74 years2 ..................... 356,2 

35-44 years .................................. 38.4 
45-54 years .......................... ...... 166.3 
55-64 years .................................. 466.5 
65-74 years .................................. 1,116.4 

Cerebrovascular disease 

35-74 years2 ..................... 73.3 

35-44 years .................................. 10.3 
45-54 years .................................. 28.7 
55-64 years .................................. 79.5 
65-74 years .................................. 259.9 

1 Includes ail other races not shown separately. 

ratios were considerably lower for stroke, ranging 
from 0.96 to 1.44 for white people and 1.22 to 1.34 
for black people. 

In part because they have higher blood pressure 
levels, black people experienced substantially higher 
cardiovascular mortality than white people for all age 
groups 35-74 years in 1977 (table A). The black-to-
white ratio was particularly high for younger people, 
for women, and for stroke. 

Although cardiovascular diseases were among the 
leading causes of death in 1977, substantial declines 
in these death rates since 1968 have occurred (table 
B). The reductions in mortality were evident for all 
age, race, and sex groups. However, black women 
experienced the greatest declines for all cardiovascu
lar diseases and its two major components –ischemic 
heart disease and stroke. Black men experienced rel
atively large reductions in stroke mortality. The mag
nitude of these reductions can best be apprecia
ted by noting that the percent decreases observed in 
the first 7 years of the 1970’s were generally as great 
as those observed in the 20 years from 1950 to 1970. 

Hypertension Control 

Hypertension awareness, detection, and control 
have greatly increased in receiit years, possibly con
tributing to the mortality decline. These increases 

according to age, race, and sex: United States, 1977 

White White Black Black 
male female male female 

Deaths per 100,000 population 

705.4 290.7 919.6 580.8 

80.7 27.4 181.0 97.1 
331.5 100.3 536.2 303.7 
907.2 331.7 1,281.3 756.9 

2,223.6 1,054.7 2,425.2 1,704.1 

538.6 187.8 581.1 333.7 

59.8 11.1 100.0 41.4 
266.9 56.5 344.9 165.0 
715,1 216.9 834.0 455.2 

1,642.8 704.8 1,512.4 992.4 

76.6 55.9 175.4 138.7 

7.8 8.1 34.8 26.0 
24.7 21.7 89.4 71.4 
80.3 58.2 223.9 167.3 

290.8 201.6 515.8 423.9 

*A~e adjusted by the direct method to the 1970 resident population of the United States usin9 4 a9e 9roups. 

SOURCE: Division of Vital Statistic, National Center for Health Statistics: Selected data. 
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Table B. Percent reduction in death rates for selected causes of death, according to age, race, and sex: 

Cause of death and age 

Major cardiovascular diseases 

35-74 years2 ..................... 

35-44 years .................................. 
45-54 years .................................. 
55-64 years .................................. 
65-74 years .................................. 

Ischemic heart disease 

35-74 years2 ..................... 

35-44 years .................................. 
45-54 years .................................. 
55-64 years .................................. 
6&74 years .................................. 

Cerebrovascular disease 

35-74 years2 ..................... 

35-44 years .................................. 
45-54 years .................................. 
55-64 years .................................. 
65-74 years .................................. 

United States, 1968-77 

White White Black Btack
Total’ 

male female male female 

Percent reduction2 

25.7 23.5 27.3 27.1 34.5 

32.3 30.3 31.3 34.4 47.2 
25.0 23.8 25.6 26.6 35.3 
24.6 23.9 23.4 24.9 34.1 
26.1 22.7 29.1 27.9 32.8 

25.2 23.6 27.3 23.3 31.1 

32.3 31.7 31.9 31.1 45.1 
23.7 23.7 22.4 22.2 30.6 
24.4 24.3 23.5 21.1 30.5 
25.7 22.5 29.4 24.5 30.3 

36.0 30.9 34.1 40.5 44.5 

37.6 35.0 31.9 40.0 52.8 
35.7 35.2 32.6 40.4 45.1 
34.7 34.6 28.9 40.8 45.4 
36.5 28.2 36.4 40.4 42.6 

1[ncludes all other races nOt shown separately. 
2percent reduction between age-adjusteddeathratesfor 1968 and 1977. 

SOURCE: Division of Vital Statistics, National Center for Health Statistics: Selected data. 

can partly be attributed to the National High Blood 
Pressure Education Progmm in which government 
agencies, private industry, and voluntary health asso
ciations participated in the early 1970’s. Through this 
program, the American public and the health profes
sions were alerted to the dangers of hypertension and 
educated about the relatively simple methods of 
detection, the most effective medication and treat
ment regimens, and the importance of continuing 
care. 

The only national data available to assess trends in 
control of hypertension are based on the National 
Health Examination Survey of 1960-62 and the Na
tional Health and Nutrition Examination Survey of 
1971-74. These data are limited, however, in several 
ways (National Center for Health Statistics, 1977). 
First, the interview questions were not exactly the 
same between the two surveys, although it is possi
ble to obtain nearly the same information. Also, the 
physicians taking the blood pressures differed. In ad
dition, the comparison is based on results of a single 
blood pressure measurement–the first one if multi
ple measurements were available. Since blood pres
sure measurements are quite variabIe, it is possible 
that some of those with elevated blood pressure were 
not actually hypertensive. This would tend to dimin
ish the chances of finding an increase in control of 

hypertension. Furthermore, since the latest available 
data are for 1971-74, the impact of the high blood 
pressure education program, which was only begin
ning in the early 1970’s, is not fully reflected by 
changes in hypertension control between these two 
time periods. 

Nevertheless, table C does show favorable 
changes in treatment, awareness, and control of hy
pertension for people 35-74 years of age, especially 
for black men. The prevalence of hypertension 
among white and black men increased between 
1960-62 and 1971-74, a finding which is consistent 
with increasing survival among hypertensive. How-
ever, the prevalence among women increased only 
slightly. 

The proportion of hypertensive who were 
unaware of their condition declined for each race and 
sex group, but it was most pronounced among black 
men. The proportion of hypertensives taking medica
tion increased substantially in each group with the 
greatest increase again observed among black men. 
Finally, increases occurred in each group in the pro-
portion of hypertensives whose blood pressure was 
under control (below a systolic measurement of 160 
millimeters of mercury over a diastolic measurement 
of 95 millimeters of mercury). The differential in 
treatment and control of hypertension between black 
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Table C. Prevalence of hypertension among people 35-74 years of age and selected characteristics of hypertensives, 
according to race and sex: United States, 1960-62 and ‘1971 -74 

Hypertensive’ Una warez On medics tion Contro//ed3 
Race and sex 

1960-62 1971-74 1960-62 1971-74 1960-62 1971-74 1960-62 1971-74 

Percent of popu/ation4 Percent of hypertensives4 
All people 

35-37 years5.. 28.8 31.9 51.1 44.1 28.1 39.0 10.5 16.5 

White male .................. 2!i3 30.3 58.4 56.2 20.4 27.6 7.2 12.1 
White female ............... 28.0 29.1 46.6 41.1 33.1 42.1 14.2 19.0 
Black male .................. 42.0 4.9.8 60.6 44.6 19.5 33.1 3.2 15.5 
Black female ............... 52.5 54.4 34.7 32.4 41.2 46.1 12.9 15.0 

lElevated biood pressure(i.e.,a systolic measurement of at least 160 millimeters of mercury or a diastolic measurement of at leaat 95 millimeters 

of mercury) or taking anti-hypertensive medicaticln. 
2RePorted never having high blood Pressure 
3Sub~et of IIon medication,,; taking anti-hypertensive medication and did not have elevated blood Pressure when examined. 
4A9e adju5ted by the direct method to the I 971-74 National Health and Nutrition Examination Survey population. 

5[ncludes al] other races not shown 5eParatelY. 

SOURCE: Division of Health Examination Statistics, National Center for Health Statistics: Data from the 1960-62 National Health Examination Sur
vey and the 1971-74 National Health and Nutrition Examination Survey. 

and white people was small in all cases. However, 
awareness, treatment, and control were generally 
higher among women than men. 

Although the results based on these national sur
veys are limited, several studies have shown substan
tial improvement in awareness, treatment, and con
trol of hypertension in specific localities where 
educational efforts have been intensive: 

● In a study of a population screening program in 
Connecticut, D’Atri et al. (1980) reported a 
steady increase between 1974 and 1976 in the 
proportion of hypertensives under control. 

● Berkson et al. (1980) found substantial im
provement in hypertension control in Chicago 
between 1972 and 1977. 

● Two household surveys of black people in 
West Baltimore showed a substantial increase 
in control of hypertension between 1971 and 
1973 (Apostolides et al., 1978). 

Barriers to Effective Hypertension 
Control 

The value of antihypertensive drug therapy has 
been well-documented. However, the control of hy
pertension is complicated by a number of factors. 
The knowledge the ,hypertensive patient has regard
ing the characteristics and medical consequences of 
high blood pressure could mean Ithe difference 
between controlled or uncontrolled hypertension. For 
example, although high blood pressure is not usually 
accompanied by symptoms (Weiss, 1972), some peo
ple have the misconception that it is. More than 
one-half the hypertensive population, surveyed in 
1974 claimed that they could tell when their blood 

pressure was high (National Center for Health Statis
tics, 1978). While this misconception now appears to 
be less prevalent, in 1979, one-third of the hyperten
sive population still believed that hypertension was 
accompanied by symptoms (Urban Behavioral 
Research Associates, Inc., 1980), 

Another problem regarding control is noncompli
ance with doctor’s orders regarding medication. The 
1974 National Health Interview Survey found that 
about three-quarters of the people who reported they 
currently had high blood pressure had been 
prescribed antihypertensive medication at least once. 
Among all those for whom medication was 
prescribed, one-quarter had stopped taking it. Of the 
people who had stopped, about half were advised by 
a doctor to do so {National Center for Health Statis
tics, 1978). By 1979, no appreciable “change in the 
proportion who stopped taking medication was evi
dent, although a smaller proportion of those who 
stopped attributed their actions to a doctor’s advice 
(Urban Behavioral Research Associates, Inc., 1980). 

Excess sodium, from either high intake or prob
lems in excretion, tends to increase 
pressure level of a hypertensive person, 
restriction of salt intake tends to decrease 
pressure (Freis, 1976). Unfortunately, 
one-half of the hypertensive population 
having received advice from a health care 
use less table salt. Among hypertensive 
less salt, more than three-fourths reported 

the blood 
while the 
the blood 

only about 
reported 

provider to 
told to use 
using less. 

In contrast, only about 1 in 4 hypertensive persons 
not advised to use less salt had restricted its use (Na
tional Center for Health Statistics, 1978). Although 
more hypertensives (nearly 70 percent) reported be
ing told to reduce salt intake in 1979, there appears 
to have been a slight increase in actual use of salt 
(Urban Behavioral Research Associates, Inc., 1979). 
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Although smoking has not been shown to raise 
blood pre&ure levels, the risk of a cardiovascular 
death is much greater for a hypertensive person who 
smokes than for a hypertensive person who does not 
smoke (Levy, 1978). Data from the National Health 
interview Survey show that proportionately fewer hy
pertensive people smoke than nonhypertensive peo
ple (3 in 10 hypertensives, compared with 4 in 10 
nonhypertensives). However, only 1 in 3 hyperten
sive smokers had been advised by a doctor to stop 
smoking, compared with 1 in 5 nonhypertensive 
smokers (National Center for Health Statistics, 
1978). Although 1979 data indicate a greater propor
tion of hypertensives have been advised to stop 
smoking and have actually stopped, the proportion 
who smoke more than one pack of cigarettes per day 
has increased (Urban Behavioral Research Associ
ates, Inc., 1980). The connection between smoking, 
hypertension, and death has either not been ade
quately communicated to people with hypertension, 
or some people, aware of the greater risks of dying 
among hypertensives who smoke, still choose not to 
stop smoking. 

Summary 
Hypertension, which affects some 60 million 

Americans, is one of the chief factors related to 
ischemic heart disease (the Nation’s number one 
killer) and stroke (the third ranked killer). The 
steady decline in cardiovascular disease mortality that 
began in the 1950’s has accelerated during the past 
decade, and public awareness of hypertension and its 
detection, treatment, and control has also improved. 

Great strides have been made toward controlling 
hypertension, particularly during the last 10 years. 
The results of carefully planned clinical trials provide 
convincing evidence that hypertension can be con-
trolled and that control leads to reduced mortality. 
The widespread application of the results of these 
trials should result in still better control of hyper-
tension and further reduction in cardiovascular 
mortality. 
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Section II 

Utilizdion of 
Hdth Resources 



Use of Ambulatory Care by the Poor and Nonpoora 

Overview 

The Medicare and Medicaid programs were estab
lished in 1965 to improve access to medical care 
among the aged and the poor. This section examines 
the changes that have taken place since 1964 in the 
use of certain ambulatory medical and dental services 
by the poor and nonpoor. 

Data from the National Health Interview Survey 
(NHIS) of 1964, 1973, and 1978, from Cycle II and 
Cycle 111of the National Health Examination Survey 
(NHES), and from the National Health and Nutri
tion Examination Survey (NHANES) are used in this 
analysis. Determination of poor or nonpoor status is 
based on total family income, including the income 
of all related household members. NHIS collects in-
come data in rather broad income categories that 
make it difficult to precisely adjust the data for 
changes over time in the value of the dollar or the 
rise in family income levels. Following Wilson and 
White (1977), the poor are defined as those people 
whose family income was in the lowest 20 percent of 
the population. Respondents with income not stated 
(about 5 percent in 1964 and 10 percent in 1978) 
were omitted. For 1964, persons with family incomes 
of under $3,000 are designated as poor (19.1 percent 
of the population). For 1973, the cutoff is at $6,000 
(21.7 percent of the population), and for 1978, the 
cutoff is at $7,000 (20.5 percent of the population). 
Note that this method of classifying the population 
differs from the official poverty designation. The offi
cial definition uses different income cutoffs depend
ing upon family size and composition, sex and age of 
the family head, and farm or nonfarm residence. Ac
cording to the official definition, 11 percent of the 
1978 population had incomes below the poverty 
level, whereas in this report, 20 percent of the 1978 
population are classified as poor. Another important 
difference between the two methods is the variation 
in poverty rate by age. For example, in 1978, 14 per-
cent of people 65 years of age and over had incomes 

t+repared @ Jennifer M~dans, Ph. D.,. and Joel c. Kleinmm 

Ph. D., Nutional Center for He~lth Stat] stlcs. 

below the official poverty level, while in this report, 
about half the elderly population are classified as 
poor. 

The poor or nonpoor status of NHES Cycles 11 
and III and NHANES respondents was determined in, 
a manner similar to that used for the NHIS data. 
For NHES Cycle II, the income distribution for 1964 
(the midpoint of the data collection interval) was 
used to determine poor or nonpoor status. Twenty 
percent of the population had incomes of $3,000 or 
less. For NHES Cycle III, the population in 1968 was 
used, and 19 percent of the population had incomes 
of $4,000 or less. Twenty percent of the population 
for 1972-73 had incomes of $5,000 or less, and this 
cutoff was used for the NHANES population. 

In this section, health care utilization by the poor 
and nonpoor is compared over time to determine 
whether any change has occurred in the extent to 
which income affects utilization. However, such 
comparisons reflect not only the effects of income on 
health and access to medical care, but also the 
income-depressing effects of illness. Adults with 
chronic conditions tend to have a greater number of 
disability or sick days and, as a result, they often lose 
income. These individuals also have relatively large 
numbers of physician visits. This income-depressing 
effect of illness is particularly evident among people 
45-64 years of age. An attempt has been made to ad-
just for the income-depressing effect of health so that 
the relationship between income and utilization can 
be interpreted as reflecting the potential effect of in-
come on access to care. However, it has not been 
possi,ble to entirely eliminate the effect of health on 
income. 

Physician Visits 

Since 1964, a marked reduction has occurred in 
the percent of the population having no physician 
visits in the 2 years preceding interview (table A). 
This decline has occurred in all age and color groups, 
but the greatest decline was evident among the poor, 
particularly people under 17 years of age in the all 
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Table A. Persons with no physician� visits during past 2 years, according to age, color, and economic status: 
United States, 1964, 1973, and 1978 

Age and year 

All ages’ 

1964 ......................... 
1973 ......................... 
1978..., ..................... 

Under 17 years 

1964 ......................... 
1973 ......................... 
1978 ......................... 

17-44 years 

1964 ......................... 
1973 ......................... 
1978 ......................... 

45-64 years 

1964 ......................... 
1973 ......................... 
1978 ......................... 

65 years and over 

1964 ......................... 
1973 ......................... 
1978 ......................... 

Total White All other 

Non- Non-
Poor Poor 

poor poor 

Percent of population 

28.2 17.9 26.1 17.3 32.1 25.1 
17.1 13.5 16.5 13.3 17.9 15.4 
14.3 12.9 14.5 12.9 13.4 12.6 

33.2 15.1 28.9 14.1 39.4 24.6 
18.7 11.9 16.8 11.4 21.8 16.9 
12.9 10.0 12.6 9.8 13.3 11.8 

24.2 18.1 23.2 17.7 26.6 22.9 
13.4 12.8 13.1 12.7 14.5 13.5 
13.4 14.1 13.7 14.1 12.5 13.4 

29.2 21.7 28.0 21.3 33.1 29.0 
20,6 16.9 21.4 16.9 17.0 16.9 
17.9 15.5 19.0 15.8 14.1 12.3 

24.0 18.7 23.8 16.3 25.8 26.3 
18.0 14.5 17.7 “14.5 19.7 14.1 
14.4 12.8 14.3 12.8 15.2 12.8 

lAge ~dju~ted by the dir’ect ~etllod to the i 970 civilian non institutionalized population, usin9 4 a9e intervals. 

NOTE: Definition of poor and ncmpoor are baaed on family income for each year as follows: 

Year Poor Nonpoor 

1964 less than $3,000 $3,000 or more 
1973 less than $6,000 $6,000 or more 
1978 less than $7,000 $7,000 or more 

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

other color group. As a result, the differential 
between the poor and! nonpoor has narrowed, 
although the proportion with no physician visits 
remains smaller among the nonpoor than among the 
poor in most age and colcr groups. 

A second measure of utilization is the average 
number of physician visits per person per year. This 
measure is probably more sensitive to morbidity 
levels than is the proportion of the population with 
no physician visits in the 2 years preceding interview. 
Higher frequencies of disease as well as more severe 
maladies require more frequent visits, whereas 
whether or not any visit took place is more sensitive 
to the use of services for preventive purposes. 

In 1964, the nonpoor had more visits per person 
per year than the poor in all age and color groups, 
except for people 45-64 years of age (table B). By 
1973, the number of visits for the poor generally 

exceeded that for the nonpoor, except among the 
elderly. For white people 65 years of age and over, 
the poor had fewer visits than the nonpoor in 1973, 
but the gap between the two had narrowed. For all 
other elderly, however, the gap between the poor 
and nonpoor did not narrow until 1978. Although 
the differential between poor and nonpoor children 
was virtually eliminated by 1973, children of races 
other than white continued to have fewer visits than 
their white counterparts through 1978. 

These variations in utilization do not take into 
account the level of morbidity in each subpopulation. 
The greater number of visits for the poor may reflect 
higher levels of illness. To adjust for this possibility, 
the percent of the population with limitation of 
activity from chronic illness is used as a crude meas
ure of morbidity. It must be stressed that adjusting 
utilization rates by this measure in no way provides a 
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Table B. Physician visits per person per year, according to age, color, and economic status: 
United States, 1964, 1973, and 1978 

Total White All other 

Age and year 
Non- Non-

Poor Poor 
poor poor poor 

AH ages’ 

1964 ......................... 
1973 ......................... 
1978 ......................... 

Under 17 years 

1964 ......................... 
1973 ......................... 
1978 ......................... 

17-44 years 

1964 ......................... 
1973 ......................... 
1978 ......................... 

45-64 years 

1964 ......................... 
1973 ......................... 
1978 ......................... 

65 years and over 

1964 ......................... 
1973 ......................... 
1978 ......................... 

Number of visits 

3.9 4.8 4.2 4.9 3.3 3.9 
5.3 5.0 5.4 5.1 5.3 4.6 
5.6 4.7 5.7 4.7 5.6 4.5 

2.3 4.0 2.6 4.1 1.9 2.4 
3.8 4.3 4.2 4.4 3.2 2.9 
4.0 4.2 4.3 4.3 3.5 3.3 

4.1 4.7 4.5 4.8 3.3 4.2 
5.7 5.0 5.8 5.0 5.6 4.8 
5.8 4.4 5.7 4.4 6.1 4.8 

5.1 5.1 5.2 5.1 4.9 4.6 
6.3 5.4 6.1 5.4 7.1 5.3 
7.5 5.0 7.6 5.0 7.3 4.8 

6.0 7.3 6.2 7.3 4.9 6.5 
6.5 6.9 6.4 6.8 7.0 8.6 
6.2 6.8 6.2 6.8 6.8 7.0 

iAge ~dju~ted by the direct method to the 1970 civilian noninstitutionalized Powlatim, usin9 4 a9e intervals. 

NOTE: Definition of poor and nonpoor are based on family income for each year as follows 

Year Poor Nonpoor 

1964 less than $3,000 $3,000 or more 
1973 less than $6,000 $6,000 or more 
1978 less than $7,000 $7,000 or more 

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

total adjustment of utilization rates for the level of 
morbidity. The adjustment does not take into ac
count morbidity from acute conditions, the severity 
of morbidity, nor the incidence of symptoms requir
ing medical attention. It is used to illustrate the 
potential effects which could result from a more 
appropriate adjustment if one were available. 

The method of adjustment used was to compare 
the observed number of physician visits for a particu
lar subgroup with its “expected” number. The ratio 
of observed-to-expected number of physician visits 
was used as a morbidity-adjusted utilization index for 
each age, color, and income subgroup. Finally, the 
poor and nonpoor differential is expressed as the 
ratio of the poor-to-nonpoor index for each age or 
color subgroup. The expected number is computed 
by applying the number of physician visits observed 
in 1974 for all people by age and limitation of activ

ity status (National Center for Health Statistics, 
1976) to the proportion of the subgroup with limita
tion of activity. For example, 54.2 percent of poor 
white people 65 years of age and over reported ac
tivity limitation in 1964; 45.8 percent reported no 
limitation. The 1974 NHIS found that people with 
limitation of activity in this age group reported an 
average of 9.3 visits and those without limitation of 
activity reported an average of 4.6 visits. Thus, the 
expected number of physician visits for poor white 
people 65 years of age and over for 1964 was 7.15 
(.542 x 6.2, .458 x 4.6 = 7.15). The observed 
number of visits for this group in 1974 was 6.2, 
resulting in an observed-to-expected ratio of 0.87. 
Following the same procedure for nonpoor white 
people 65 years of age and over in 1964, an 
observed-to-expected ratio of 1.10 was calculated. 
The adjusted poor-to-nonpoor ratio for white people 
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Table C. Poor-to-nonpoor physician visit ratios, according to age and color: United States, 1964, 1973, and 1978 

Total’ White All other 

Age and year 
Unadjusted Adjusted Unadjusted Adjusted Unadjusted Adjusted 

t 

,411agesz 
. 

1964 ......................... 
1973 ......................... 
1978 ......................... 

Under 17 years 

1964 ......................... 
1973 ......................... 
1978 ......................... 

17-44 years 

1964 ......................... 
1973 ......................... 
1978 ......................... 

45-64 years 

1964 ......................... 
1973 ......................... 
1978 ......................... 

65 years and over 

1964 ......................... 
1973 ......................... 
1978 ......................... 

ratio ratio ratio ratio ratio ratio 

0.81 0.86 0.86 0.91 0.85 0.78 
1.06 1.03 1.06 1.04 1.15 1.04 

1.19 1.11 1.21 1.16 1.24 1.09 

0.58 0.57 0.63 0.62 0.79 0.80 
0.88 0.88 0.95 0.94 1.10 1.08 
0.95 0.93 1.00 0.98 1.06 1.04 

f 

0.87 0.80 0.94 0.86 0.79 0.71 
1.14 1.06 
1.32 1.21 

1.00 0.80 
1.17 0.90 
1.50 1.16 

0.82 0.75 
0.94 0.87 
0.91 0.85 

1.16 1.08 1.17 1.05 
1.30 1.19 1.27 1.13 

1.02 0.81 1.07 0.84 
1.13 0.87 1.34 1.01 
1.52 1.18 1.52 1.18 

0.85 0.79 0.75 0.69 
0.94 0.87 0.81 0.76 
0.91 0.85 0.97 0.88 

pOpulatiOn, usin9 4 a9e intewals. 

year as follows: 

Nonpoor 

$3,000 or more 
S6,000 or more 
$7,000 or more 

Statistics: Data from the National Health Interview Suwey. 

the poor would have fewer visits than the non-
poor for the same level of morbidity. Both 
adjusted and unadjusted poor-to-nonpoor physician 
visits ratios increased from 1964 to 1978, thus indi
cating that the poor have increased their use of med
ical services relative to the nonpoor. 

Dental Care 

The trend toward equal use of ambulatory medical 
services for the poor and the nonpoor is not evident 
in the use of dental services (table D). The propor
tion of the poor with no dental visits during the 2 
years preceding interview decreased from 62 percent 
in 1964 to about 49 percent in 1978 compared with a 
decrease from 41 to 33 percent among the nonpoor 
during the same period. While the differential 
between the poor and nonpoor decreased slightly 

1unadjusted and adjusted for chronic illness. 
.2Age adj~st~d by the di~@ ~etllod to the 1970 civilian noninstitutional ized 

NOTE: Definition of poor and nonpoor are based on family income for each 

Year Poor 

1964 less than $3,000 
1973 less than $6,000 
1978 less than $7,000 

SOURCE: Division of Health Interview Statistics, National Center for Health 

65 years of age and over in 1964 ‘would be .87-to-
1.10 or .79 as shown in table C. Adjusted ratios of 
less than 1 indicate that the poor in that age and 
color group have fewer visits than the nonpoor after 
adjusting for the proportion with limitation of activ
ity. Unadjusted poor-to-nonpoor ratios were calcu
lated directing from the visit rates reported in table 
B. Differences between the unadjusted and adjusted 
ratios reflect the adjustment for the clifferences in the 
proportion with limitation of activity in the two 
income groups. 

In. almost all cases, the adjusted ratios are less 
than$he unadjusted ratios, indicating the greater 
level of morbidity among the poor. In 1978, the 
reduction was especially large in the group 45-64 
years of age where, for both white and all other peo
ple, the poor had 52 percent more visits than the 
nonpoor but, after adjusting for limitation of activity, 
the poor had 18 percent more visits. If a more ap
propriate measure were available, it is possible that 
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Table D. Persons with no dental visits during past 2 years, according to age, color, and economic status: ~ 
United States, 1964, 1973, and 1978 

Total White All other , 

Age and year 
Non- Non- Non-
poor poor & poor 

I 
* 

All agesl Percent of population 

1964 ......................... 62.5 40.9 57.7 39.3 72.8 ; 59.2 
1973 ......................... 53.2 35.9 51.0 34.4 59.4 51.2 
1978 ......................... 49.4 33.3 47.3 32.2 55.1 44.4 

Under 17 years 

1964 ......................... 73.2 44.7 66.6 42.5 82.9 66.3 
1973 ......................... 58.3 37.2 55.8 35.2 62.2 55.6 
1978 ......................... 51.6 35.2 49.9 33.7 54.3 47.3 

17-44 years 

1964 ......................... 46.3 30.1 40.2 28.5 61.3 48.1 
1973 ......................... 38.9 28.1 35.9 26.8 48.5 :40.6 
1976 ......................... 36.3 26.6 33.0 25.4 45.8 37.1 

45-64 years 

1964 ......................... 66.7 43.6 65.0 42.6 72.6 59.7 
1973 ......................... 61.5 38.3 60.5 37.4 65.1 51.1 
1978 ......................... 59.7 34.3 56.9 33.5 62.3 43.8 

65 years and over 

1964 ......................... 78.5 63.5 78.0 62.9 83.0 76.6 
1973 ......................... 72.8 55.9 72.0 54.7 79.2 76.8 
1978 ......................... 69.4 50.6 68.1 49.8 78.1 64.2 

i Age ~dju~ted by the direct method to the 1970 civilian noninstitutionalized I)opulation, using 4 age ‘ntewais. 

NOTE: Definition of poor and nonpoor are based on family income for each year as follows: 

Year Poor Nonpoor 

1964 less than $3,000 $3,000 or more 
1973 less than $6,000 $6,000 or more 
1978 less than $7,000 $7,000 or more 

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

among people under 45 years of age, the gap in-
creased slightly among those 45 years of age and 
over. 

This measure of utilization of dental services does 
not take the need for dental services into account. In 
the section on medical care, a summary measure of 
health status was used as an indicator of need. In 
analyzing the use of dental services, need will be 
measured only in relation to one dental condition— 
dental caries. Other dental conditions, such as maloc
clusion and periodontal disease, are not addressed. 
Since caries are most common among children, the 
analysis is restricted to those 6-17 years of age. Data 
from the National Health Examination Surveys can 
be used to compare unmet need for dental services 
for treatment of caries by income level. Unmet need 
for caries treatment is measured by the average 
number of decayed primary and permanent teeth 
found at the dental exam for those 6-11 years of age 

and the average number of decayed and missing per
manent teeth found for those 12-17 years of age. 
Data for the earlier time period for children 6-11 
years of age were collected from 1963 to 1965 as part 
of NHES Cycle II. For those 12-17 years of ag~, the 
data were collected from 1966 to 1970 as part of 
NHES Cycle III. Data for the most recent peric$ for 
both children 6 to 11 years of age and youth 12-17 
years of age were collected as a part of NHANES 
from 1971 to 1974. 

The greater contact with dentists found amo ,g the 
nonpoor compared with the poor is consisten : with 
the lower level of unmet need for treatment o& ries 
found among children and youth in the nonpoor 
category. Moreover, just as little change has occurred 
in the differential in utilization between the poor and 
nonpoor over time, little change has been evident in 
the relationship between unmet need for caries treat
ment and income (figure 1). 
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AVERAGE NUMBER OF 

PRIMARY AND PERMANENT 

TEETH PER PERSON 
m Nonpcw 

Decayed —4— Filled 
- Poor 

I 

1963-65 1971-74 1963-65 197’I -74 

6-11 YEARS 

AVERAGE NUMBER 
OF PERMANENT 

TEETH PER PERSON 

Decayedand missing —5— ~ Filled

I 
I 

—4— I ( 

1966-70 1971-74 1966-70 1971-74 

12-17 YEARS 

SOURCES: National Center for Health Statistics: Data for 1963-65 and 1966 -70 from the National Health Examination 

Survey, Cycle II and Cycle Ill; ctata for 1971 -74 from the National Health and Nutrition Examination Survey. 

Figure “1.Decayed, missing, and filled teeth among children 6-11 and 12-17 years of age, according to economic status: 
United States, selected years 1963-74 

Whereas the number of decayed or missing teeth Discussion 
is a measure of unmet need for treatment of dental 
caries, the number of filled teeth represents, in part, Substantial changes in the utilization of ambula
the extent to which needed dental treatment has tory medical services by the poor and nonpoor oc
been obtained. The average number of filled teeth curred from 1964 to 1978. In all age and color 
per person was greater among the nonpoor for chil- groups, the poor had greater increases in the utiliza
dren 6-11 years of age and youth 12-17 years of age tion of ambulatory medical services than did the 
for both periods of time. The greater number of nonpoor. The most plausible explanation of these 
filled teeth among those in the higher income group trends is the establishment of Medicare, Medicaid, 
is consistent with the higher rate of contact that the and other public health programs in the mid to late 
nonpoor have with dentkts~ 1960’s. This explanation is given further credence 
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by the persistence of differentials between the poor 
and nonpoor in the use of dental services for the 
treatment of caries and the prevalence of unmet 
need for this treatment because large-scale programs 
to reduce financial barriers to dental care were not 
similarly established. 

Although the trend toward equality of utilization 
by income has been fairly well established, it is more 
difficult to determine whether the level of utilization 
is commensurate with need. When utilization rates 
were partially adjusted for differences in morbidity, 
the poor-to-nonpoor physician visit ratios dimin
ished, although they were still greater than 1 for the 
two middle age groups (17-44 and 45-64 years of 
age). However, the adjustment procedure used only 
partially accounted for differences in morbidity. An 
adjustment which would more accurately reflect need 
for medical care would undoubtedly further reduce, 
if not eliminate or reverse, the greater utilization 
among the poor. While some investigators have 
found a trend toward equity as well as equality 
(Aday, Andersen, and Fleming, 1980), others have 
found that after adjusting for need, the poor use 
fewer services than the nonpoor (Davis and 
Reynolds, 1976; Andersen, Kravits, and Anderson, 
1975). 

The pattern in the utilization of ambulatory care 
services described in this section is affected by a 
wide range of factors in addition to those discussed 
here, and the interrelationships among these factors 
are fairly complex. Certain findings require more in-
depth exploration. For example, in nearly all age and 
color groups, the poor-to-nonpoor physician visit 
ratios increased between 1973 and 1978 as well as 
between 1964 and 1973. Since Medicare and Medi
caid were enacted in 1964, it might have been ex
pected that the effect on utilization would be greatest 
during the earlier period and would have leveled off 
during the latter period. The continued increase in 
the ratio from 1973 to 1978 may be expIained, how-
ever, by the continuing expansion of Medicaid en
rollment throughout this period. In 1970, the ratio of 
Medicaid recipients to the population below the pov
erty level was .59. By 1976, the ratio increased to 
.91. Furthermore, there has been an expansion of 
Federal programs designed to increase the availability 
of primary care providers in manpower shortage 
areas. 

The finding that, of all age groups, the poor 65 
years of age and over showed the smallest increases 
in utilization relative to the nonpoor also requires 
some additional comment. Since the elderly poor had 
both Medicare and Medicaid available, it might have 
been expected that this group would show the 
greatest increases. Although elderly people in the all 
other color group showed a trend toward equal utili
zation, especially between 1973 and 1978, the poor 
and nonpoor difference among elderly white people 

was only slightly smaller in 1978 than in 1964. One 
possible explanation is that the greatest effects of the 
Medicare program were in hospital care– the in-
crease in hospital days among the elderly poor was 
31 percent between 1963-65 and 1976-78, compared 
with a 12-percent increase among the poor 45-64 
years of age. Furthermore, the method used to de-
fine poor resulted in about half the elderly popula
tion being so classified. 

In this section, the emphasis has been on trends 
in the utilization of ambulatory health care; no at-
tempt has been made to document the differences 
which exist in the type of care received or in the 
quality of that care. For example, the poor are much 
more likely to obtain care from hospital outpatient 
departments than are the nonpoor (table 31). 

The poor are also less likely to use preventive care 
services than people with higher incomes (National 
Center for Health Statistics, 1977). In 1978, the pro-
portions of children vaccinated against polio and the 
childhood diseases were lower among children living 
in poverty areas than those living outside poverty 
areas (Center for Disease Control, 1979). In addi
tion, mothers with low educational attainment are 
much less likely to begin prenatal care in the first 
trimester of pregnan:y than mothers with higher 
educational levels (income differentials are unavail
able but women with low educational attainment are 
more likely to have low incomes than other women). 
Among white births in 1978, 84 percent of mothers 
who were high school graduates began prenatal care 
in the first trimester of pregnancy, compared with 61 
percent of those who were not graduates. Among 
black births, the corresponding proportions were 67 
percent and 50 percent. 

More important, however, is whether the quality 
of ambulatory care as measured by health outcome is 
comparable between the poor and nonpoor. Unfor
tunately, little information is available on this issue. 
One study, however, suggests that hospitalized 
patients who were not covered by commercial in
surance or Medicaid had significantly more complica
tions upon admission than those who were covered 
(Gonnella, Louis, and McCord, 1976). The authors 
attribute some of this difference to the lack of access 
to quality of ambulatory care. 

In summary, although substantial progress has 
been made in reducing barriers to medical care 
among the poor, no definitive evidence exists as to 
whether or not the poor are receiving adequate care, 
in terms of both quantity and quality, relative to 
their need. Furthermore, the poor are much less 
likely to receive dental care. Poor children have sig
nificantly greater unmet need for the treatment of 
dental caries as measured by direct examination than 
do nonpoor children. 
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Regional and Income Differentials in Surgerya 

Overview 

Two antithetical issues in the health care field 
have generated a great deal of concern during the 
past 15 years. On the one hand, the lack of access to 
medical care, especially by the aged and the poor, led 
to a greatly increased role for Federal and State 
governments in payment for personal health services. 
On the other hand, a growing awareness developed 
of the need to control “unnecessary” utilization of 
medical care to contain costs and improve quality. 
The latter concern has been especially evident in the 
area of surgery. Several studies have shown wide 
variations between countries, among geographic 
areas within the United States, and between prepaid 
and fee-for-service practices in the rates of surgery 
(Bunker, 1970; Lewis, 1969; Riedel et al., 1975; 
Wennberg and Gitteisohn, 1975). Furthermore, the 
Subcommittee on Oversight and Investigations of the 
Committee on Interstate and Foreign Commerce, 
U.S. House of Representatives, concluded that ap
proximately 2 million unnecessary surgical pro
cedures were performed in 1977, costing more than 
$4 billion and 10,000 lives (U.S. Congress, 1978). 

This section presents national data on the rates of 
surgery, according to age, geographic region, and in-
come level for two time periods, 1963-65 (before 
Medicare and Medicaid) and 1976-78. Data were ob
tained from the National Health Interview Survey 
(NHIS) of the National Center for Health Statistics. 
The NHIS is a continuing nationwide sample survey 
in which data are collected through personal house-
hold interviews. The usual NHIS sample is about 
116,000 persons in 40,000 interviewed households in 
a year. Rates of surgery represent the number of per-
sons with at least one surgical procedure in the year 
preceding interview per 1,000 population. Multiple 
operations on the same person are counted only 
once. 

~prepared by Steven R. Machlin and Joel C. Kleinman, Ph. D., 
National Center for Health Statistics. 

To control for the general rise in income levels 
between the two time periods, respondents were di
vided into two groups: poor and nonpoor. Poor was 
defined as those with family income below $3,000 
for 1963-65 (20.3 percent of the population) and 
below $7,000 for 1976-78 (22.4 percent of the popu
lation). Respondents with income not stated (5.2 
percent for 1963-65 and 9.3 percent for 1976-78) 
were omitted from poor and nonpoor comparisons. 
Note that this method of classifying the population 
differs from the official poverty designation. The offi
cial definition used different income cutoffs depend
ing upon family size and composition, sex and age of 
the family head, and farm or nonfarm residence. 
According to the official definition, 11 percent of the 
1978 population had incomes below the poverty 
level, whereas in this report, 20 percent of the 1978 
population are classified as poor. Another important 
difference between the two methods is the variation 
in poverty rate by age. For example, in 1978, 14 per-
cent of people 65 years of age and over had incomes 
below the official poverty level, while in this report, 
about half the elderly population are classified as 
poor. 

The discussion is limited to overall rates of sur
gery. Except for children under 15 years of age, 
specific procedures were not analyzed because of the 
small number of cases. 

Results 
There were substantial variations among age 

groups in surgery rates and changes in these rates 
during the 15-year period studied (table A). Between 
1963-65 and 1976-78, the rate of surgery increased 
by 63 percent for the elderly, but it decreased by 8 
percent for children under 15 years of age. Much of 
this decrease in surgery among children resulted 
from a 50-percent reduction in tonsillectomies, 
which accounted for about 40 percent of all surgical 
procedures among children in 1965. Each age group 
will be considered separately in examining regional 
and income differentials over time. 
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Table A. Persons with at least one operation per 1,000 
population and percernt change, according to age: 
United States, 1963-65 and 1976-78 

Percent
Age 1963-65 1976-78 

changz 

Number per 1,000 population 

All ages, ............. 48,9 59.5 21.7 

Under 15 years ........ 31.8 29.3 -7.9 
15-44 years .............. 51.2 57.0 11.3 
45-64 years .............. 64.5 77.6 20.3 
65 years and over 64.1 104.7 63.3 

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

Children Under 15 Years of Age 

In the early 1960’s, the rate of surgery for chil
dren under 15 years of age in the South was substan
tially below that of any other geographic region 
(table B). This was especially apparent for poor chil
dren in the South, whose rate of surgery (12.4 per 
1,000 population under 15 years of age) was less 
than half that of poor children in any other region. 
Rates for nonpoor children in the South were only 
slightly lower than for those in the other regions. 

@ Consequently, the differential between poor and 
nonpoor rates for 1963-65 was greatest in the South 
(a ratio of .40) while the differentials for the other 
regions were less pronounced (ratios ranging from 
.83 to .85). 

Table B. Persons with at least one operation per 1,000 
population under 15 years of age, according to income 
level and geographic region: United States, 1963-65 
and 1976-78 

Geographic region 

Year and 
income level 

United North- North 
South West 

States east Central 

1963-65 Number per 1,000 population 

Ail incomesl ....... 31.8 35.8 3)4.4 26.1 32.3 

Poor ......................... 20.1 30.8 29.4 12.4 28.1 
Nonpoor .................. 34.3 37.2 385.4 31.3 33.0 

1976-78 

All incomesl ....... 29.3 27.0 3’0.5 31.3 26.6 

Poor ......................... 26.6 22.8 29.5 27.5 25.1 
Nonpoor .................. 31.0 28.6 32.2 33.7 27.6 

tln~ludesincome not stated. 

NOTE: For 1963-65, poor was defined as family income below $3,000 
and nonpoor as family income of $3,000 or more; for 1976-78, poor 
was defined as family income below $7,000 and nonpoor as family 
income of $7,000 or more. 

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

Surgery rates for poor Southern children have in-
creased markedly during the past 15 years. Between 
1963-65 and 1976-78, rates more than doubled for 
this group while remaining fairly stable for nonpoor 
children. Therefore, by 1978, the ratio between poor 
and nonpoor surgery rates for children in this region 
was .82; a ratio comparable to those observed in the 
other regions. 

For 1976-78, no significant variation existed 
among regions in their ratios of poor to nonpoor 
rates. However, the North Central and South Re
gions had higher rates than the Northeast and West 
Regions for both the poor and nonpoor. 

Tonsillectomy is the most frequently performed 
operation for children under 15 years of age. It is 
also a controversial procedure in that it is often used 
as an example of unnecessary surgery. Between 
1963-65 and 1976-78, the tonsillectomy rate was 
halved from 14.6 to 7.1 persons per 1,000 population 
(table C). This reduction accounts for the overall de-
cline in surgery among children (a 29-percent in-
crease occurred in the rate of operations other than 
tonsillectomy). However, the tonsillectomy rate in-
creased by 15 percent among poor children, while it 
declined by 52 percent among the nonpoor. The net 
effect of all these shifts in rates was that for 1976-78 
tonsillectomy accounted for roughly 25 percent of all 
operations among both poor and nonpoor children. 
This figure is similar to that observed for the poor 
for 1963-65, but half that observed for the nonpoor 

Table C. Persons with tonsillectomy as only operation per 
1,000 population under 15 years of age, according to 
income level and geographic region: United States, 
1963-65 and 1976-78 

Geographic region 

Year and 
income level United North- North 

South West 
States east Central 

1963-65 Number per 1,000 population 

All incomes . ...... 14.6 17.2 15.8 11.0 15.9 

Poor ......................... 5.9 F’) (2) (2) (2) 
Nonpoor .................. 16.4 (2) (2) (2) (2) 

1976-78 

All incomesi ....... 7.1 7.5 8.1 7.6 4.6 

Poor ......................... 6.8 (2) (2) (2) (2) 
Nonpoor .................. 7.8 (2) (2) (2) (2) 

1Includes income not statect. 
psamPleSizetoo smallto provide reliable estimates. 

NOTE: For 1963-65, poor was defined as family income below $3,000 
and non poor as family income of $3,000 or more; for 1976-78, poor 
was defined as family income below $7,000 and nonpoor as family 
income of $7,000 or more. 

SOURCE: Division of Health Interview Statistics, National Center for 
Health Statistics: Data from the National Health Interview Survey. 
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for 1963-65. If tonsillectomies were excluded, both 
the poor and nonpoor would show substantial in-
creases in surgery rates during the 15-year period (39 
percent and30 percent, respectively). 

The West showed the most rapid decline in tonsil
lectomy rates (71 percent) while the South showed 
the smallest (31 percent). Thus, although the South 
initially had the lowest rate, for 1976-78 its rate was 
comparable to that of the Northeast and North Cen
tral Regions. The West had a significantly lower 
tonsillectomy rate than any of the other regions. If 
tonsillectomies were omitted, the Northeast would 
have the lowest surgical rate for 1976-78. 

Adults 15-44 Years of Age 

For 1963-65, the poor in the South had 20 percent 
less surgery than the nonpoor (table D), while the 
poor and nonpoor in the North Central and West 
Regions had similar rates. Only in the Northeast was 
the rate of surgery higher for the poor. For 1976-781 
the situation had changed and the poor experienced 
substantially more surgery than the nonpoor in every 
region. 

Among the nonpoor, those in the Northeast and 
North Central Regions had lower rates of surgery 
than those in the South and West Regions for 1963-
65. However, the West experienced the smallest in-
crease among the poor with a decrease among the 
nonpoor, resulting in the lowest rates of surgery for 
1976-78. The North Central Region, on the other 

Table D. Persons with at least one operation per 1,000 
population 15-44 years of age, according to income 
level and geographic region: United States, 1963-65 
and 1976-78 

Geographic region 

Year and 
income level 

United North- North 
States 

South 
east Central 

West 

1963-65 Number per 1,000 population 

All incomesl ....... 51.2 47.8 46.4 53.9 56.0 

Poor ......................... 47.5 54.5 44.4 44.5 56.6 
Nonpoor .................. 52.4 47.9 49.2 57.8 56.3 

1976-78 

All incomesl ....... 57.0 55.7 59.4 61.4 47.7 

Poor ... ...... ...... ..... ..... 66.4 66.9 72.4 65.4 60.1 
Nonpoor .............. .. .. 55.9 53.3 57.9 61.8 46.1 

1]n~ludes income not stated. 

NOTE: For 1963-65, poor was defined as family income below $3,000 
and nonpoor as family income of $3,000 or more; for 1976-78, poor 
was defined as family income below $7,000 and nonpoor as family 
income of $7,000 or more. 

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

hand, showed relatively large increases so that it had 
among the highest rates for 1976-78. 

Adults 45-64 Years of Age 

Between 1963-65 and 1976-78, surgery rates in-
creased for both the poor and nonpoor in all regions, 
but at faster rates for the poor (table E). For 1963-
65, rates were between 10 and 20 percent lower in 
the North Central and West Regions for the poor 
than for the nonpoor, but they were more than 40 
percent lower in the South. For 1976-78, rates for 
the poor surpassed those of the nonpoor in the 
Northeast, North Central, and West Regions, while 
the rate for the poor remained 10 percent lower than 
for the nonpoor in the South. 

For 1963-65, rates for the poor in the Northeast 
Region were higher than for those in any other re
gion, while rates for the nonpoor were slightly lower. 
Furthermore, the Northeast was the only region with 
higher rates for the poor than nonpoor in the early 
1960’s. However, for 1976-78, rates for the 
Northeast were similar to the West for both the poor 
and nonpoor. In the late 1970’s, the North Central 
Region had a high rate for the nonpoor. 

Table E. Persons with at least one operation per 1,000 
population 45-64 years of age, according to income 
level and geographic region: United States, 1963-65 
and 1976-78 

Geographic region 

Year and 
income level United North- North 

South West
States east Central 

1963-65 Number per 1,000 population 

All incomes’ ....... 64.5 64.2 65.9 61.9 67.5 

Poor . .. .......... ............ 52.9 73.1 57.5 41.9 60.2 

Nonpoor .......... ........ 68.8 64.5 69.0 72.9 70.0 

1976-78 

All incomes’ ....... 77.6 72.0 82.8 79.0 75.2 

Poor ......................... 86.1 86.3 101.2 77.5 86.1 
Nonpoor .................. 78.6 71.4 80.8 85.3 74.8 

1includes income not stated. 

NOTE: For 1963-65, poor was defined as family income below $3,000 
and nonpoor as family income of $3,000 or more; for 1976-78, poor 
was defined as family income below $7,000 and nonpoor as family 
income of $7,000 or more. 

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

Adults 65 Years of Age And Over 

Since the early 1960’s, surgicaI rates have been 
rising fastest for the elderly, especially the elderly 
poor. This increase is evident even after adjusting for 
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the sharp rise in the age composition within the pop- ratios of poor to nonpoor rates in the South were 
ulation 65 years of age and over. For 1963-65, the more similar to those in the other regions. Except 
elderly poor received surgery about 80 percent as for children under 15 years of age, the poor generally 
often as the elderly nonpoor in all regions (table F). had greater surgical utilization than the nonpoor for 
Though rates have risen significantly for the non- 1976-78. The North Central and South Regions gen 
poor, surgery rates for the elderly poor have shown erally had among the highest rates of surgery. The 
even larger increases during the past 15 years. In Northeast and West tended to have lower surgical 
fact, for 1976-78, the surgical rate for the poor in the rates. However, rates for the elderly in the West 
Northeast was 26 percent higher than for the non- were the highest of all regions. 
poor., l[n the other regions, the poor had similar or These differentials raise a great many questions 
just slightly lower rates than the nonpoor for 1976- that cannot be addressed directly. with the limited 
78. data currently available. For example, it is difficult to 

The Southern elderly of both income groups assess the extent to which differentials in utilization 
tended to have slightly lower surgical rates (approxi- are the result of differentials in access to care, indivi
mately 10 percent) than elderly people in the other dual physician practice patterns, or the incidence of 
regions for 1963-65. For 1976-78, the Southern poor conditions requiring surgery (i.e., “need”). It seems 
still had a lower rate (94.3) than the poor in other unlikely that substantial regional differences exist in 
regions. However, the rate for the nonpoor in that the need for surgery. Differentials in access to medi
region (108.2) surpassed that of tlhe nonpoor in the cal care, however, may be reflected in these data. 
Northeast (88.2) and was similar to that of the non- For example, black children and the elderly have 
poor in the North Central Region (1 10.2). lower rates of surgery than their white counterparts, 

even after adjusting for income. This differential is 
Tabl~. Persons with at least one operation per 1,000 accentuated in the South.pop~lation 65 years of age and over, according to 

incdnue level and geographic region: United States, Furthermore, the increase in surgery, especially 
1963-65 and 1976-78 among the elderly, may partly result from technolog

ical advances that make surgery safer and more ef-
Geographic region fective. Thus, the potential benefits of certain pro

ar and cedures may now outweigh their risks, whereas the 
inc% 

* 
me level 

United North- North 
reverse was the case only 10 or 15 years ago. 

States east Central 
South West Finally, the existence of variations in surgery does 

not imply the existence of unnecessary surgery. As 
Bunker (1970) stated in a report comparing surgery 

1963-65 Number per 1,000 population in the United States with England and Wales, “indi-

All incomes’ ....... 64.1 67.0 64.8 58.2 69.0 cations for surgery are not sufficiently precise to 
allow determination of whether American surgeons 

Poor ......................... 57.9 59.8 59.5 54.7 59.1 operate too often or British too infrequently. ” This 
Nonpoor .................. 72.1 74.9 73.5 67.3 71.4 point of view is also illustrated by the evidence 

1,S76-78 
presented by LoGerfo et al. (1979). They suggested 
that the lower rate of surgery in a plan where physi-

All incomes’ ....... 104.7 96.0 109.2 101.4 116.3 cians were salaried compared with a fee-for-service 
system resulted from underprovision of appropriate 

Poor ......................... 105.1 111.0 114.3 94.3 105.8 surgical care in the salaried plan as well as unneces- 
Nonpoor .................. 105.3 88.2 110.2 108.2 118.1 

sary surgery under fee-for-service. 
1Includes income not stated. Classification of operations on a necessity or ur- 

NOTE: For 1963-65, poor was clefined as family income below $3,000 gency scale can also be used to compare surgical util 
and nonpoor as family income of $3,000 or more; for 1976-78, poor ization among population subgroups. Using 1970 
was defined as family income below $7,000 and nonpoor as family NHIS data, Bombardier et al. (1977) found that low 
income of $7,000 or more. 

income individuals had rates similar to the rest of
SOURCE: Division of Health Interview Statistics, National Center for 
Health Statistics: Oata from the National Health Interview Survey. the population for highly necessary procedures but 

lower rates for the less necessary procedures. This 
Discussion result was not obtained for the tonsillectomy data 

presented in table C. For 1976-78, tonsillectomies 
In nearly every age group and every region, surgi- were performed only slightly less frequently among 

cal utilization increased more rapidly for the poor poor children and represented the same proportion of 
Than -the nonpoor between 1963-65 and 1976-78. all operations. 

Compared to the other regions, the South had much Further analysis of geographic variations in sur
greater differentials in surgery between the poor and gery is likely to be most revealing when data for rela
nonpoor for 1963-65. For 1976-78, however, the tively small areas are used (Roos, Roos, and 
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Henteleff, 1977; Wemnberg and Gittelsohn, 1975). 
Unfortunately, such data are not available for all 
parts of the Nation, except for persons covered 
under Medicare. The data presented here, however, 
clearly show that surgical utilization has increased 
since 1963-65 for the poor and the elderly. It is likely 
that this increase is because of the Medicaid and 
Medicare programs. Substantial variations in the 
rates of surgery also exist by geographic region and 
age. 
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International Utilization of Hospital Servicesa 

Introduction 
Hospital utilization rates in the United States are 

often compared with those in other developed coun
tries, both to evaluate the performance of the U.S. 
hospital system and to explore the effects of alterna
tive approaches to the organization and financing of 
health care delivery. In making these comparisons, 
the number of discharges per 1,000 population is 
generally found to be higher in the United States, 
while the mean length of stay is generally lower than 
in other countries. An accurate interpretation of 
these findings is difficult, however, because of the 
different definitions and procedures used by the vari
ous countries in collecting and analyzing hospital 
data. 

For one thing, dissimilar types of facilities are re-
ported on in the different countries. Also, the way 
discharges and bed days are counted varies. As a 
result, differences that appear in utilization statistics 
may be misleading. Recently, studies of this problem 
have been undertaken (Andersen, Anderson, and 
Kozak, 1979; Kozak, Andersen, and Anderson, 
1980; National Center for Health Statistics, 1980 b). 
These studies examine data systems that report on 
short-term hospitalizations in 10 countries: the 
United States (where the National Hospital 
Discharge Survey is used), Australia, Canada, Den-
mark, England and Wales, Federal Republic of Ger
many, Finland, France, Scotland, and Sweden. Ad
justments are made in the data from each country to 
allow for the methodological differences in the sta
tistical systems. Although the resulting adjusted utili
zation rates are not completely comparable, they do 
allow for a more valid analysis of international differ
ences in utilization than might otherwise be possible. 

Utilization Patterns 

The adjusted statistics show that all of the 10 
countries had 5 or 6 short-term hospital beds per 

aPrepared by LoFd Jean Kozak. National Center for Health 
Statistics. 

1,000 population, except the Federal Republic of 
Germany, which had 8 beds (table A). Greater 
differences existed in discharge rates from country to 
country, with a high of 182 per 1,000 persons per 
year in Australia and a low of 97 per 1,000 in Eng
land and Wales. In 5 of the 10 countries, mean stays 
were between 9.5 and 10.6 days inclusive, but the 
full range went from 7.6 days in Australia to 16.4 
days in the Federal Republic of Germany. Bed-day 
rates, which are the products of discharge rates and 
mean stays, fluctuated the most—from 978 bed days 
per 1,000 persons in England and Wales to 2,317 per 
1,000 in the Federal Republic of Germany. The per-
cent occupancy of short-term hospital beds ranged 
from 59 percent in Australia to 83 percent in the 
Federal Republic of Germany; however, six coun
tries were within 3 percentage points of the median 
for all IO countries, which was 74 percent. 

Several different patterns of hospital utilization are 

evident in the 10 countries. The United States, Aus
tralia, and Canada had the highest discharge rates 
and the shortest mean stays. Discharge rates for 
Scotland and England and Wales were among the 
lowest, but their mean stays were average. The 
Federal Republic of Germany and France reported 
the highest mean stays, with average or low 
discharge rates, The mean stays in Finland, Sweden, 
and Denmark were average, and the discharge rates 
were average or somewhat above average. 

To further illustrate the difference in hospital use 
from country to country, statistics on patients whose 
primary discharge diagnosis was either heart disease 
or cancer and on different age and sex groups are 
presented. However, unlike the total utilization rates 
for each country, these statistics have not been ad
justed for methodological differences. In all cases, 
patients treated in long-term units of short-term hos
pitals are incorporated in the statistics. For certain 
countries, patients discharged from long-term hospi
tals are also included. In addition, data are available 
only for parts of some countries. 
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Table A. Adjusted short-term hospital utilization, according to selected measurements: Selected developed countries, 
selected years 1973-77 

Utilization measurement 

Country and year Mean 
Bed 

BedBeds’ Discharges 
da ysz 

stay in 
occupancy 

rate in 

United States (1976) ......... ..... 
Australia (1976 -77) .................. 
Canada (1975) .......................... 
Denmark (1 977) ....................... 
England and Wales (1 975) 
Federal Republic 

of Germany (1976) ............... 
Finland (1976-77) .................... 
France (1976) ........................... 
Scotland (1976-78) .................. 
Sweden (1 973-76) ................... 

daysz percentl 

Number per 1,000 population 

5 168 1,287 7.7 74 
6 182 1,376 7.6 59 
5 163 1,357 8.3 74 
6 159 1,622 10.2 77 
5 97 978 10.1 72 

8 141 2,317 16.4 83 
6 154 1,472 9.5 81 
6 119 1,568 13.2 76 
5 123 1,217 9.9 67 
5 145 1,541 10.6 74 

Icomputed from aggregated data in anIWd hosPital rePorts. 
Zcomputed from discharge reporting system data, which is from individual abatracts of information on each dischar9e. 

NOTE: Statistics exclude hospitals and units for which the mean length of stay was 30 days or more, and/or hospitals and units defined by the 
countries aa long-term. 

SOURCES: (Kozak, Andersen, and Anderson, 1980; National Center for Health Statistics, 1978; Health Insurance Commission, Australia, 1978; 
Hospital Section of Health Division, Statistics Canada, 1978a; National Health Service, Denmark, 1978b; Department of Health and Social Secur 
ity, 1977; Welsh Office, 1978; Federal Office of Statistics, Federal Republic of Germany, 1979; National Board of Health, Finland, 1978; Ministry 
of Health and Social Securitv. France. 1977: Information Services Division of the Common Services Aaencv.. Scottish Health Service. 1979: 
National Board of Health and Welfare, Sweden: 1978). 

Heart Disease and Cancer 

Finland and the United States had the highest 
discharge rates for heart disease among the nine 
countries for which discharge rates were available 
(table B). England and Wales, Scotland, and the 
Federal Republic of Germany hadl the lowest rates. 
The mean stay for heart disease patients in the 
United States was more than 2 days shorter than the 
next shortest mean stay, and the mean stays in Aus
tralia and Finland were also several days less than 
those in the other countries. The longest mean stays 
were reported in Sweden, Scotland, and England and 
Wales, but the statistics from each of these countries 
included patients discharged from long-term hospi
tals. 

Sweden, Denmark, and Finland had the highest 
discharge rates for cancer; Canada, England and 
Wales, and Australia had the lowest. The U.S. rate 
was about average for the nine countries. The mean 
stays for cancer patients in the United States and 
Australia were more than 3 days :~horter than those 
in the other countries. Canada and Sweden had the 
longest mean stays for cancer, but again, long-term 
hospital patients were included in the statistics from 
both these countries. 

Age and Sex 

The discharge rates for females were higher than 
the discharge rates for males in the nine countries 
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compared, but much of the difference can be ac
counted for by hospitalizations for pregnancy, child-
birth, and related conditions (table C). If such hospi
talizations were excluded, the discharge rates for 
males and females would be almost identical in four 
countries; in three other countries, the differences in 
the rates would be small. In Australia and the United 
States, however, female rates would remain consider-
ably higher than male rates even if maternity care 
was excluded. 

The mean stays for males and females were simi
lar in most of the countries. Male stays were some-
what longer than female stays in five countries, and 
female stays were longer in four. In England and 
Wales and Scotland, female stays were several days 
longer than male stays; if maternity patients were ex
cluded, the difference would be even greater. If ma
ternity patients were excluded in the other countries, 
the result would be a higher mean stay for females 
than for males, except in the United States where no 
sex difference would exist. The differences in the 
length of stays by sex would remain small in the 
other countries. 

Discharge rates and the mean length of stays in-
creased with age in all of the countries (table D). 
Discharge rates for children 14 years of age and 
under were comparatively high in Australia and Den-
mark, but the rate for Denmark included healthy 
newborns, who were excluded from the other coun
tries’ rates. The lowest discharge rates for children 
were reported in Scotland, England and Wales, and 
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Table B. Discharge rates and mean 
disease: 

Country and year 

United States (1 977) ............ 
Australial (1976) ................... 
Canada (1975) ....................... 
Denmark (1974-75) ............... 
England and Wales (1975).. 
Federal Republic 

of Germanyz (1976) .......... 
Finland (1977) ........................ 
France3 (1 976) ....................... 
Scotland (1976) ..................... 
Sweden4 (1 973) .. ............... .... 

length of stays for patients with the primary discharge diagnosis of cancer or heart 
Selected developed countries, selected years 1973-77 

Heart disease Cancer 

Discharges Mean Discharges Mean 
per 1,000 stay per 7,000 stay 
population in days population in days 

14.6 9.7 8.1 12.2 
8.4 12.1 6.8 12.6 

10.0 17.9 6.3 20.5 
8.7 ——- 9.8 ——-

5.5 22.5 6.7 17.2 

7.5 17.9 7.0 17.7 
14.6 13.4 9.2 15.8 
—-- 17.4 19.3 

7.6 24.0 8.6 16.9 
11.5 27.9 11.5 20.4 

lsta~~tic~ are from only three states, Queensland, Western Australia, and Tasmania. Together these States have a hi9her discharge rate and a 

lower mean length of stay than does Australia as a whole. 
2~~a~stica are e5~mated u5in~ data from the discharge rePO~ng sYatem in one State, Sch[eswig-Ho]stein. This State haa a lower discharge rate 

and a lower mean stay than does the country as a whole. 
3Sta~s~c5 are from public hospitals only and these hospitals have longer mean stays than do Private hospitala. 
4Stat/stic5 are from the uppsala re9ion and sk~ne areas onlY. Together these areas have a lower mean length of stay than does Sweden aa a 

whole, but their discharge rate is representative of the country as a whole. 

NOTES: Primary diagnosis categories are from the Manua/ of hrternafiona/ Statistic/ Classification of Diseases, krjuries, and Causes of Death, 
based on the Recommendations of the Eighth Revision Conference, 1965. Cancer refers to ICD8 140-209; heart disease to ICD8 390-420. Esti 
mates were made from partial data to obtain the statistics on heart disease in Queensland, Australia, and statistics on cancer in Finland. Long- 
term hospital patients are included in the statistics from Canada, England and Wales, Scotland, and Sweden. 

SOURCES: (National Center for Health Statistics, 1979; Queensland Office, Australian Bureau of Statistics, 1978; Tasmania Office, Australian 
Bureau of Statistics, 1978; Western Australian Office, Australian Bureau of Statistics, 1977; Hospital Morbidity Section of Health Division, Statis 
tics Canada, 1978b; National Health Service, Denmark, 1978a; Department of Health and Social Security, Office of Population Censuses and Sur 
veys, and Welsh Office, 1978; State Statistical Office of Schleswig-Holstein, Federal Republic of Germany, 1978; National Board of Health, Fin- 
land, unpublished data; Gascon and Le Roux, unpublished document; Information Services Division of Common Services Agency, Scottish Health 
Service, 1976a; National Board of Health and Welfare, Sweden, 1976b). 

the United States. The United States rate was partic
ularly noteworthy in light of the high total discharge 
rate in the United States. Mean length of stays for 
children were shortest in the United States and Aus
tralia and longest in the Federal Republic of Ger
many. 

Hospital use by people 15-64 years of age was 
similar to the total hospital use in each country. The 
United States and Australia had the highest discharge 
rates and shortest mean length of stays. England and 
Wales had the lowest discharge rate and the Federal 
Republic of Germany had the longest mean length of 
stay. 

For people 65 years of age and over, Finland and 
the United States had the highest discharge rates, 
while England and Wales and the Federal Republic 
of Germany had the lowest. The mean length of stay 
for the elderly was more than five days shorter in the 
United States than in any of the other countries. 
Also of interest was the comparatively moderate 
length of stay for the elderly in the Federal Republic 
of Germany, since it had the longest mean stays for 
other age groups. The longest mean stays for the 
elderly were reported by Scotland, England and 
Wales, and Canada, but the inclusion of long-term 
hospital patients probably affected these statistics. 

The preceding data show substantial differences in 
hospital use among the countries. While no defini
tive evidence about the reasons for these differences 
is available, some possible sources of the differences 
are examined in the following discussion. 

Health Services Systems 

Hospital Administration 

Variations in hospital utilization rates may be re
lated to differences in the health services systems in 
the 10 countries. One of the differences is in the type 
of administration of hospitals. In Denmark, England 
and Wales, Finland, Scotland, and Sweden, almost 
all hospitals are public; they are owned and admin
istered by units of government. In the United States, 
Australia, Canada, France, and the Federal Republic 
of Germany, substantial numbers of hospitals are 
private. They are usually owned and operated by 
nonprofit organizations, but a few profitmaking hos
pitals also provide care. 

Even in countries with the same types of hospital 
administration, however, utilization rates were not all 
alike. The countries with many private hospitals had 
among the highest and lowest utilization rates. The 
countries with almost all public hospitals had similar 
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Table C. Discharge rates and mean length of stays, according to sex: Selected developed countries, 
selected years 1973-77 

Discharges per 1,000 Mean length of 
population stay in days 

Country and year Females Females, 

Males Females 
excluding 
maternity 

Males Females 
excluding 
maternity 

carel carel 

United States (1977 ) ................................ 140 196 157 7.8 7.0 
Australia (1 976-77) .................................. 149 218 174 8.0 8.4 ::: 
Canada (1975) .......................................... 135 189 144 11.7 10.7 12.4 
Denmark (1974-75) .................................. 141 185 144 —-— -—— ——- 

England and Wales (1975) ..................... 83 116 82 12.9 14.4 17.6 
Federal Republic of Germany (1977) . 137 163 148 16.0 15.7 16.4 
Finland (1 977) ........................................... 133 183 143 11.3 11.2 12.6 
France2 (1976) .......................................... —.— ——- 13.8 14.1 —-- 

Scotland (1976) ........................................ 110 144 109 13.9 16.9 19.7 
Sweden3 (1973) ........................................ 135 166 131 10.9 10.4 11.5 

1E~~l~ded are females hcq~italjzed for normal deliveries and those with diseases of pre9nancY. childbirth, or PuerPerium as their PrimarY 

discharge diagnosis: categories 630-678 in the Manua/ of /nternatiorra/ Statistic/ Classification of Diseases, Injuries, and Causes of Death, 
based on the Recommendations of the Eighth Revision Conference, 19e5. Estimates were made from partial data for Australia and the Federal 
Republic of Germany. 
Zstatiatics are from public hospitals only and these hospitals average longer mean StaYs than do Private hosPitals. 
3Stat[~~ics are from the Uppsala region and Sk~ne area only. Together these areas have a lower mean len9th of .StaY than does Sweden a$ a 

whole but their discharge rate is representative of the country as a whole. 

NOTE: Long-term hospital patients are included in the statistics from Canada, England and Wales, and Scotland. 

SOURCES: (National Center for Health Statistics, 1979; Health Insurance Commission, Australia, 197a; Queensland Office, Australian Bureau of 
Statistics, 1978; Tasmania Office, Australian Bureau of Statistic, 1978; Western Australian Office, Australian Bureau of Statistics, 1977; Hoepital 
Morbidity Section of Health Division, Statistics Canada, 1978b; National Health Service, Denmark, 1978a; Department of Health and Sociai Secu 
rity, Office of Population Censuses and Surveys and Welsh Office, 1978; Federal Office of Statistics, Federal Republic of Germany, 1979; State 
Statistical Office of Schleswig-Holstein, Federal Republic of Germany, 1978; National Board of Health, Finland, unpublished data; Gaacon and Le 
Roux, unpublished document; Information Services Division of Common Services Agency, Scottish Health Service, 1978a; National Board of 
Health and Welfare, Sweden, 1976a and 1977). 

Table D. Discharge rates and mean length of stays, according to age: Selected developed countries, 
selected years 1973-77 

Discharges per 7,000 Mean length of 
population stay in days 

Country and year 
14 years 65 years 

and 15-64 and 
14 years 

and 
15-64 

65 years 
and 

under years over under 
years over 

United States (1977) ................................. 73 172 374 4.2 6.5 11.1 
Australia (1976-77) .................................... 126 189 309 4.6 6.7 19.4 
Canada (1975) ............................................ 104 162 339 
Denmark (1 973-74) .................................... ’130 2159 s280 

6.0 
_—— 

8.7 
——— 

24.9 
——-

England and Wales (1975) ....................... 73 95 164 6.6 9.3 30.7 
Federal Republic of Germany4 (1 976) .... 90 115 189 10.4 12.8 19.7 
Finland (1 977) ............................................. 85 147 379 7.6 8.2 19.8 
Scotland (1976) .......................................... 77 125 229 7.5 10.2 34.5 
Sweden5 (1973) .......................................... 111 134 272 6.4 9.0 16.5 

Istatiatics include healthy newborns who are excluded from the other COUntrieS’ Statistics. 
Zstatiatica are for patients 15-69 years of age. 
3Stat[stjcs are for patients 70 years of age and over. 
4Sta~stics are estimated using data from the discharge reporting system in one State, Schleawi9-Holstein. This State has a lower discharge rate 
and lower mean stay than does the country as a whole. 
5Stafistics are from the Uppsilla re9[on and Sk:ne areas only, Together these areas have a lower mean length of stay than does Sweden aa a 

whole, but their discharge rate is representative of the country as a whole, 

NOTE: Long-term hospital patients are included in the statistics for Canada, England and Wales, and Scotland. 

SOURCES: (National Center for Health Statistics, 1979; Health insurance Commiaaion, Australia, 1978; Hospital Morbidity Section of Health Divi 
sion, Statistics Canada, 1978b; National Health Service, Denmark, 1978a; Department of Health and Social Security, Office of Population Cen 
suses and Surveys, and Welsh Office, 1978; State Statistical Office of Schleswig-Holstein, Federal Republic of Germany, 1978; National Board Of 
Health, Finland, unpublished data; Information Services Division of Common Services Agency, Scottish Health Service, 1978a; National Board Of 
Health and Welfare, Sweden, ‘1976a). 
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mean stays, but they showed considerable variations 
in discharge rates. In Denmark, Finland, and 
Sweden, hospitals are owned and operated by local 
units of government, while in Scotland and England 
and Wales, hospitals are part of a centrally organized 
health service. Scotland and England and Wales had 
much lower discharge rates than other countries with 
public systems. 

In the five countries that have many private hos
pitals, hospital insurance pays for much of the costs 
of hospitalization. Canada, France, and the Federal 
Republic of Germany all have national insurance sys
tems. In Australia and the United States, private in
surance covers the hospitalizations of a large part of 
the population. However, the United States and 
Australia showed utilization patterns similar to Cana
d% all three countries had high discharge rates 
coupled with short mean stays. 

Physicians 

Physician practices are an important determinant 
of hospital utilization patterns, but no consistent re
lationship is ?pparent between the number of physi
cians per capita and hospital utilization rates in the 
10 countries. The Federal Republic of Germany and 
Denmark had the largest number of physicians per 
population. The physician-to-population ratios in the 
United States, Sweden, and Canada. were also com
paratively high (table E). These countries had 
discharge rates ranging from high to intermediate, 
and mean lengths of stay that varied from the long
est to the shortest. The countries with low physician 
ratios, England and Wales, Australia, and France, 
also had quite different utilization rates. 

The proportion of the physicians in a country who 
are specialists may be related to hospital utilization 
rates, although available data do not show a con
sistent relationship. The complex medical equipment 
and facilities that are located in hospitals are probably 
more likely to be used by specialists than by general 
practitioners. Therefore specialists may admit pa
tients at a higher rate. If the complex technologies 
allow faster treatment of illnesses, specialists may 
also keep patients hospitalized for shorter periods of 

I time. Unfortunately, the data available to examine 
these hypotheses are not ideal because countries de-
fine general practitioners and specialists in various 
ways. 

I Another aspect of physicians’ practices that may 
have an effect on hospital utilization rates is the de
gree of separation between physicians providing hos
pital treatment and those providing ambulatory care 
to patients. In the United States, Australia, and 
Canada, the general pattern is for the same physician 
to treat a patient before, during, and after a hospital 
stay. In the ‘other seven countries, the physician who 
treats the patient in the hospital is usually a staff 

Table E. Physicians per 10,000 population and percent of 
active physicians who are specialists: Selected 
developed countries, selected years 1972-78 

Physicians 

Country Number Percent 
Year per 10,000 Year who are 

population specialists 

United States .............. 1977 17.9 1977 85 
Australia ...................... 1972 13.9 1976 48 
Canada ......................... 1976 17.3 1978 50 
Denmark ...................... 1976 19.5 1975 61 
England and Wales .... 1974 13.1 1976 54 
Federal Republic 

of Germany .............. 1977 19.9 1977 47 
Finland ......................... 1977 16.1 1976 50 
France .......................... 1976 15.3 1976 38 
Scotland ....................... 1975 16.7 1977 57 
Sweden ........................ 1976 17.8 1976 88 

NOTE: Definitions of specialist vary from country to country. 

SOURCES: (National Center for Health Statistics, 1980a; World 
Health Organization, 1979; Commonwealth Department of Health, 
Australia, 19777 Department of National Health and Welfare, Canada, 
197S; Koch, Toftemark, and Andersen-Rosendal, 1976: Department 
of Health and Social Security, 1977; Welsh Office, 1978; Federal 
Office of Statistics, Federal Republic of Germany, unpublished data; 
National Board of Health, Finland, 1978; Ministry of Health and 
Social Security, France, 197S; Information Services Division of Com
mon Services Agency, Scottish Health Service, 1978b; National 
Board of Health and Welfare, Sweden, 1979). 

doctor who is not responsible for treatment before or 
after the hospitalization. It may be that physicians 
who can follow patients in the hospital are more 
likely to admit them, and since the physicians can 
continue to supervise the patients afterwards, they 
may be less likely to keep patients in the hospital for 
extended periods. The similarity of hospital utiliza
tion patterns in the United States, Australia, and Ca
nada, especially the short mean length of stays, 
would support this view. 

Long-Term Care 

The utilization rates of short-term patients are 
probably affected by the availability of alternative fa
cilities or programs for the treatment of long-term 
patients. If long-term care is not readily available, 
long-term patients would be expected to use hospital 
facilities established for short-term care; this would 
increase the mean length of stays for such facilities. 
Appropriate cross-national data to investigate this as
sumption are difficult to obtain, however. Long-term 
care is provided within hospital systems in special 
hospitals and units, in separate systems of medical 
institutions like nursing homes, and in residential in
stitutions under the authority of social services agen
cies. Home nursing services and other home support 
services in some countries also allow patients with 
chronic medical conditions to remain in their homes 
rather than in institutions. Comparable data are not 
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available concerning each of these types of care, and 
the relationships between the types of care are not 
completely understood. For instance, home nursing 
care may substitute for nursing home care, but it 
may be provided to patients with medical conditions 
different from those who are in nursing homes. 

All 10 countries studied here have some long-
term hospitals and un~its. In four of the countries– 
England and Wales, Scotland, Finland, and 
Sweden– more than 50 percent of the beds and bed 
days in the hospital system are accounted for by 
long-term hospitals and units. England and Wales, 
Scotland, and Finland do not have separate nursing 
home systems that provide significant amounts of 
long-term care, but all four countries have relatively 
well-developed progra]ms for borne nursing and the 
delivery of other home support services. The mean 
length of stays for short-term hospital patients in 
these four countries were about average. The coun
tries with long mean stays– France and the Federal 
Republic of Germany have facilities equivalent to 
nursing homes for treatment of long-term patients. 
They also have residential institutions in which care 
is given for some chronically ill persons, but neither 
has developed widespread programs for home nurs
ing and home support services. However, the same 
conditions exist in the countries that had the shortest 
mean length of stays— the United States, Canada, 
and Australia— so the relationship between long-term 
care and short-term hospital use requires 
further study. 

Conclusion 

The utilization rates of short-term hospital pa
tients differ considerably whether total rates or rates 
for specific categories of patients are compared. No 
definitive conclusions about the reasons for the 
differences can be drawn. Nevertheless, certain tind
ings are suggestive and deserve further study. One 
such finding is the apparent reliitionship between 
centralized public hospital services and low discharge 
and bed-day rates. Short mean length of stays and 
high discharge rates seem to characterize the coun
tries in which physicians follow patients when they 
are hospitalized as well as before and after the hospi
talization. Work is currently underway to investigate 
these relationships. 

Even less is known about the results of the differ
ences in hospital utilization than is known about the 
causes. At present, it is difficult to hypothesize 
whether people suffer less or live longer if they are 
hospitalized frequently or stay in the hospital for 
longer periods. Careful comparisons of hospital utili
zation in different countries may help in understand
ing what pattern of hospital use is most effective. 
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Length of Hospital Staya 

Overview Table A. Average length of stay for all conditions, 
according to geographic region and age: United States, 

The average length of time patients remain in 1968, 1973, and 1978 

short-stay hospitals has been decreasing during the 
Average length of stay Percent 

last several years. This trend is the result of many Geographic region 
change 

factors connected with the health care system. These and age 
1968 1973 1979 1968-78 

factors include: increased utilization of outpatient 
and day-care facilities, use of home care, technologi- Number of days 

cal advances in surgical procedures and treatment United States ... 8.5 7.8 7.4 -12.9 
methodologies, monitoring by Professional Standards 
Review Organizations (PSRO’S), utilization review, Under 15 years ....... 5.0 4.5 4.4 -12.0 

better discharge planning, and limitations placed on 15-44 years ............. 6.1 5.7 5.3 -13.1 

the length of hospitalization by third-party payers. 45-64 years ............. 10.0 9.1 8.5 -15.0 

This section focuses on the trends that have been 
65 years and over.. 14.2 12.1 11.0 -22.5 

evident in recent years, and how the various factors Northeast ............. 9.9 9.0 8.8 -11.1 

disease condition–acute myocardial infarction. The 
Under 15 years ....... 
15-44 years ............. 

5.6 
6.9 

5.1 
6.3 

4.9 
5.7 

-12.5 
-17.4 

impact of utilization review, particularly as provided 45-64 years ............. 11.7 10.7 10.1 -13.7 

by PSRO’S, is also discussed. 65 years and over.. 17.2 14.3 13.7 -19.9 

North Central ....... 8.8 8.0 7.6 -13.6 

Recent Trends Under 15 years ....... 5.2 4.5 4.5 -13.5 
15-44 years ............. 6.4 6.0 5.8 -9.4 
45-64 years ............. 10.3 9.4 8.8 -14.6 

decreased from 8.5 days to 7.4 days in the 10-year 
period from 1968 to 1978–an overall decrease of South .................... 7.8 7.3 6.8 -12.8 

about 13 percent (table A). The most pronounced Under 15 years ....... 4.9 4.6 4.2 -14.3 
reduction in the average length of stay was from 15-44 years ............. 5.8 5.4 5.0 -13.8 

1968 to 1973, with an 8-percent decrease to 7.8 days. 
During the same 10-year period, the average length 

45-64 years ............. 
65 years and over.. 

9.1 
12.7 

8.5 
11.1 

7.9 
10.0 

-13.2 
-21.3 

affecting length of stay have applied to a specific 

The average length of stayi for the United States 65 years and over.. 14.6 12.4 11.0 -24.7 

of stay decreased for all age groups. These reductions West ...................... 7.1 6.4 6.1 -14.1 

ranged from 23 percent for people 65 years of age 
Under 15 years ....... 3.9 3.7 4.2 +7.7

and over to 12 percent for people under 15 years of 15-44 years ............. 5.1 4.7 4.7 -7.8 
age. 45-64 years ............. 8.6 7.3 6.7 -22.1 

Part of the decline in length of stay resulted from 65 years and over.. 11.9 10.3 8.8 -25.4 

an increase in multiple hospitalizations for the same SOURCE: Division of Health Resources Utilization Statistics, National 

individual. In 1968, 14 percent of all people with at Center for Health Statistics: Data from the National Hospital 

least one hospital episode were hospitalized two or Discharge Survey. 

more times, compared with 18 percent in 1978. The impact of this increase on length of stay can be es
timated by comparing hospital days per discharge 

‘prepared by Andrea Kopstein, National Center for Health Statis- (the traditional measure of length of stay) with hos
tics. pital days per person hospitalized (table B). The 
l’rhe data used for calculating average length Of StaY excludes reductions in days per person hospitalized were 
newborns but includes deliveries. smaller than the reductions in days per discharge in ● 

65 



.

Table B. Average length of stay and hospital days per person hospitalized and percent change, according to age: 
United States, 1968 and 1978 

Average length Hospital days per 
of stay Percent person with one Percent 

Age in days change or more episodes change 

1968-78 1968-78 
1968 1978 ?968 1978 

All ages .................... 

Under 17 years ........... 
17-44 years,., .............. 
45-64 years ................. 
65 years and over ...... 

9.2 7.9 -14.1 10.4 9.7 -6.7 

5.6 5.2 -7.1 6.4 6.4 0.0 
6.6 6.0 -9.1 7.4 6.8 -8.1 

11.8 9.2 -22.0 13.7 12.3 -10.2 
15,8 11.9 -24.7 19.3 15.6 -19.2 

NOTE: The average lengths of stay in table B differ from those in table A because the data are from different surveys. Ststiatics based on the Na
tional Health Interview Survey differ from those reported by the National Hospital Discharge Survey because of differences in population covered, 
the sources of data, and typea of hospitala included, 

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

every age group. For children under 17 years of age, 
no change occurred in, days per person hospitalized. 
For people 45-64 years of age, the reduction in days 
per person hospitalized was half that of the tradi
tional measure of length of stay. For the other two 
age groups, the reductions in days per person hospi
talized were closer to the reductions in hospital days 
per discharge. 

All four geographic regions showed a downturn in 
the average length of stays, with the Northeast Re
gion continuing to have the longest stays. The con
siderable regional variations that have existed in the 
past have been accentuated over time. For example, 
in 1968, the average stay ranged from a high of 9.9 
days for the Northeast to a low of 7.1 days for the 
West. By 1978, the average stay in the Northeast was 
8.8 days, a reduction of 11 percent, but the average 
stay in the West was 6.1 days, a decrease of 14 
percent. 

The trend of decreasing average stays was ob
served for nearly all age groups in all four geographic 
regions. The greatest disparities between the 
Northeast and the West occurred in the two oldest 
age groups. In 1968, the Northeast had an average 
stay of 17.2 days for people 65 years of age and 
over. The length of stay for this age group decreased 
to 13.7 days by 1978, a reduction of 20 percent. The 
West had an average stay of 11.9 days for people 65 
years of age and over in 1968. This decreased to 8.8 
days by 1978, a reduction of 25 percent. For people 
45 to 64 years of age, the Northeast had an average 
stay that went from 11.7 in 1968 to 10.1 in 1978, a 
decrease of 14 percent. In the same 10-year period 
for the same age group, the West had an average 
stay that went from 8.6 days to 6.7 days, a decrease 
of 22 percent. 

The trend toward shorter stays can be seen even 
more clearly by examining the lenlgth of stay distri
butions. For example, 67 percent of inpatients stayed 
in the hospital for 1 week or less in 1968, compared 
with 70 percent in 1978. This trend was especially 

marked among the elderly—40 percent had hospital 
stays of 1 week or less in 1968, compared with 49 
percent in 1978. The West had the greatest percen 
tage of short stays throughout the 10-year period and 
the Northeast had the greatest percentage of longer 
stays. This regional difference was particularly 
marked for the two older age groups 45-64 years of 
age and 65 years of age and over (figure 1). For the 
oldest age group, the West showed the most pro- , 
nounced shift toward shorter stays during this period. 

Currently, the reasons for these regional variations 
in length of stay are not completely understood. This 
problem is a complex one and many area characteris
tics are presently being studied to explain these 
differences (Deacon et al., 1977; Wennberg, 1976; 
and Kincaid, 1979), Factors that may affect regional 
variation include: 

Differences in patient populations. –Diseases or 
severity of diseases in patients upon admission may . 
vary among the regions. A patient hospitalized for 
cerebrovascular disease is expected to be hospital
ized, on the average, longer than a patient admitted 
for repair of an uncomplicated hernia. Hypotheti
cally, if one region has a larger proportion of patients 
with more serious illness when compared to other re
gions, that region’s patient mix should result in a 
longer average stay. 

D[~ferences in availability of resources. – Areas with 
a relative scarcity of hospital beds may discharge 
patients sooner if there is pressure to admit new pa
tients. Accessibility of nursing homes and the use of 
home care in an area may also impact on the levels 
of hospital utilization. 

Dl~ferences in financial incentives to providers. – 
Economic forces, as exemplified by cost review com 
missions and the extent of coverage by third party 
payers may affect levels of hospital utilization. The . 
kind of financial incentives existing in Health , 
Maintenance organizations (HMO’s), for example, 
particularly the prepaid group practice model, 
reduces both the rate of hospitalization and the aver

. 
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SOUR CE: Division of Health Resources Utilization Statistics, National Center for Health Statistics Data from the National Hospital 
Discharge Survey. 

Pigure 1. Patients with hospital length of stay less than or equal 
States, 1968 

age length of stay. The financial risks of HMO’s are 
different from those found with fee-for-service medi
cal care. An HMO receives a yearly cavitation pay
ment that puts it at risk for health care costs and 
provides a strong incentive to avoid overutilization, 
especially expensive services such as hospitalization 
(Gaus, Cooper, and Hirschman, 1976). However, 
the extent to which HMO’s contribute to regional 
variations in utilization is unclear. Currently, certain 
States have cost review commissions, many of which 
are prospectively setting rates. Prospective rate set
ting should result in more efficient utilization of a 
hospital’s facilities since the hospital’s budget is set 
before the provision of services; to remain solvent, 
the hospital must operate within the limits of its anti
cipated revenues. Therefore, areas with active cost 
review commissions should have reduced lengths of 
stay (Bauer, 1977; Feldstein and Goddeeris, 1977; 

J and Gaus and Hellinger, 1976). 
Differences in climate. – Seasonal variations must , 

be studied, particularly for the colder Northeast and 

to 7 days, according to age and geographic region: United 
and 1978 

North Central regions. Colder climates may influence 
the frequency or severity of some diseases. 

Although regional variation is not well understood 
at this time, some definitive explanations can be 
given for the downward trend in average length of 
stay in the United States. Reasons for the decreases 
may be better understood by studying changes in the 
treatment of specific disease conditions. Acute myo
cardial infarction (heart attack) is chosen for illustra
tion because of its frequency and the large economic 
benefits of reducing hospitalization for this condition. 

Acute Myocardial Infarction 

A dramatic decrease in length of stay has occurred 
for myocardial infarction in recent years. Thirty years 
ago, the hospital stay for an acute myocardial infarc
tion (AMI) was 6 weeks (Ross, 1978). Table C 
shows the considerable reductions in length of stays 
for this condition from 1971 to 1978. 
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Table C. Average length of stay for acute myocardiai 
infarction’ (live discharges only) and percent change, 
according to geographic region and age: United States, 
1971 and 1978 

Average length of stay 
Percent 

Geographic region change
and age 1971-78

1971 1978 

Number of da ys 

United States .......... 19’.2 13.8 -28.1 

15-44 years ................. 17.4 11.1 -36.2 
45-64 years ................. 18.2 13.3 -26.9 
65 years and over ...... 20.9 14.8 -29.2 

Northeast ................. 22.0 16.4 -25.5 

15-44 years ................. 19.7 12.7 -35.5 
45-64 years ................. 21.1 15.6 -26.1 
65 years and over ...... 23.5 17.9 -23.8 

North Central ........... 20.0 15.4 -23.0 

15-44 years ................. 18.5 12.1 -34.6 
45-64 years ................. 19.5 1:5.2 -22.1 
65 years and over ...... 20.8 115.9 -23.6 

South ........................ 16.7 12.4 -25.7 

15-44 years ................. 15.5 11.0 -29.0 
45-64 years ................. 16.0 1 “1.3 -29.4 
65 years and over ...... 17.9 13.8 -22.9 

West .......................... 17.0 10.3 -39.4 

15-44 years ................. 14.9 8.6 -42.3 
45-64 years ................. 14.0 10.6 -24.3 
65 years and over ...... 20.8 1C).4 -50.0 

1@d~ “ “~b~~ 410, Eighth Revision Irrterna tional Classification of 

Diseases, Adspted for Use in the United States. 

SOURCE: Division of Health Resources Utilization Statistics, National 
Center for Health Statistics: Data from the National Hospital 
Discharge Survey. 

In 1971, the earliest year for which data compar
able to 1978 exist, the average length of stay for 
AMI in the United States was 19.2 days. By 1978, 
this stay had dropped to 13.8 days, a reduction of 28 
percent. In looking at the geographic regions, the 
Northeast had the longest average lengths of stay for 
both years and all three age groups. The West had 
the shortest average hospital stays in 1978 for all 
three age groups, but the South had the shortest stay 
for the oldest age group in 1971. All four geographic 
regions demonstrated a decreasing length of stay for 
the 8-year period, but the percent reduction was 
greatest in the West–a decrease of 39 percent. 

The large decrease in length of stay for this condi
tion is further demonstrated by examining the per
centage of patients staying more than 2 weeks for 
both 1971 and 1978 (figure 2). In 1971, nearly two-
thirds (63 percent) of the AMI patients 45-64 years 
of age remained in the hospital more than 2 weeks, 
compared with a figure of only 40 percent in 1978. 
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For those 65 years of age and over, the correspond
ing proportions decreased from 69 percent to 47 per-
cent. As would be expected from the average stay 
data, the Northeast had the largest percentages of 
long stay patients and the West had the smallest. 
This was the case for both time periods and both age 
groups. 

During this 8-year period, all four geographic re
gions had a decrease in long stay patients for both 
age groups. However, the decreases for the South 
and the West were much greater than those observed 
for the Northeast and North Central Regions. For 
patients 45-64 years of age, reductions ranged from 
nearly one-third for the Northeast and North Central 
to half for the South and two-thirds for the West. 
For patients 65 years of age and over, the percent of 
longer stays was cut in half for the West, compared 
to one-quarter reductions for the other regions. 

Many factors have contributed to these large de-
creases in stay. During the past decade, use of spe
cialized coronary care units for the treatment of 
AMI’s has expanded rapidly. This intensive and ex-
pensive therapy uses electrocardiographic monitoring 
to detect arrhythmias so that prompt treatment may 
be given. Preventive care is provided with antiar
rhythmic medication (Bloom and Peterson, 1973; 
and McNeer et al., 1978). Although many clinicians 
justify the use of this costly therapy by a definitely 
reduced average length of stay and a lower in-
hospital case fatality rate, much controversy sur
rounds the use of coronary care units. 

The effectiveness of coronary care units has been 
tested in some randomized clinical trials, but the 
number of trials is low since many physicians feel 
that such tests are unnecessary and unethical (Bloom 
and Peterson, 1973). A few of these trials have indi
cated that, in addition to finding up to 50 percent of 
patients in coronary care units are low-risk patients 
without myocardial infarctions, coronary care units 
have not indicated statistically significant advantages 
over other methods of care (Bloom and Peterson, 
1973; and Mather et al., 1971). Despite reductions 
in the average length of stays, the intensive care pro
vided by these units has greatly increased the cost of 
hospitalization for suspected and actual myocardial 
infarctions. With the current emphasis on cost con
tainment, the proliferation and efficacy of coronary 
care units will receive closer attention in the future. 

The rapid escalation of costs associated with AMI 
treatment has encouraged clinicians to perform stud
ies to determine the optimal duration of hospitaliza
tion. Applications of the determinations made may 
have resulted in shorter, but more effective, hospital 
stays. 

Several studies indicate that a 7-day, stay may be 
adequate for low-risk myocardial infarction patients 
(McNeer et al., 1978; Gelson et al,, 1976; and 
McNeer et al., 1975). A low-risk patient is one with 
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Figure 2. Acute myocardial infarction patients with hospital 
geographic region: United 

no complications after the fourth day of hospitaliza
tion (Ross, 1978; and McNeer et al., 1978). Later 
complications and death are rare for such patients. 

There is also increasing evidence that early mobili
zation and discharge of AMI patients to hospital-
based home care is effective and beneficial (Haber, 
1975; and McNeer et al., 1978). Hospital-based 
home care programs are multidisciplinary and use 
visiting nurses, physicians, and Laboratory techni
cians, as needed. Cardiac monitoring is accomplished 
with portable machines. Home care is especially 
beneficial for elderly patients with this condttion. 
Evidence indicates that the elderly recover faster, ad-
just more easily, and regain a larger proportion of 
functional capability if they are discharged from the 
hospital environment and returned to the familiar 
environment of home (Haber, 1975). 

“Another contributing factor to the decreasing 
length of stay for AMI is the increasing level of pub
lic awareness about this condition. Public education 
in recent years has been directed at making people 
knowledgeable about the symptoms of heart disease 

length of stay greater than 2 weeks, according to age and 
States, 1971 and 1978 

,, .. . . .. . ..- . . . or neart attacKs ana me rlsK ractors Which alkCt this 
condition, such as smoking, hypertension, and high 
cholesterol. This increased awareness may have en
couraged people to go to a physician or an emer
gency room at an earlier stage. AMI victims may also 
be arriving at emergency care facilities in better con
dition because of the widespread acceptance, public 
training in, and use of a technique called 
cardio-pulmonary -resuscitation (CPR). Evidence of 
the effect of public awareness on utilization is lack
ing, however. 

Assuming that prompt treatment affects the length 
of a hospital stay, techniques for diagnosis of myo
cardial infarctions are being constantly studied and 
improved. A relatively new technique in nuclear 
medicine may be helping to detect AMI’s earlier 
(Braunstein and Whelan, 1976), Conventional 
methods for detecting AMI are electrocardiography 
(ECG) and determination of enzyme changes. How-
ever, ECG changes can be delayed or absent in the 
presence of an AMI, and enzyme changes are non-
specific. Progress in nuclear medtcine has produced a 
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radicmucleotide that is used for noninvasive imaging 
of the heart, and this method may allow for earlier 
detection of AMI in people complaining of chest 
pain. 

Early mobilization and discharge of patients with 
myocardial infarction provide several important ad-
vantages. Anxiety, depression, and delays in return
ing to work are common complications of AMI that 
may be reduced by early discharge. Early ambulation 
of patients reduces tk frequency of thromboembo-
Iisms (Miller, 1976; Ross, 1978). Despite previous 
fears, early mobilization and shorter hospitalizations 
do not lead to increased incidence of angina, conges
tive heart failure, aneurysm, acute coronary insuffi
ciency, recurrent myocardial infarction, or death 
(Hutter, Sidel, and Shine, 197.?; McNeer et al., 
1978). 

Declines have been evident in lengths of hospitali
zation for many other diagnoses. ‘Table D shows the 
decline in length of stay for six common conditions. 
From 1971 to 1978, the greatest reduction in length 
of stay was observed for cataract. The average stay 
for malignant neoplasms was also shortened; this 
represents significant economic benefits since long 
average stays and expensive treatment are normally 
associated with this diagnosis. The large reductions 
in hospital stay for uncomplicated delivery and dia
betes mellitus also represent significant decreases in 
hospital utilization. 

Utilization Review 

One major factor in reducing the overall length of 
stay is widespread use of concurrent peer review. 
This type of review is designed to ensure that indi
vidual hospital admissions and continued stays are 
appropriate and medically necessary. Although some 
hospitals have performed utilization review on a 
voluntary basis for a number of years, this effort has 

intensified since the formation of Professional Stand
ards Review Organizations (PSRO’S) as mandated by 
the Social Security Amendments of 1972 (Public 
Law 92-603). 

Although the PSRO program has had some suc
cess in affecting hospital utilization, the full impact 
of this program is still unclear (Dobson et al., 1978). 
On the positive side, a recent evaluation of this pro-
gram (National Center for Health Statistics, 1978) 
indicated that some individual PSRO’S showed de-
creased utilization (i. e., hospital days of care) when 
matched to comparison areas. From 1974 to 1977, 96 
PSRO’S showed an aggregate reduction of 1.5 percent 
in hospital days of care per 1,000 Medicare enrollees 
over 93 comparison inactive PSRO areas. PSRO 
hospitals have also experienced an increase in case-
mix severity, which implies a more effective alloca
tion of hospital beds. 

Another evah.aation of PSRO’S stressed the impor
tance of reviewing small area variation when examin
ing changes in average length of stay (Deacon et al., 
1979), The longest average length of stay (17.1 days) 
occurred in a New York PSRO and the shortest stay 
(7.1 days) occurred in central California. Although 
this coincides with the stays observed for the geo
graphic regions, a great deal of variation was ob
served for length of stays among PSRO’S within a re
gion. Thus, the characteristics of an area, rather than 
the geographic location per se, play a large role in 
determining the length of a hospital stay. 

Conclusion 

Although shorter hospital stays have multiple 
benefits, recent emphasis on reducing average stays 
has been in the interest of cost containment. When 
discussing the economic benefits of early discharge, 
however, it should be recognized that the cost of an 
additional bed day will not be as large as the cost of a 

Table D. Average length of stay and percent change, according to selected first listed diagnosis: 
United States, 1971 and 1978 

First listed diagnosis 
Average length of stay Percent 

and ICDA code ‘ 
change 

7977-78 
1971 1978 

Number of days 

Malignant neoplasms .........................1 40-209 14.1 12.4 -12.1 
Fracture ................................................8O&8l?9 11.7 10.8 -7.7 
Cerebrovascular disease ..................430-438 14.2 13.4 -5.6 
Diabetes mellitus .........................................2!jO 11.3 9.7 -14.2 
Uncomplicated delivery ..............................6!jO 3.9 3.3 -15,4 
Cataract ........................................................374 7?1 4.2 -40.8 

1Diagn~~ti~ ~rOUpings,and code numbersare tm.sed on the Eighth Revision hrterrra tiorra/ C/assjfica tlorl Of Diseases, Ao’aPted for use in ~freunited 

States. 

SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Data from the National Hospital Discharge Sur
ve y. 
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bed day near the beginning of the stay. This is be-
cause of the greater use of diagnostic tests and the 
more intensive treatment that occurs at the begin
ning of the hospitalization. In addition, it is not 
always possible to shorten bed days without increas
ing the service intensity per day of stay, e.g., physio
therapists or other factors of production, which in 
turn will raise the cost of a bed day. 

Another issue is cost to the hospital. A major por
tion of hospital costs are fixed and a reduction in to
tal patient days may cause the hospital to raise its 
prices in order to cover the fixed costs. These in-
creased prices would negate the cost savings resulting 
from a reduction in length of stay. However, this 
might only be a short-run effect until hospitals read
justed their scale of operations to meet the new, re
duced level of demand. The overall economic impact 
of shorter hospital stays has yet to be evaluated, 
since many of the reductions have only occurred 
during the last decade. However, some of the im
pacts should be more clearly understood in the near 
future. 
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Trends and Variations in Cesarean Section 
Deliverya 

Introduction 

Only a decade ago, cesarean section delivery of an 
infant was a relatively infrequent procedure, usually 
performed because the mother was unable to deliver 
vaginally or because the fetus was in serious distress. 
During recent years, however, there has been a 
dramatic increase in the number and rate of cesarean 
section deliveries. This rising trend has occurred at a 
time when many women are asking their physicians 
to make their deliveries as “natural” as possible, and 
so this increase has focused attention on this type of 
delivery. 

This section presents national data on trends and 
variations in the rate of cesarean sections 
(C-sections) in U.S. hospitals from 1970 to 1978. 
Data were obtained from a representative sample of 
U.S. hospital discharges through the National Hospi
tal Discharge Survey (NHDS), which is conducted 
by the National Center for Health Statistics. These 
data refer primarily to live-birth deliveries, but also 
include some fetal deaths as well. Deliveries occur-
ring outside the hospital are excluded. Only about 1 
percent of all live births in 1970 and 1978 occurred 
outside the hospital. Also excluded are discharges 
from Federal hospitals, such as military hospitals. 

Findings 

In 1970, about 195,000 cesarean section 
deliveries, or about 5.5 percent of all deliveries, were 
performed in the United States. The number and 
percent of C-section deliveries rose steadily each year 
from 1970 through 1978. By 1978, 510,000 
deliveries, or 15.2 percent of all deliveries, were by 
C-section. Figure 1 shows the trends in Cisection 
rates for selected countries from which data were 
available. The United States and Canada had the 

“Prepared by Paul J. Placek, Ph. D., Selma M. Taffel, and Joel C. 
Kleinman, Ph. D., National Center for Hetilth Statistics. 
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Figure 1. Percent of deliveries by cesarean section: 
Selected countries, 1970-78 
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highest rates, although the increasing trend was evi
dent for all countries. For 1975, C-section rates 
varied from 3 percent of all deliveries in the Nether-
lands to 10 percent in the United States and Canada. 
The average annual percent change in rates for 
1970-78 was consistently high for all countries– from 
7 percent in Englancl and Wales to 18 percent in 
Norway. 

Table A shows C-section rates for 1970 and 1978 
according to selected maternal characteristics. For 
both years, C-section rates generally increased with 
the age of the mother. However, mothers under 201 
years of age experienced the most rapid rise in 
C-section rates over time, from 3.9 in 1970 to 11.8 
in 1978. The fact that more than 1 in 10 mothers 
under 20 years of age had C-section deliveries fore-
bodes rising C-section rates in the future, because 

Table A. Cesarean section deliveries, according to 
selected maternal characteristics: United States, 1970 
and ‘1978 

Cesmean section deliveries Percent 
Maternal change 

characteristic in rate 
1970 1978 1970 1978 1970-78 

Numi5er in Rare per 100 
thousands deliveries 

Total ....................... 195 510 5.5 15.2 176.4 

Under 20 years ........ 25 65 3.9 11.8 202.6 
20-24 years .............. 61 146 4.9 13.1 167.3 
25-29 years .............. 57 172 5.9 16.4 178.0 
30-34 years .............. 31 92 7.5 19.3 157.3 
35-39 years .............. 15 29 8.2 21.7 164.6 
40 years and over ... 6 5 8.7 19.1 119.5 

Color 

White ......................... 134 364 5.5 15.6 183.6 
All other ..................... 31 84 5.4 14.6 170.4 
Not stated ................. 30 60 5.8 13.8 .,. 

Marital status 

Marriedl .................... 174 425 5.7 15.5 171.9 
Unmarried* ............... 19 78 4.5 13.3 195.6 
Not stated ................. 2 8 3.2 18.1 . . 

Ilncl”des separated women. 
‘+ncludes widowed and divorced women. 

SOURCE: Division of Health Resources Utilization Statistics, National 
Center for Health Statistics: Data from the National Hospital 
Discharge Survey, 

many of these young women will experience subse
quent deliveries, virtually all of which will be by C-
section. 

Although there was, a large proportion of 
deliveries for women with color not stated, the small 
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differences in rates suggest that C-sections were not I 
associated with color, and they increased at about 
the same rate for each color group. A greater demar
cation was evident for marital status groups, how-
ever. Married women continued to have higher C-

[
section rates than unmarried women in 1978, but the t 
increases since 1970 were about the same. 

Table B shows C-section rates according to hospi
tal characteristics. Within each geographic region, 
C-sections increased at about the same pace. The C-
section rate was highest in the Northeast Region and 
lowest in the North Central Region (17.6 and 13.9, 
respectively). 

Table B. Cesarean section deliveries, according to select
ed hospital characteristics: United States, 1970 and 
1978 

Cesarean section deliveries Percent 
Hospital change 

characteristic in rate 
1970 1978 1970 1978 1970-78 

Number in Rate per 100 
thousands deliveries 

Total ........................ 195 510 5.5 15.2 176.4 

Region 

Northeast ................... 53 119 6.2 “17.6 183.9 
North Central ............. 52 130 4.7 13.9 195.7 
South .......................... 61 170 5.8 15.2 162.1 
West,..., ....................... 30 92 5.7 14.6 156.1 

Size 

Less than 100 beds 29 51 4.9 10.1 106,1 
100-499 beds ............ 119 317 5.4 15.7 190<7 
500 beds or more ..... 47 143 6.6 17.0 157.6 

Ownership 

Proprietary ................. 8 14 6.2 16.4 164.5 
Governmenti ............. 48 107 5.4 13.1 142.6 
Voluntary nonprofit... 140 390 5.6 15.8 182.1 

Istate county, and local hospitals only; Federal hospitals excluded 

from survey. 

SOURCE: Division of Health Resources Utilization Statistics, National 
Center for Health Statistics: Data from the National Hospital 
Discharge Survey, 

C-section rates increased with hospital size. Rates 
ranged from 10.1 in hospitals with less than 100 beds 
to 17.0 in hospitals with 500 beds or more. 
Although rates increased for all hospital bed-size 
categories shown in table B, the increase appeared to 
be smallest for small hospitals and greatest for 
medium-sized hospitals. 

For type of ownership, State, county, and local 
government hospitals recorded lower C-section rates 
than proprietary or voluntary nonprofit hospitals in 
1978, and they also showed a slightly smaller in-
crease in rates from 1970 to 1978. 



s 

Table C compares average length of hospital stay 
for women who have C-section and all other types of 
deliveries according to geographic region for 1970 
and 1978. In 1978, the average C-section stay was 
6.7 days, compared with only 3.2 days for other types 
of deliveries. A C-section delivery therefore requires 
about 3.5 days more in the hospital, resulting in a 
substantial increase in the cost of delivery for women 
having C-sections. Within each region, for both 
C-section and other types of deliveries, shorter aver-
age hospital stays were observed for 1978 than for 
1970. From 1970 to 1978, the average length of stay 
for C-sections declined from 7.8 days to 6.7 days, or 
a reduction of about 1 day. For other types of 
deliveries, the decline was from 3.9 days in 1970 to 
3.2 days in 1978, or a decline of a little more than 
half a day. 

Table C. Average length of hospital stay, according to 
type of delivery and geographic region: United States, 
1970 and 1978 

Type of de/ivery 

Geographic Cesarean Ail other 
region section “ deliveries 

7970 1978 1970 1978 

Number of days 

United States.. 7.8 6.7 3.9 3.2 

Northeast ............... 8.4 7.5 4.5 3.8 
North Central .. .. ... .. 8.4 7.0 4.3 3.6 
South ............... ....... 7.2 6.3 3.5 3.0 
West ........................ 6.7 5.9 3.2 2.4 

SOURCE: Division of Health Resources Utilization Statistics, National 
Center for Health Statistics: Data from the National Hospital 
Discharge Survey. 

The longest stay for C-sections was in the 
Northeast (7.5 days), where C-sectionrateswere 
highest. The length of stay for other types of 
deliveries was also the longest in the Northeast at 3.8 
days. Average lengths of stay were much lower in 
the West—5.9 days for C-sections and 2.4 days for 
other types of deliveries. These trends and regional 
variations in average length of hospital stay for 
C-sections and all other deliveries are comparable to 
what has been observed for most other diagnoses. 

Unfortunately, only a limited number of maternal 
and hospital characteristics are available from NHDS 
data. A much richer source of data, but only for one 
year’s births, is available from the 1972 National Na
tality Survey (NNS). NNS was based on a 1 in 500 
sample of all legitimate live births in the United 
States, with questionnaires mailed to the mothers, 
physicians, and hospitals named on certificates of live 
birth to obtain additional information than was re-
ported through the vital registration system. 

From NNS it was found that 7.3 percent of legiti
mate live birtils in 1972 were C-section deliveries 
(Placek, 1977). Higher C-section rates were asso
ciated with each of the following maternal charac
teristics: color other than white, residence in a 
metropolitan area, high income, having a first or 
fifth or higher order birth, and 30 years of age or 
more. Women who delivered by C-section also tend
ed to have more previous fetal losses, underlying 
medical conditions, complications of pregnancy, 
more prenatal visits, and more postpartum steriliza
tion operations. Health insurance status had little 
impact; C-section rates for women with and without 
health insurance were quite similar. 

With respect to infant characteristics, infants with 
low birth weight (2,500 grams or less) were 66 per-
cent more likely than others to be delivered by 
C-section. A related tinding was that the Apgar 
scores (an index of infant heart rate, respiratory ef
fort, muscle tone, reflex irritability, and skin color) 
of infants delivered by C-section were lower than 
those of other infants. These findings were based on 
1972 births when the C-section rate was about half of 
what it was in 1978. A 1980 NNS is now in progress 
and should provide an indication of whether the 
same relationships are still apparent at a time when 
C-sections are much more common. Since maternal 
complications, difficult labor, and suspected fetal dis
tress are indications for performing a C-section, it is 
not possible to use NNS data to separate the effect of 
the C-section from its causes. 

Conclusion 

Based on NHDS data, a significant rise in the rate 
of cesarean section deliveries was observed for the 
period 1970-78. The uniformity of the increase by 
maternal and hospital characteristics suggests that a 
fundamental and widespread change in obstetrical 
practice has taken place. The international data rein-
force this view. 

What reasons can be offered to explain the in-
creased tendency for infants to be delivered by 
cesarean section? Several factors have been studied 
(Baskett, 1978; Bottoms, Rosen, and Sokol, 1980; 
Marieskind, 1979). Among the major hypotheses are: 

Repeat C-section policy. –If a woman has had a 
C-section, the nearly universal practice in the United 
States is to deliver subsequent births by C-sections. 
Bottoms, Rosen, and Sokol (1980) attribute one-
quarter of the overall increase in C-sections to this 
practice. This practice has been criticized, however, 
since it has been demonstrated that a substantial pro-
portion of women with previous C-sections can have 
safe vaginal deliveries (Merrill and Gibbs, 1978). 

Technological monitoring of labor. –The increasing 
use of technology in obstetrics (e.g., electronic fetal 
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monitoring, amniocentesis, and induction of labor) 
may increase the chances of detecting fetal distress 
and lead to increased C-sections. Bottoms, Rosen, 
and Sokol (1980) attribute one-eighth of the increase 
in C-sections to intervention fclr fetal distress. 
Marieskind (1979) suggests that it is not the technol
ogy per se that leads to increased C-sections, but 
rather the interventionist climate that surrounds the 
training in greater use of technology. 

Breech presentation. –There may be a growing re
luctance on the part of obstetricians to deliver breech 
babies (i.e., those presenting buttocks first), since 
these babies are at higher risk of mortality. Babies 
that would previously have been delivered breech 
may now be delivered by C-section. Bottoms, Rosen, 
and Sokol (1980) attribute one-fifth of the increase 
in C-sections to breech births. 

Difficult labor. –Obstetricians may have changed 
their criteria for identifying certain labor patterns as 
abnormal, resulting in an increase in C-sections as an 
intervention. Bottoms, Rosen, and Sokol (1980) sug
gest that one-third of ths increase in C-section rates 
can be attributed to the management of difficult 
labor. 

Improved outcome for premature injants. –Since sur
vival rates for low-birth-weight infants have im
proved in recent years, obstetricians may be more 
willing to intervene during the early stages of preg
nancy if fetal problems arise. 

Changing age parity. –Since C-section rates are 
higher among first births, the increase in the propor
tion of births that are first births, especially among 
older women, may be contributing to the overall in-
crease in C-sections. However, if age-parity-specific 
C-section rates are applied to 1970 and 1978 births, 
changes in the age-parity distribution of United 
States births account for less than 5 percent of the 
overall increase in C-sections.’ 

ISince “ationa[ c-section rates by age and parity were unavailable, 

California’s 1970 rates were used for this calculation (Petitti, 

Olson, and Williams, 1979). Similar results were obtained when 
New York State data for earlier time periods were used (Shapiro, 

Schlesinger, and Nesbitt, 1968). 

Fear of ma~ractice suits. –Obstetricians have point
ed to the increasing likelihood of malpractice suits as 
a factor that disposes them towards C-section 
delivery if there is any indication of potential for ad-
verse outcome. This explanation, however, does not 
account for the increases observed in several other 
countries. 

The lack of randomized controlled clinical trials 
precludes a definitive assessment of the risks and 
benefits of C-sections deliveries. However, as a ma
jor surgical procedure, cesarean section is likeIy 
responsible for some increased maternal morbidity 
and health care costs, and considerable controversy 
exists over whether there are compensating benefits. 
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Physician Supply and Characteristicsa 

Overview 
In concert with expansion of the health care sec

tor, all major health professions have exhibited 
strong growth trends in recent years. Growth in the 
physician supply has been particularly dramatic.1 

The number of active physicians (M.D.’s and 
D.O.’s) increased 34 percent from 1970 to 1979 to 
433,600. This represents a two-thirds increase over 
the 1960 physician supply. Furthermore, the supply 
has increased more rapidly than the population, rais
ing physician-to-population ratios and, in the aggre
gate, access to health care services (table 47). 

Increases in the number of physicians during the 
last two decades have resulted in part from the ex
panding capacity of U.S. medical schools. Since 1960, 
46 new medical schools have been established, bring
ing the total to 138 schools as of 1978. The number 
of medical school graduates more than doubled from 
7,508 to 15,356 during this period (table 51). 

Foreign Medical Graduates 

A second source of growth has been the entry into 
the United States of foreign-trained physicians or 
foreign medical graduates (FMG’s). The 30,900 
FMG’s in the United States in 1963 constituted 11 
percent of the physician supply. By 1977, the number 
had increased to 86,800 or 20 percent of all physi
cians. 

The most common country of origin of FMG’s 
entering the United States has shifted markedly. In 
1965, more than one-fourth of physicians immigrat
ing into the United States were from European 
nations, and about 10 percent were from Asian coun
tries. Recently, the proportion from European coun
tries has dropped to 13 percent, while the proportion 

‘Prepared by Marianne Miller, National Center for Health Serv
ices Research. 

lFor ~ discussion of growth trends for other major health Profes

sions, see: A Report 10 the President and Congress on the Status of 
Health Ptqfessions Personnel in /he United .Wates (Bureau of Health 
Manpower, 1980). 

of permanent FMG immigrants from Asian countries 
has risen to 70 percent. 

With restrictions on immigration of physicians 
mandated by the Health Professions Educational As
sistance Act of 1976 (Public Law 94-484), a decline 
in the influx of FMG’s can be expected. Physician 
training data indicate that, for a number of reasons, a 
decline in FMG’s is beginning to occur 33 percent 
of graduate training positions (internships and 
residencies) were tilled by FMG’s in 1970, compared 
with 23 percent in 1976 and 18 percent in 1977. 

Access 

Despite large increases in the physician supply, 
access to medical care continues to be a matter of 
national concern. Two recent studies present evi
dence that the population’s access to care is improv
ing (Robert Wood Johnson Foundation, 1978). Per 
capita visits to physicians and the proportion of the 
population seeing a physician in a given year have in-
creased between 1963 and 1976. Further, differences 
in utilization between income and between racial and 
ethnic groups have diminished.2 At least 85 percent 
of the population in both studies indicated they had a 
regular source of medical care. 

This favorable picture of access to medical care in 
the aggregate may mask localized access problems. 
Data on physician location in urban and rural coun
ties illustrate the wide discrepancy in availability of 
physicians. From 1960 to 1970, the number of physi
cians practicing in rural counties declined 12.4 per-
cent, while the physician supply in urban counties in-
creased 34.8 percent. From 1970 to 1976, instead of 
declining, the number of physicians in rural counties 
increased 16.0 percent and the physician-to-
population ratio increased 6.7 percent. During the 
same period, however, the number of physicians in 
urban counties increased 24.8 percent and the 
physician-to-population ratio increased 18.1 percent. 

2&e “use o; Ambulatory Care by the Poor and Nonpoor” in this 

report. 
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Thus, despite rural increases, a wide discrepancy still 
exists. In 1976, the physician-to-population ratio in 
rural counties was 4.8 per 10,OOOI,compared with 
17.0 per 10,000 in urban counties. 

Shortage Areas 

Physician-to-population ratios reflect only one of 
many dimensions of access to medical care. Also im
portant in assessing access are the health care 
“needs” of the population in a service area, special 
utilization patterns associated with population sub-
groups, and the productivity of physicians and their 
practices. This broader range of factors is considered 
in designating health manpower shortage areas under 
the Health Professions Educational Assistance Act of 
1976. “These shortage “areas” are primarily geo
graphic units, but may also be designated facilities or 
population groups. By the end of 1979, a total of 
more than 1,710 primary medicine shortage areas 
had been designated. This represents an estimated 
unserved population of 22 million people, and pro
vides strong evidence of persisting access problems 
stemming from the geclgraphic maldistribution of 
health care professionals (table A). 

Health manpower shortage areas are designated in 
connection with three Federal programs: the National 
Health Service Corps (NHSC), loan cancellation or 
repayment programs, a:nd scholarship programs. 
Through these programs, various incentives are 
created to draw health manpower into shortage areas. 
Early indications are that approximately one-half of 
NHSC personnel are extending their tour of duty 
beyond their required service obligation or remaining 
in the area on a private basis. The lcmg-term success 
of Federal programs in inducing health professionals 
to remain in underserved areas is unknown. 

Specialization 

The long-term trend in physician specialization 
has been a decline in general practice and an increase 
in specialty practice. In 1930, fully 75 percent of phy
sicians were engaged in delivering “primary care, ” 
including general practice, general internal medicine, 
and pediatrics. By 1969, the proportion of primary 
care physicians had fallenl to a low of 38 percent, 
roughly where it remains today. This development 
has been an outgrowth of the vast expansion of 
knowledge and the introduction of new technology in 
medical fields, the active support of nnedical research 
on the part of medical schools, and the prevalence of 
physician clinical training in the hlospital setting, 
among other factors. 

Out of this trend toward increased specialization 
have grown fears that the availability of primary 

Table A. Health manpower shortage areas, according to 
profession: United States, 1979 

Number of
Profession areas 

Primary medicine .............................................. 1,710 
Dentistry ............................................................. 861 
Psychiatry .......................................................... 156 
Vision care ......................................................... 248 
Podiatry .............................................................. 1,404 
Pharmacy ........................................................... 139 
Veterinary medicine ......................................... 631 

SOURCE: (Division of Manpower Analysis, Bureau of Health Man-
power, 1980). 

medical care (i. e., first contact and routine medical 
treatment and care coordination) may be inadequate, 
and that the cost of medical care may be inordinately 
high. To meet the Nation’s need for primary medical 
services, a goal of 50 percent of all medical school 
graduates entering the primary care specialities has 
been suggested by a number of groups, including the 
National Board of Medical Examiners, the National 
Academy of Sciences, and the U.S. Congress in the 
Health Professions Educational Assistance Act of 
1976. 

During the last 15 years, the proportion of physi
cians in broad specialty groupings has remained fairly 
constant (table B). However, several recent develop
ments, fostered by Federal programs and other initia
tives, are likely to result in a relative gain for pri
mary care. The new specialty of family practice has 
grown rapidly during the 1970’s, more than offset
ting the decline in general practice. If such growth 
continues, the number of family practitioners can be 
expected to increase from 11,000 in 1975 to more 
than 56,000 by 1990, or from 3 percent of all physi
cians to 10 percent. The other primary care 
specialties–general internal medicine and 
pediatrics—also have exhibited strong growth in re-
cent years. From 1965 to 1977, the proportion of 
professionally active physicians in general internal 
medicine and pediatrics combined has increased from 
17.3 percent to 23.6 percent. Future increases for 
primary care are indicated by the number of residen
cies offered in primary care specialties—41 percent of 
all positions now, compared with only 26 percent in 
1960. 

A topic of investigation in several recent studies 
has been the extent to which primary care services 
are provided by physician specialists (Aiken et al., 
1979). Estimates vary for different specialties and are 
widely debated because they are based on subjective 
definitions of primary or principal medical care. The 
fact that specialists provide some primary care means 
the shortage of primary care services may be over-
stated simply by citing an “undersupply” of primary 
care physicians. However, the full policy significance 
of this is unclear. 

80 



Table. B. Active physicians (M. D.’s) according to specialty: United States, selected years, 1965-77 

Year 

Specialty 
1965 1969 1973 1977 

Percent distribution 

Active physicians ................ 100.0 100.0 100.0 100.0 

Primary carel .............................. 40.7 37.6 38.1 38.8 

Other medical specialties ......... 4.8 5.5 5.3 5.5 

Surgical specialties .................... 26.2 27.3 28.2 27.8 

Other specialties ........................ 28.1 29.5 28.3 27.9 

I ,nc,ude~ general practice, family practice, internal medicine, and pediatrics. 

SOURCE: (Bureau of Health Manpower, 1980). 

Minorities and Women 

The growth in the physician supply has been ac
companied by changes in the characteristics of physi
cians. Women and minority groups still represent 
small proportions of physicians, yet their ranks have 
increased proportionately from 1970 to 1977. Women 
as a proportion of active physicians increased from 7 
percent to 9 percent from 1970 to 1977. In 1970, 
members of racial and ethnic minorities constituted 7 
percent of all physicians. 

Medical school enrollment figures indicate that 
both women and minority physicians will play a 
larger role in delivering medical care in the future. 
Although enrollment of minorities and women has 
leveled off since the mid-1970’s, the overall growth 
in enrollment for both groups during the past decade 
has been substantial. Between academic years 1968-
69 and 1978-79, enrollment of minorities in medical 
schools increased from 3.6 percent to 12.9 percent of 
total enrollment. Enrollment of women medical stu
dents jumped from 8.8 percent to 24.3 percent. 
More than one-fourth of students entering U.S. med
ical schools in the last 2 years have been women 
(Bureau of Health Manpower, 1980). As a result of 
increased enrollment of women, the number of fe
male physicians is projected to more than double by 
1990, reaching nearly 100,000 or more than 16 per-
cent of the total physician supply. 

Net Income 

Escalating costs of hospital and physician care 
have long been topics of national concern. Physi
cians’ fees for initial office visits increased 8.6 per-
cent per year between 1970 and 1978 (Glandon and 
Gaffney, 1979). However, in spite of rising fees, 
physicians’ net income did not keep pace with infla
tion during this period. Professional expenses in-
creased at a faster rate than gross income, producing 

a growth in net income of 5.3 percent per year. Com
pared with the 6.7 percent average annual increase in 
the Consumer Price Index over this period, physi
cians’ net income grew at a slower rate than overall 
inflation. Net income growth for physicians in vari
ous specialties between 1970 and 1978 ranged from a 
low of 2.6 percent per year for psychiatry to a high of 
6.9 percent per year for anesthesiology (Glandon and 
Gaffney, 1979). 

Future Supply and Requirements 

Estimates developed by the Bureau of Health Pro
fessions, Health Resources Administration, point to 
rapid increases in the supply of physicians in coming 
years. The number of active physicians increased 45 
percent from 1960 to 1975. The supply is projected 
to grow by 37 percent between 1979 and 1990, 
reaching nearly 600,000 physicians or 23.9 physicians 
per 10,000 population. Projections of physician 
requirements are somewhat under the anticipated 
supply, ranging from 543,000 to 571,000 in 1990, 
under the assumption that medical care and produc
tion characteristics will not change significantly. Al
lowing for uncertainties about medical care delivery 
in the future and in the methodology used to fore-
cast physician requirements, projected physician sup-
ply and requirements can be viewed as being roughly 
in balance in 1990. In any case, an overall shortage 
of physicians is not anticipated in the future.3 
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Nurse Practitioners and Physician Assistantsa 

Overview 

The number of nonphysician health care providers 
has continued to grow since the first nurse practi
tioner training program—one for pediatric nurse 
practitioners—at the University of Colorado and the 
first physician assistant training program at Duke 
University were developed in the mid 1960’s. The 
National Center for Health Services Research fol
lowed in 1969 with funding for two demonstration 
projects—one for family nurse practitioners 
(PRIMEX) and one for physician assistants 
(MEDEX). Thereafter, two major thrusts of Federal 
effort in support of physician assistant and nurse 
practitioner training developed. Provisions were 
made in the Nurse Training Act of 1971 (Public Law 
92-158) for the training of nurse practitioners; the 
same year, authority was placed in the Comprehen
sive Health Manpower Training Act (Public Law 92-
157) for support of training programs for physician 
assistants. 

Non-federally supported programs, particularly for 
nurse practitioners, also continued to proliferate. By 
1979, 200 nurse practitioner (NP) and 51 physician 
assistant (PA) programs existed. Of these, however, 
60 percent of the NP programs and 90 percent of the 
PA programs were supported, at least in part, from 
Federal funds. Approximately 27,000 physician 
assistants and nurse practitioners have been trained 
(National Center for Health Statistics, 1980). Assum
ing an average of 10 graduates from each NP pro-
gram and 50 graduates from each PA program, an 
additional 2,000 nurse practitioners and 1,500 physi
cian assistants are projected to be trained each year. 
This will provide a supply of approximately 38,000 to 
40,000 NP’s and PA’s by 1985 and 53,000 to 55,000 
by 1990. 

“prepared by Jerry L. Weston, SC.D., National Center for Health 
Services Research. 

Functions in Practice 

The majority of nurse practitioners and physician 
assistants practice as primary care practitioners, in as
sociation with a physician or physicians. This associa
tion may be on-site or, in some cases, at a site re-
mote from the physician’s location of practice. The 
PA functions under the general supervision of the 
physician, while the NP requires supervision for 
medical management, but not for nursing practice. 

The basic functions that physician assistants and 
nurse practitioners perform are: 

● Take medical histories and do physical exami
nations to define health and medical problems. 

● Institute therapeutic regimens within estab
lished protocols, and recognize when to refer 
the patient to a physician or other health care 
provider. 

● Provide counseling to individuals, families, and 
groups in the area of health promotion and 
maintenance. 

Geographic Distribution 

Two factors have an impact on the geographic dis
tribution of NP’s and PA’s. The first involves the 
restrictions placed on their services under various 
professional practice acts in the States, such as super-
vision requirements and the range of permitted ac
tivities including prescribing drugs. The second is 
whether reimbursement is made for their services by 
third party insurers, including Medicare and 
Medicaid. 

Some States require direct supervision (i.e., a phy
sician on the premises) of NP’s, although the max
imum number of NP’s a physician may supervise is 
rarely specified. In the few States where statutes and 
regulations for NP practice exist, specific procedures 
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that NP’s can perform are likely to be identified. In 
the aggregate, however, supervision requirements for 
NP’s are not as strict as for PA.’s (Miller, 1978). 
Nurse Practice Acts are usually nonspecific, other 
than expanding the role of the nurse to assume func
tions such as physical examinations, 

Most States require direct supervision for PA’s. 
Nine States set a limit of one PA per physician, 
while 23 States limit the number of PA’s to 2. The 
procedures that a PA may perform are seldom out-
lined because the degree of supervision required as
sumes the physician will delegate appropriate tasks. 
In States where physician supervision legally can be 
indirect (i.e., telephone communications, chart re-
view, periodic physician visits, etc.), supervision 
requirements need not seriously restrict the practice 
of NP’s and PA’s. 

Both NP’s and PA’s are prohibited from prescrib
ing drugs in the majority of States. Even where 
States have legislation permitting these providers to 
prescribe, prohibition contained in State pharmacy 
statutes may override legislation (Miller, 1978). 
Prohibitions against prescribing limit the extent to 
which NP’s and PA’s can provide primary care serv
ices, particularly in settings remote from the 
physician. 

Traditionally, neither public nor private third party 
payers have reimbursed for medical services pro
vided by NP’s or PA’s unless the physicians were 
on-site and services were billed by them. The prob
lem of off-site supervision (remote practice settings) 
and reimbursement for NP’s and PA’s was addressed 
in 1977 by Public Law 95-210, which amended Titles 
XVIII and XIX of the Social Security Act. This 
legislation provides for Medicare and Medicaid reim
bursement for NP or PA services in certified clinics 
that lack a full-time physician. To be certified, a 
clinic must demonstrate that it is IIocated in an area 
designated by the U.S. Bureau of the Census as rural 
and by the Secretary oif the Department of Health 
and Human Services as having a shortage of primary 
care services. 

This benchmark legislation is limited in several 
respects, however: 

● -Clinics can be certified only if the State regula
tions are met, such as provisions on NP or PA 
remote practices and the ratio of physicians to 
NP’s and PA’s. 

● Clinics are reimbursed for “reasonable cost” 
of NP or PA services rather than “prevailing 
charge” for the same services provided by a 
physician. 

● Nurse-midwives are not inclluded as primary 
care providers and thus clinics staffed solely by 
them are not eligible for reimlbursement. 

● The paperwork for substantiating claims is time 
consuming. 
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Urban areas in need of primary care services 
are restricted to experimental demonstration 
projects. 

Under this legislation, 344 clinics had been certi
fied as of September 1979 (Health Care Financing 
Administration, 1979). Preliminary evidence indi
cates that clinics are eschewing their participation be-
cause of the paperwork and the cost basis for reim
bursement. 

Future Considerations 

Two major developments in the supply of physi
cian manpower may affect the utilization of nurse 
practitioners and physician assistants in the future. 
First is “the large number of U.S. medical graduates 
predicted by 1990. Some preliminary evidence sug
gests that as this supplY increases, these graduates 
are locating in less urban areas. Practice settings pre
viously considered for NP’s and PA’s may be 
usurped by physicians. An additional factor in the in-
creasing supply of physicians is demonstrated by the 
current dilemma in pediatrics. The acceptance of 
pediatric nurse practitioners was overwhelming in the 
1960’s during the “baby boom” era, however, as the 
birth rate” reaches zero population growth and the 
number of pediatricians increases, there appears to 
be a decrease in pediatricians’ acceptance of these 
nurse practitioners (American Academy of Pedia
trics, 1977). 

Second, given the constraints placed on foreign 
medical graduates by the Health Professions Educa
tional Assistance Act of 1976 (Public Law 94-484), 
those hospitals whose residency programs would 
suffer the most from these constraints are consider
ing, among their options, the utilization of NP’s and 
PA’s in patient care as a short-term solution 
(Cohodes et al., 1980). A principal concern of these 
hospitals is the productivity of NP’s and PA’s. It 
would require approximately 1.5 to 2 NP’s or PA’s 
for each fulltime equivalent physician. 
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Community Hospitals: Trends and Regional 
Differencesa 

Introduction 

Community hospitals are defined as all non-
Federal short-term general and other special hospi
tals available to the public, excluding the hospital 
units of long-term institutions. This section presents 
data that are based on the annual surveys of hospitals 
conducted by the American Hospital Association. 1 
Because hospital units of long-term care institutions 
were included in the community hospital category 
prior to 1972, this discussion focuses on data for 
1972-78 (American Hospital Association, 1973-79). 

Trends in Community Hospitals and 
Services 

The number of community hospitals, which ac
counts for more than 98 percent of all short-term 
hospitals in the United States, rose from 5,746 to 
5,851 during 1972-78 (table A). Despite this slight 
increase in the number of hospitals— less than 2 
percent–the numbers of beds, admissions, average 
daily census, and outpatient visits all increased sub
stantially for these hospitals, while the occupancy 
rate and average length of stay decreased slightly. 
Community hospital beds rose by 11 percent to 
975,000. Taking into account the population growth, 
the number of beds per 1,000 population rose by 6 
percent, from 4.21 to 4.47. Hospital admissions in-
creased by 12 percent to nearly 34.5 million. Average 
daily census increased 8 percent to 718,000. On the 
other hand, the occupancy rate declined from 75.4 
percent to 73.6 percent of beds occupied and the 
average length of stay declined from 7.9 days to 7.6 
days. 

‘Prepared by Lih Y. Young, Ph. D., National Center for Health 
Services Research. 

lT’he data used in this section differ slightly frOrn the data Pre

sented in detailed tables 53-57, because the latter are based on in-
formation from the Master Facility Inventory which is explained 
in Appendix I. 

The number of outpatient visits in 1978 was more 
than 201.9 million, about one-quarter more than in 
1972. However, this apparent increase may have 
been affected by a change in the 1977 and 1978 an
nual surveys by the American Hospital Association 
that requested hospitals to distinguish outpatient 
“occasions” of service from outpatient “visits”. An 
occasion of service is counted whenever a test, ex
amination, treatment, or procedure is given to an 
outpatient. A visit is counted as each appearance by 
an outpatient to a unit of the hospital, and may in
clude one or more occasions of service. The distinc
tion between visit and occasion of service in survey 
categories may result in some variation in the out-
patient data, and this should be taken into account 
when comparing outpatient data for different periods. 

Community hospitals can be classified by type of 
ownership into private nonprofit, proprietary, and 
government-owned. In 1978, the ownership distribu
tion was 57, 13, and 30 percent of community 
hospitals, respectively. However, private nonprofit 
hospitals accounted for 70 percent of the beds and 
services, proprietary hospitals accounted for 8 per-
cent, and government-owned hospitals accounted for 
about 22 percent. 

A closer look at the changes in hospital beds and 
services by type of ownership reveals that proprietary 
hospitals had a 42-percent increase in beds, and a 
one-third increase in admissions and average daily 
census during 1972-78 —the highest percent increases 
in these inpatient services among all types of owner-
ship (table B). However, outpatient visits to 
proprietary hospitals increased by only 14 percent– 
the lowest percent increase among all types of own
ership. On the other hand, private nonprofit hospitals 
had about one-tenth increases in beds, admissions, 
and average daily census. A 27-percent increase in 
outpatient services for private nonprofit hospitals was 
the highest among all types of ownership. State and 
local government-owned hospitals showed lower 
rates of growth. Their average daily census remained 
around 146,000. Their beds and admissions increased 
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Table A. Community hospitals, k)eds, and services, and percent change: United States, selected years 1972-78 

Year 

1972 ........................ 
1973 ........................ 
1974 ........................ 
1975 ........................ 
1976 ........................ 
1977 ........................ 
1978 ........................ 

1972 -78 .................. 
1977- 78 .................. 

Average 

of 
hospitals 

beds in 
i!housands 

daily 
visits 

census 
of stay 
in days 

Number in thousands 

5,746 879 75.4 30,709 663 162,668 7.9 
5,789 898 75.7 31,671 680 173,068 7.8 
5,875 926 75.6 32,866 700 188,940 7.8 
5,a75 942 75.0 33,435 706 190,672 7.7 
5,857 956 74.6 33,979 713 201,247 7.7 
5,881 969 73.8 34,273 715 198,708 7.6 
5,851 975 73.6 34,506 718 201,931 7.6 

Percent change 

1.8 10.9 -2.4 12.4 8.3 24.1 -3.8 
-0.5 0.6 -0.3 0.7 0.4 1.6 

Number lNumber of 
Ocwglncy 

Admissions 
Average 

Outpatient length 

Ipercent of beds occupied. 

SOURCE: (American Hospital Association, 19’73-79). 

by only 3 and 8 percent, respectively, and their occu
pancy rate and average length of stay declined by less 
than 3 and 8 percent, respectively. 

There were significant changes in the distribution 
of community hospitals and hospital beds by hospital 
bed size. Generally, the larger the hospitals, the 
higher were their rates of increase. This was true for 
both major bed size categories (i.e., small, medium, 
and large) and the further breakdowns by bed size 
within these categories (table C). The most signifi
cant increase occurred in the number of large hospi
tals (400 beds or more) which increased 20 percent 
from 464 to 557 during 1972-78. Medium-sized hos
pitals (100-399 beds) ir~creased 12 percent. In con
trast, the number of small hospitals (less than 100 
beds) declined 8 percent. 

Small hospitals had 147,000 beds, which account
ed for 15 percent of community hospital beds in 
1978 (see table D). Large hospitals had 324,000 
beds, about one-third of all hospital beds, and medi
um hospitals had 504,000 beds, a little more than 
half of all hospital beds. In terms of percent changes, 
the number of beds in small hospitals decreased by 6 
percent. For large hospitals, beds increased by about 
one-fifth. 

Regional Differermces 

As noted earlier, the number of hospitals in the 
United States increased”about 2 percent from 1972 to 
1978, however, regional differences were evident 
(tables E and F). While hospital nu]mbers in the New 
England, Middle Atlantic, and Pacific Divisions de-
creased by less than 4 percent, ot;her divisions had 
increases ranging from 2 percent for East North 
Central to 8 percent for South Atlantic. 

From 1972 to 1978, the number of hospital beds 
in the United States increased 11 percent from 

878,600 to 975,400. Unlike the regional variations 
evident in the number of hospitals, with some divi
sions increasing and others decreasing, all of the 
divisions showed increases in the number of beds, 
ranging from a 2-percent increase in the Middle 
Atlantic Division to a 21-percent increase in the 
South Atlantic Division. These increases are in line 
with the previous findings that hospitals tended to 
expand their bed size, and that the numbers of hos
pitals and hospital beds increased in favor of large 
hospitals during the period under study. 

In measuring the adequacy of hospital facilities 
within a division, it is more meaningful to examine 
the bed-to-population ratios than the number of hos
pitals or hospital beds alone. The ratio provides a 
standard measure of hospital facilities relative to pop
ulation. In 1978, the bed-to-population ratios of the 
Central Divisions ranked the highest, with West 
North Central being first (5,82 beds per 1,000 popu
lation), followed by East South Central (4.86) and 
East North Central (4.69), Pacitic (3.57) and Moun
tain (3.83) were the only divisions with less than 4 
beds per 1,~00 population. Other divisions fell in 
between. 

For the United States, the number of beds per 
1,000 population increased 6 percent from 4.21 to 
4.47 during 1972-78. The bed-to-population ratios of 
the divisions showed increases ranging from 1 per-
cent for New England to 14 percent for East South 
Central. The ratios for the Mountain and Pacific 
Divisions decreased by nearly 3 percent. For some 
divisions, the bed-to-population ratios increased and 
then decreased with peak values sometime during 
1974-76. However, because some changes were slight 
and the observation time period was short, the peak 
values may not be significant. 

The Southern Divisions expanded the most in 
terms of the numbers of hospitals, beds, and bed-to-
population ratios. For the New England and Middle 
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Table B. Distribution of community hospitals, beds, and services, according to type of ownership: 
United States, 1972 and 1978 

Average
Year and Number Number of Oc;::,ncy Average Outpatient length
type of of beds in Admissions daily visits of stay

ownership hospitals ‘ thousands census in days 

1972 Number in thousands 

All ownerships .............. 5,746 879 75.4 30,709 663 162,668 7.9 

Private nonprofit .............. 3,301 617 77.5 21,862 478 111,317 8.0 
Proprietary ........................ 738 57 68.7 2,161 39 7,842 6.6 
State-local 

government ................... 1,707 205 71.0 6,686 146 43,510 8.0 

1978 

All ownerships .............. 5,851 975 73.6 34,506 718 201,931 7.6 

Private nonprofit .............. 3,339 683 76.2 24,428 520 141,862 7.8 
Proprietary ........................ 732 81 63.8 2,880 52 8,911 6.5 
State-1ocal 

government ................... 1,780 211 69.2 7,198 146 51,157 7.4 

Ipercent of beds occupied. 

SOURCE: (American Hospital Association, 1973-79). 

Table C. Distribution of community hospitals and percent change, according to hospital bed size: 
United States, selected years 1972-78 

Hospital bed size 

Year Total 
Small Medium Large 

6- 25- 50- 1oo- 2oo- 3oo- 4oo- 500 or 
24 49 99 199 299 399 499 more 

Number of hospitals 

1972 .......... 5,746 330 1,223 1,483 1,254 624 368 205 259 
1977 .......... 5,881 283 1,108 1,442 1,401 713 380 243 311 
1978 .......... 5,851 268 1,075 1,444 1,398 717 392 240 317 

Percent change 

1972-78 .... 1.8 -18.8 -12.1 -2.6 11.5 14.9 6.5 17.1 22.4 
1977-78 . 0.5 -5.3 -3.0 0.1 -0.2 0.6 3.2 -1.2 1.9 

SOURCE: (American Hospital Association, 1973-79). 

Table D. Distribution of community hospital beds and percent change, according to hospital bed size: United States, 
selected years 1972-78 

Hospital bed size 

Year Total 
Small Medium Large 

25- 50- 1oo- 2oo- 3oo- 4oo- 500 or 
2: 49 99 199 299 399 499 more 

Number of beds in thousands 

1972 .......... 879 6 44 106 176 150 125 89 182 
1977 .......... 969 5 40 104 196 173 129 108 214 
1978 .......... 975 5 39 103 197 174 133 106 218 

Percent change 

1972-78 .... 11.0 -16.5 -11.6 -2.1 11.9 15.7 6.4 18.9 19.6 
1977-78 .... 0.6 -5.3 -2.5 -0.4 0.2 5.9 3.1 -1.4 1.9 

SOURCE: (American Hospital Association, 1973-79). 
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Table E. Community hospitals, beds, and services, according to geographic division: United States, 1978 

Number Number of Beds per Average 

Geographic division of beds in 1,000 Oc::~2ncy length 

hospitals thousands population’ of stay 
in days 

United States ...... 5,851 975.4 4.47 73.6 7.6 

New England .............. 259 51.0 4.16 77.6 8.1 
Middle Atlantic ........... 636 167.9 4.56 81.7 9.1 
South Atlantic ............ 809 149.6 4.33 73.7 7.4 
East North Central .... 910 193.2 4.69 75.5 7.9 
East South Central .. 484 68.0 4.86 74.2 7.0 
West North Central ... 799 99.0 5.82 69.7 8.1 
West South Central.. 853 100.8 4.57 68.0 6.5 
Mountain ..................... 362 39.4 3.83 67.6 6.5 
Pacific ......................... 739 106.5 3.57 66.5 6.4 

1Ratios are based on 1978 preliminary diM~b3S Of the Population. 
Ppercent of beds OccuPied. 

SOURCE: (American Hospital Association, 1973-79; US. Bureau of the Census, 1979). 

. 

Table F’. Percent change inl community hospitals, beds, and services, according geographic division: United States, 1972-78 

Number Number of Beds per Average 
Geographic division of of 1,000 Occupancy length 

ra te2
hospitals beds population of stay 

Percent change 

United States .... 1.8 11.0 6.2 -2.4 -3.8 

New England .............. -3.7 2.4 1.2 0.8 
Middle Atlantic ........... -3.0 2.3 4.6 0.9 -2.2 
South Atlantic ............ 8.2 20.5 11.3 -4.5 -2.6 
East North Central ,... 1.9 10.0 9.1 -2.7 -4.8 
East South Central ,.. 3.6 21.1 14,1 -4.3 -4.1 
West North Central ... 2.3 11.2 8.8 -1.6 -2.6 
West South Central.. 3.4 18.6 7.5 -4.9 -7.1 
Mountain .,,,,,.,,,,,,,,.,,,,. 1.4 12.6 -2.8 -2.0 -1.5 
Pacific ......................... -1.5 6.9 -2.5 -1.2 -3.0 

1Ratios are based on 1978 preliminary estimates Of the Population 
Ppercent of beds occupied. 

SOURCES: (American Hospital Association, 1973-79; U.S. Bureau of tlhe Census, 1979). 

Atlantic Divisions, the numbers of beds and bed-to-
population ratios were up only slightly, while the 
numbers of hospitals decreased. For the Mountain 
Division, the numbers of hospitals and beds in-
creased, but not as rapidly as their population, and 
this resulted in a lower bed-to-population ratio in 
1978 than in 1972. For the Pacific Division, a rela
tively small expansion of hospital beds with a reduc
tion in the number of hospitals and a relatively large 
population growth resulted in a reduction of nearly 3 
percent in its bed-to-population ratio. 

The occupancy rate of hospitals in the United 
States was 73.6 percent in 1978, compared with 75.4 
percent in 1972. For the divisions, the rate ranged 
from 67 percent for Pacific to 82 percent for Middle 
Atlantic. The pattern of occupancy rates across the 
divisions was somewhat different from that of the 
bed-to-population ratios. While the Pacific and 
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Mountain Divisions had the lowest occupancy rates 
as well as bed-to-population ratios, the Eastern Divi
sions rather than the Southern Divisions had the 
highest occupancy rates. 

With the exception of the New England and Mid
dle Atlantic Divisions which had slight increases, all 
of the divisions experienced decreases in the occu
pancy rate, ranging from 1 to 5 percent. Similar to 
the bed-to-population ratios, some divisions had 
peak occupancy rates sometime during 1974-76. 
Again, because some changes were slight and the ob
servation time period was short, the peak values may 
not be significant. 

The average length of stay in the United States 
was 7.6 days in 1978, compared with 7.9 days in 
1972. A slight reduction in lengths of stay occurred 
in all divisions, ranging from 2 percent for the 
Mountain Division to 8 percent for the West South 



Central Division. In 1978, lengths of stay ranged 
from 6.4 days for the Pacific Di;sion to 9.1 days-for 
the Middle Atlantic Division. Ranking among the 
divisions was similar to that for occupancy rates, 
although the West North Central Division which 
ranked sixth in occupancy rate, ranked second in 
average length of stay. 

HeaIth Planning Goa.Is 

The National Guidelines for Health Planning 
prescribe fewer than 4.0 non-Federal, short-term 
hospital beds per 1,000 population, and at least an 
80-percent occupancy rate for health service areas, 
except under extraordinary circumstances (Health 
Resources Administration, 1978). When the number 
of beds per 1,000 population is larger than 4.0 or the 
occupancy rate is less than 80 percent, excess bed 
capacity contributes to the high cost of hospital care 
with little or no health benefit. Inappropriate use of 
beds can also increase the hospital charges to patients 
and push up health care costs. 

The bed-to-population ratios and occupancy rates 
of the United States in 1978 were farther away from 
the guidelines than in 1972. The bed-to-population 
ratio was up from 4.21 to 4.47 per 1,000 population, 
while the occupancy rate was down from 75.4 to 73.6 
percent. All the divisions experienced an increase in 
their bed-to-population ratios, except the Pacific and 
Mountain Divisions which were the only ones in 
1978 having ratios of less than 4 beds per 1,000 pop
ulation (3.6 and 3.8, respectively). The South Atlan
tic Division had a ratio of 3.9 in 1972, but it in-
creased to 4.3 in 1978. According to the guidelines, 
programs should be designed and implemented to 
reduce the bed-to-population ratios. 

As to the occupancy rates, all the divisions were 
below 80 percent in 1972, except the Middle Atlantic 
Division with 81 percent. By 1978, all the divisions 
declined slightly while the Middle Atlantic Division 
rose slightly. The result was that only the Middle 
Atlantic Division had an occupancy rate above the 
80-percent goal, while the other divisions were even 
farther away from the guidelines in 1978 than they 
were in 1972. 

To contain hospital care costs, appropriate utiliza
tion of existing bed facilities, constraints on hospital 
bed capacity growth, and improved planning and 
management are needed. Increased occupancy rates 
should not be achieved through unnecessary hospital 
admissions or increases in lengths of stay. 

Summary 

On the average, hospitals tended to expand their 
bed sizes, and the increase was in favor of larger 
hospitals. From 1972 to 1978, the total number of 

community hospitals increased only slightly, but the 
numbers of beds, admissions, average daily census, 
and outpatient visits all increased substantially. 
Proprietary hospitals had the highest percent increase 
in inpatient services, measured by the numbers of 
beds, admissions, and average daily census, but they 
had the lowest percent increase in outpatient serv
ices. Private nonprofit hospitals had the highest per-
cent increase in outpatient services among all types 
of ownership. 

The expansion of larger hospitals and bed size in 
the South led to higher rates of increase in bed-to-
population ratios. For other geographic divisions, in-
creasing numbers of beds and slightly decreasing 
lengths of stay resulted in a slight reduction in the 
occupancy rates, except in the New England and 
Middle Atlantic Divisions. From 1972 to 1978, the 
bed-to-population ratios rose from 4.21 to 4.47 beds 
per 1,000 population in the United States, the occu
pancy rate declined from 75.4 to 73.6 percent, and 
the average length of stay declined from 7.9 days to 
7.6 days. The bed-to-population ratios for the divi
sions ranged from 3.57 per 1,000 population for Pa
cific to 5.?2 for West North Central. The occupancy 
rate ranged from 67 percent for Pacific to 82 percent 
for Middle Atlantic. The average length of stay 
ranged from 6.4 days for Pacific to 9.1 days for Mid
dle Atlantic. Generally, the Central Divisions had 
the highest bed-to-population ratios and the Eastern 
Divisions had the highest occupancy rates and 
lengths of stay. The Pacific and Mountain Divisions 
ranked the lowest in terms of the bed-to-population 
ratio, occupancy rate, and length of stay. 

From the standpoint of the national health plan
ning goals, only the Pacific and Mountain Divisions 
had fewer than 4 beds per 1,000 population, and only 
the Middle Atlantic Division had an occupancy rate 
higher than 80 percent. Some divisions (e.g., West 
South Central) showed peak values in bed-to-
population ratios during 1974-76, followed by a de-
cline which may continue to 4 beds per 1,000 popu
lation or lower in the future. However, because of 
the slight changes and short observation period, it 
would be premature to project a continuation of this 
declining trend. Similarly, no favorable trend toward 
planning goals can be projected for the occupancy 
rate. Differences in the number of beds, occupancy 
rates, and lengths of stay across the divisions indicate 
a continuing uneven distribution of hospital 
resources and services relative to population needs, 
and relatively less etllcient use of hospital resources 
in certain geographic regions of the country. 
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Nursing Homes: Public Expenditures and 
Public Policya 

Overview 

The annual growth rate in expenditures for nurs
ing home care for 1967-77, which averaged more 
than 20 percent per year, was principally fueled by 
inflation (14.88 percent) and to a lesser extent by 
changes in the number of residents being served 
(5.44 percent) (Worthington, 1975; Gibson, 1979; 
National Center for Health Statistics, 1972a and 
1979). The latter figure was affected by a combina
tion of two factors as follows: 

. 3.85 percent resulted from increases in the size 
of the at-risk population, i.e., people over 65 
years of age (U.S. Bureau of the Census, 
1974); 

. 1.59 percent was because of higher rates of 
utilization among those at risk. 1 

In short, inflation, a greater number of elderly 
people, and an increased tendency among the elderly 
to use nursing homes raised expenditures for nursing 
homes by rates of more than 100 percent every 5 
years during most of the last two decades. In 1977, 
more than 1.1 million people 65 years of age and 
over resided in 18,900 nursing homes. These 
residents accounted for 4.8 percent of the U.S. pop
ulation 65 years of age and over (National Center for 
Health Statistics, 1979). 

In 1978, 46 percent of the financial support for 
nursing home patients came from Medicaid, the 
Federal and State cost-sharing program for the poor 
(Gibson, 1979). Most of the remainder came from 
the patients themselves. Medicare, the federally sup-
ported health insurance program for the aged, pays 
for little nursing home care. It covers a maximum of 
100 days of care per episode, only if the level of 
nursing home care required is skilled care. A patient 

“Prepared by William G. Weissert, Ph. D., National Center for 
Health Services Research, and WillPam ScanIon, The Urban Insti
tute, Washington, D.C. 

IDerjved from application of 1969 utilization r’dtfX tO 1977 POPllh

tion skrtistics by age category to estimate what utilization rates 
would have been in 1977 if 1969 rates had prevailed. 

co-payment of 20 percent of the charges is also re
quired after 20 days of a stay. Furthermore, the 
skilled care admission must be preceded by a 3-day 
hospital stay necessitated by the same problem. 
Combined, these criteria usually ensure that Medi
care nursing home coverage is limited to post acute 
rehabilitative care rather than the maintenance care 
that many nursing home residents need. Conse
quently, in 1978, Medicare provided only 4.7 percent 
of nursing home support (Gibson, 1979). 

Figures for 1977, the latest reporting period, show 
that 39 percent of all Medicaid expenditures were de-
voted to nursing home care (Health Care Financing 
Administration, 1979a). Since a substantial portion 
of Medicaid dollars come from the States, it is 
understandable why the States have acted to try to 
slow the dollar outflow. 

Within the broad discretion granted them by the 
Medicaid legislation, the States have attacked the two 
principal components of increasing costs— 
reimbursement rates and utilization rates—in the fol
lowing ways: 

They restrict reimbursement to resist increased 
outlays. 

They use utilization review and prescreening 
programs to keep people from entering nursing 
homes and force the discharge of those who 
should not be there. 

They restrict bed growth through requiring 
certificate-of-need reviews before new beds can 
be built. 

They promote and fund new settings for long-
term care, many of which are viewed as ways 
of reducing the increasing rate of use of nurs
ing homes by the at-risk population. 

Restricting Reimbursement 

Despite acknowledged access problems for some 
patients, the States have been reluctant to raise reim
bursement rates. Nonetheless, reimbursement rates 
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in Medicaid homes have continued to rise even fas
ter than rates in the rest of the health care sector 
(National Center for Health Statistics, 1972 and 
1979; Economic Report of the President, 1979). 

One factor that may have contributed to increased 
rates despite resistance from the States was a 1972 
Federal mandate which required that the States en-
sure their reimbursement rates were not arbitrarily 
set. Rather, the Federal law required that rates must 
be reasonably related to the costs of rendering care 
(1972 Amendments to the U.S. Social Security Act, 
Sec. 249). The intent of this law was to avoid possi
ble adverse effects on quality of care because of low 
rates. 

Effectiveness in cost containment exacts a price in 
other ways, however. Skimming-the practice of 
picking and choosing among applicants to select 
those easiest to care for– is apparently one unwanted 
effect of low rates. Though many nursing home ad
ministrators deny the existence of this practice, re-
cent research suggests that the pc]tential is great, and 
some evidence shows that it does happen 
(Governor’s Commission to Study Problems in 
Nursing Homes, 1973; Willemain, 1977; Scanlon, 
1980). Facing a sellers” market because of bed short-
ages, some administrators avoid patients who would 
require care beyond the ability of the home to render 
it without additional, expensive staff. Additional staff 
might drive the home’s average claily cost above the 
cap or flat rate, or reduce profit. 

The result is that many Medicaid-covered patients, 
especially those who require more than average care, 
have a difficult time securing admission to a nursing 
home. Often, such patients are inappropriately kept 
in expensive hospital beds while awaiting nursing 
home placement (U.S. General Accounting Office, 
1979; National Capital Medical Foundation, 1979). 

Utilization Review 

Whether the States’ utilization review efforts have 
been successful in keeping out of nursing homes 
people who would be better off sclmewhere else is a 
matter of considerable debate and. speculation. Em
pirical studies have yielded mixed results. Estimates 
of the proportion of patients who are inappropriately 
placed in nursing homes range from 6 to 76 percent 
of those now in nursing homes (Congressional 
Budget Office, 1977). This range demonstrates the 
difficulty in making reliable estimates of the 
problem’s magnitude. Whether or not someone is 
inappropriately placed in a nursing home depends 
partially upon availability of alternative sources of 
care and the efficacy and cost effectiveness of those 
alternatives. Also important to note is whether or not 
the placement is a transitional one only until better 
arrangements can be made. Some research suggests 

that placement may also be influenced by the 
patient’s choice (Noelker and Beckman, 1979). 

Nonetheless, few ideas have more current appeal 
than an aggressive program of nursing home 
prescreening. Virginia has adopted such a program, 
and it has received considerable attention from other 
States (Carries and Cook, 1977). Federal regulations 
already require a treatment authorization prior to ad-
mission (Code of Federal Regulations, Sec. 405). 
However, the emphasis of Virginia-style programs is 
on whether an alternative setting would be more ap
propriate, not just on certification that the patient’s 
condition meets minimal admission standards. 

Federal regulations also require the States to re-
view the appropriateness of continued stays in nurs
ing homes (Code of Federal Regulations, Sec. 405). 
Patients admitted to skilled nursing facilities must be 
reviewed within 30 days after admission (with certain 
exceptions) and at least every 30 days for the first 90 

,days, followed by a review at least every 90 days. Re
quirements for intermediate care facilities are less 
stringent. 

In practice, however, while the States have had 
substantial success in forcing reclassification of pa
tients from skilled to intermediate levels of care, few 
States have been willing to take the additional step of 
trying to force out of the nursing home a patient who 
is no longer qualified to remain institutionalized. 
Typically, if the stay has been of 90 days or more, 
the assumption is that the patient no longer has the 
community resources—home, furniture, or family 
support— to return to the community. 

Certificate of Need 

By 1979, almost all of the States had adopted a 
certificate-of-need law covering nursing homes 
(Feder and ScanIon, 1980). Though some States be
gan on their own, the impetus to broad adoption 
came from the National Health Planning and 
Resources Development Act of 1974, which required 
such reviews. That law specified that State laws must 
require certificate-of-need reviews for construction 
expenditures of more than $150,000 and any change 
in bed capacity or services. Without such certifica
tion, beds cannot be licensed, civil or criminal penal-
ties may be imposed, and construction may be halted 
by the State. 

These laws can be effectively used by the States to 
set bed growth limits. A recent survey showed that 
of 84,692 bed requests officially made to a group of 
Health Systems Agencies (comprising 81 percent of 
all such agencies) 23 percent of the requests were 
turned down. An additional large number of pro-
posed beds were never actually requested, presum
ably because of the prospect of being turned down 
(American Health Planning Association, 1979; Feder 
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and ScanIon, 1980). However, sometimes these 
limits can produce an inadequate supply of beds in 
terms of both need and demand (Scanlon, 1980). 

New Settings for Long-Term Care 

With the 1972 amendments to the U.S. Social 
Security Act (which covers Medicare and Medicaid), 
Congress authorized the then Department of Health, 
Education, and Welfare, to experiment with care set
tings other than nursing homes to see if they would 
provide more effective or less costly alternatives for 
some patients. 

Several major experiments have been funded, 
several more are planned, and one has been com
pleted. Findings from the completed study are not 
encouraging (Weissert et al., 1980; Weissert et. al., 
to be published). 

The study tested day care and homemaker serv
ices for the chronically ill, using a randomized exper
imental design. Patients in portions of six cities were 
offered one or the other service as an additional 
option under their Medicare program. Another group 
of patients did not receive the new service but con
tinued to receive their Medicare-covered and, if 
poor, Medicaid-covered services. Who received the 
service and who did not was decided by random 
choice once a pool of eligible beneficiaries had been 
selected. This ensured that those who received the 
new service were similar or identical to those who 
did not. After 1 year, the groups were compared. 
Day care showed no significant contribution to pa
tient functional abilities (physical or mental), patient 
contentment, or social activity level. Unexpectedly, 
institutionalization was not reduced by the new serv
ice. Indeed, institutionalization rates in the control 
group showed that most of the patients who used the 
new service were probably using it as an add-on to 
existing services since they were not the type of pa
tient who would go into a nursing home. Home-
maker services similarly provided few benefits and 
were used as an add-on. Homemaker services did 
raise patient contentment by a small amount and 
may have indirectly extended life for a few patients. 
Again unexpectedly, homemaker patients experi
enced increased use of hospitals, and it may have 
been these higher rates of hospitalization which kept 
patients alive longer. Each of the new services raised 
costs considerably–7 1 percent for day care and 60 
percent for homemaker services when compared to 
costs for the group which did not get the new serv-
ices.2 

zLirnitedexperiencewith home health care SUggeStS that it too 

may increase total health services use (Hammond, 1979). Addi
tional research is being sponsored by the National Center for 
Health Services Research. 

These results suggest that it may be diftlcult to 
design new services that will actually function as al
ternatives to institutional care rather than as simple 
expansions of benefits. Yet research in the field has 
barely begun, and new configurations of services are 
currently being designed that may provide better 
flexibility to patients, thereby increasing the likeli
hood that patients will use only what they need. This 
could keep costs down and increase the probability 
that the right types of patients will be served. 

Particularly promising is the effort by the Depart
ment of Health and Human Services to test the ef
fects of providing a case management function to 
elderly patients living in the community. This as
sumption is that social and health care specialists will 
be able to assess an elderly person’s health and social 
needs, and then design and implement a plan to en-
sure those needs are met. If successful, some pa
tients who are now going into nursing homes be-
cause they need certain unavailable services might 
find their needs met by arrangements made by the 
case manager (Federal Register, 1979). 

Another group of alternatives are institutions 
sometimes called board and care homes or personal 
care homes. At present, there may be more than 
200,000 beds in this type of home certified by the 
States. In addition, many housing units known as 
congregate living facilities have been funded by 
Department of Housing and Urban Development 
grants as well as private enterprise. Exactly how 
some of these differ from the lowest level of nursing 
homes other than in name is not yet clear. But the 
movement toward funding from social service and 
housing dollars rather than health dollars may have 
important implications for the health orientation of 
the facilities. They may emphasize social and 
residential care without as much emphasis on health 
care as is required by nursing home certification reg
ulations. This could make them less expensive, but it 
could also mean they are less effective or appeal to 
the wrong group, i.e., people who are not potential 
nursing home residents. Certainly, if they do serve 
as substitutes, one effect may be to save the States 
money by shifting costs to programs that do not in
volve large State matching requirements as does 
Medicaid. 

Despite such efforts, nursing home expenditure 
growth in one form or another seems inevitable at 
least for the foreseeable future. As the elderly popu
lation increases and new discoveries are made to ex-
tend life, more patients will enter nursing homes 
simply because their medical and nursing needs are 
so great that they cannot be met without continuous 
care. Demand already exceeds supply of homes in 
most States, and the gap is likely to widen. Research 
is needed on the potential benefits and feasibility of 
improving reimbursement policies to encourage 
homes to operate efficiently while admitting only 
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those patients who cannot be effectively served 
somewhere else (Weissert et. al., 1980). Increased 
Federal participation may also be demanded to offset 
some of the burden on the States. Pressures may 
also build to increase the proportion of the Federal 
budget devoted to services for the elderly above its 
current level of more than 30 percent of all Federal 
expenditures (Samuelson, 1978). In the meantime, 
the States are likely to use their policy tools of 
restrictive rates, utilization review, certificate-of-need 
review, and promotion of alternative care settings to 
hold down nursing home becl and expenditure 
growth. 
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Section IV 

Hmlth Core 
Cxpmditurm 



Health Care Expendituresa 

National Health Expenditures 

Total health care expenditures in the United 
States for 1979 were $212.2 billion, a 12.5 percent 
increase over the previous year, and slightly greater 
than the 11.3 percent increase in the gross national 
product (GNP) for 1979 (table 60). During the past 
two decades, the health care share of the GNP in-
creased from 5.3 to 9.0 percent. This has given rise 
to concern that health care expenditures are rising 
too fast and that the absolute levels are too high. 
Therefore, an understanding of the patterns and 
trends in “the various components of health care 
spending is desirable. 

This section discusses the components of expendi
tures for health care, and explains some of the rea
sons they are increasing. Health care prices are in-
creasing, because, among other things, the costs of 
inputs are rising. Utilization is increasing because of 
the growth and aging of the population. Also, the na
ture of health care itself is changing as medical tech
nology advances. 

One of the most important factors contributing to 
the relative growth of the health care sector was the 
growth of the hospital subsector. In 1979, 40.2 per-
cent of total health expenditures,” or $85.3 billion, 
was for hospital care, a 12.5 percent increase over 
the previous year. In 1965, by comparison, hospital 
care accounted for 33.1 percent of national health 
care expenses. 

Since hospital care has accounted for an increased 
share of the total health care dollar, it has been 
responsible for a disproportionate share of the rela
tive growth of the health care sector during the past 
15 years. However, during the past several years, the 
expenditure share for hospital care has remained 
stable. This was largely the result of increases in the 
expenditure share for nursing home care, thus show
ing that other subsectors are not immune from the 
inflationary pressures that have long plagued the hos
pital subsector (table 68). 

%%epdred by Marsha G. GoldFdrb, Ph. D., Mark C. Hornbrook, 
Ph. D., Joyce V. Kelly, and Akm C. Monheit, Ph. D., National 
Center for Health Services Research. 

Other long-run trends in expenditure shares that 
should be noted are: the decrease for drugs and drug 
sundries, from 12.4 percent in 1965 to 8.0 percent in 
1979; the increase for nursing home care, from 4.9 
percent in 1965 to 8.4 percent in 1979; and the de-
crease for research and medical facilities construc
tion, from 8.2 percent in 1965 to 4.7 percent in 1979 
(table 68). Interpretation of these expenditure share 
changes is facilitated by disaggregating total expenses 
into their various components. 

Any expenditure has three components–the unit 
price of the item, the quantity purchased, and the 
quality of the item (if all of the items are not strictly 

“ identical). Each of these components must be exam
ined to account for the increase in the whole. Specifi
cally, the overall rise in health care expenditures has 
been attributable to: 

. Increases in the price of care, which reflect (1) 
increases in the prices that providers pay for 
their inputs, (2) productivity lags between the 
health care sector and other sectors which, in 
turn, require wage increases to maintain the 
supply of labor, (3) increases in the market 
power of health care providers, and (4) in-
creases in the complexity and resource intensi
ty of the specific clinical services provided by 
health care providers. 

. Increases in utilization, in terms of the volume 
of hospital admissions, outpatient and emer
gency room visits, office visits, and so on. 

. Increases in the service intensity of diagnostic 
and treatment procedures. 

The relative contributions of each of these factors to 
hospital expenditures are displayed in table A. Infla
tionary price increases in inputs to the hospital (i.e., 
the cost of labor, food, fuel, supplies, etc.) were 
responsible for more than half of the total increase in 
hospital expenditures, while utilization increases ac
counted for more than a tenth of the rise, and the 
remainder was from increases in service intensity and 
quality. The procedure used to obtain net service in-
tensity tends to underestimate its role, because it is 
calculated as a residual and no allowance is made for 
substitution by the hospital in response to changes in 
prices. 
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Table A. Annual increases in hospital expenditures, 
according to components: United States, 1970-79 

Total 

1970 ......... 17.5 
1971 ......... 11.0 
1972 ......... 12.1 
1973 ......... 12.0 
1974 ......... 16.0 
1975 ......... 17.5 
1976 ......... 19.1 
1977 ......... 15.6 
1978 ......... 12.8 
1979 ......... 13.4 

1970-79 .... 14.7 

Component 

Price Service 
of care’ 

Uti/iza tionz 
intensitfl 

Percent annual increase 

7.5 3.2 5.9 
6.4 -1.1 5.5 
5.8 1.6 4.3 
6.0 2.5 3.0 

10.1 3.3 2.0 
10.6 0.9 5.2 

8.8 3.6 5.7 
8.1 1.1 5.7 
8.4 0.6 3.4 

10.1 1.7 1.3 

Average annual increase 

8.2 1.7 4.2 

! Labor, food, fUel, Supplies, ‘tc. 

zlnpa~ent day eqUiVaien~a. 

Scalculated as a residual Cste90rY. 

SOURCES: (Americsn Hospital Association, 1970-79; Freeland, 
Anderson, and Schendler, 1979). 

. 

Given the sheer number of separate factors that 
can potentially contribute to health care costs, the 
inflationary problem in the health care sector is 
exceedingly complex. It involves changes in input 
prices, the nature of medical technology, the nature 
and incidence of illness, and the age and sex distri
bution of the population, as well as the nature of pa
tient and provider responses to these changes. No 
simple answer can explain the behavior of health 
care expenditures. Research and policy must employ 
multiple approaches to address the various dimen
sions of the problem. 

In the following sections, a brief review of 
research findings are presented on the three basic 
components of inflation in the health care sector: 
prices, utilization, and service ihtensity. 

Prices 

One reason why more is being spent for health 
care is that prices have risen. In this section, the 
overall behavior of health care prices is examined, 
and some alternative explanations of that behavior 
are offered. Finally, the Ibehavior ojf the cost of in-
puts to the hospital– a significant inflationary 
factor–is discussed in more detail. 

between 1970 and 1979, compared with the medical 
care component of the Consumer Price Index that 
doubled in value over the same period (table 63). 
Only recently, as a result of accelerated costs for 
food, fuel, and housing, has the growth in consumer 
prices surpassed that of medical care. 

Between 1978 and 1979, the Consumer Price In
dex less medical care grew by 11.5 percent, com
pared with 9.4 percent for medical care goods and 
services (table 64). One impact of this inflation is 
that rising prices have been the major component of 
the increase in health expenditures. Between 1973 
and 1979, for example, 66 percent of the growth in 
health care spending could be attributed to prices. 
Further, price increases as a percentage of total 
health expenditures accounted for 72 percent of the 
increase in medical expenditures in 1979 (table 61). 

A disaggregation of the medical care component 
of the Consumer Price Index reveals that charges for 
medical care services, particularly for hospital care, 
had the greatest impact on the differential in growth 
between medical and consumer prices (table 64). 
Hospital service charges, semi-private room charges, 
and operating room charges all showed annual per-
cent changes in their indices in excess of 10 percent 
for selected periods between 1970 and 1978 (Nation

.� al Center for Health Statistics, 1980b). 1 Indeed, 
between 1971 and 1978, the adjusted hospital ex
pense per inpatient day more than doubled (table 
70). Increases in hospital charges have resulted, in 
part, from increases in the cost of goods and services 
that the hospital must purchase to provide care. 
Between 1972 and 1979, the Hospital Market Basket 
Index (American Hospital Association, 1980) in-
creased at an average annual rate of 8.3 percent, and 
the National Hospital Input Price Index (Freeland, 
Anderson, and Schendler, 1979) showed approxi
mately the same rate of change. 

In contrast, the Consumer Price Index less medi
cal expenses exhibited changes of 6.7 percent from 
1970 to 1975 and 7.7 percent from 1975 to 1979. 
During the first half of the 1970’s, fees for physician 
and dental services grew by 6.9 and 6.3 percent, 
respectively, with the fcirmer just exceeding the 
growth in general consumer prices. Between 1975 
and 1979, however, physician fees accelerated to a 
9.7 percent annual rate of growth and dentist fees 
grew by 7.2 percent, both surpassing the growth in 
consumer prices (table 64). Prices of other profes
sional services, such as optometric services and rou
tine laboratory tests, and medical care commodities, 

Inflation ‘1978 data were used, because the Bureau of Labor Statistics re-

classified medical care services and commodity categories for 1979
Historically, medical care prices have consistently 

data and separate information is not provided for certain hospital
outpaced the growth of general consumer prices. service charges snd medical commodities for comparison during 

General consumer prices showed an 87-percent rise the 1970’s. 
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such as prescription and nonprescription drugs, grew 
at rates well below the Consumer Price Index 
between 1970 and 1975, and they have experienced 
rates of growth comparable to consumer prices from 
1975 to 1978. 

Since 1978, however, the growth in the Consumer 
Price Index has outpaced the growth in prices of all 
items in the medical care component. Whether this 
latest development proves to be an aberration from 
or a reversal of the long-term relationship between 
medical care and consumer prices will depend on fu
ture trends in food, fuel, and capital costs. 

In any event, the price trends previously discussed 
indicate that inflation is a major factor in the in-
creases experienced in the health care sector, despite 
any weaknesses in price statistics. However, there are 
certain methodological problems associated with ap
plying the Consumer Price Index and its medical 
care component to assess price movements. 

The Consumer Price Index has been criticized on 
two counts: for lack of taking changes in the quality 
of health services and products into account; and for 
items priced not being representative of actual medi
cal treatments and practices. Nevertheless, the med
ical care component of the Consumer Price Index is 
still the most widely used indicator of health care 
inflation. 

Structure of the Market 

The tendency for medical care prices to exhibit 
rates of increase historically surpassing those of gen
eral consumer prices reflects both the particular 
structural characteristics of the market for, and the 
nature of, medical care. The unique factors govern
ing both. the demand for and the supply of health 
care services have effectively insulated this market 
from those forces which, under the competitive 
model, work towards efficient use of resources. How-
ever, increasing prices may result from changes in 
underlying demand conditions, such as increasing in-
come or health insurance, and in underlying supply 
conditions, such as increasing production costs, 

Significant market features of the health care sec
tor that have reduced competition and contributed to 
price inflation include: 

Predominance of third-par~ payment for health care 
through government subsidies and private health 
insurance.—Since 1965, the year before Medicare and 
Medicaid were implemented, the share of third-party 
payment for health care services has increased from 
48 percent to 68 percent in 1979 (table 67). Between 
1965 and 1978, the share borne by Federal, State, 
and local government increased from 22 percent to 
40 percent, and the share for people 65 years of age 
and over increased from 30 percent to 63 percent 
(table 73). Although the share paid by private health 
insurance has remained fairly stable for the general 

population, its distribution between age groups has 
altered. The proportion of medical care expenditures 
paid by private insurance on behalf of people under 
65 years of age increased from 27 percent in 1966 to 
36 percent in 1977, offsetting the decline in such 
payments for the elderly–from 15.9 percent to 5.8 
percent for the same time period (National Center 
for Health Statistics, 1980b). 

The proportion of the population with some form 
of health insurance coverage reached 90 percent by 
1976. The provision of third-party coverage for 
health care expenses separates payer from consumer, 
and hence, provides an incentive for consumers to 
seek and providers to supply more medical care 
(Newhouse, 1977).2 In the hospital sector, where 
third-party payments cover almost 90 percent of the 
costs of care, the subsidy effect has been found to in-
crease the demand for both the quantity and quality 
(i.e., sophistication) of care (Feldstein and Taylor, 
1977; Feldstein, 1977). 

Role of the physician as agent of the consumer.– 
Lack of consumer knowledge regarding the identifi
cation and treatment of illness and legal constraints 
on the use of medical care resources have created a 
relationship in which the physician acts as “agent” 
for the consumer-patient (Feldstein, 1974). As such, 
the physician demands various medical care services 
on behalf of the consumer and supplies other medi
cal care directly to the consumer. With extensive in
surance coverage and fee-for-service reimbursement, 
however, the agency relationship has the potential to 
yield excessive resource use. This wil[ occur when 
providers allow their preferences for inputs or in-
come to dictate the mode of treatment, rather than 
concern over the costs and benefits to the patient of 
alternative types of care. 

The ability of physicians to exercise discretionary, 
demand-inducing behavior has led to one provoca
tive interpretation that physician fees are set to offset 
the possible deterioration in “target” income levels 
resulting from increases in the physician-to-
population density. If this view is correct, past public 
policy designed to increase physician supply may 
have contributed to the inflation in physician fees. A 
recent alternative interpretation posits that as abso
lute physician supply increases, consumer informa
tion on price and quality is more costly to obtain. 
Consequently, consumers are less inclined to seek al
ternative sources of care when providers raise prices 

2Technj~al]y ~Peakjng, two kinds of subsidies to medicalcare 
demand are present under existing forms of public and private 
health insurance. The first arises through the decline in user prices 
because of co-payment provisions. The second results from the 
tax treatment of employer and employee purchases of health in
surance (Mitchell and Vogel, 1975). The latter encourages in-
creases in expenditures for health insurance, and this leads to in-
creased medical care utilization as dkcussed above. 
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in physician-rich market areas (Pauly and 
Satterthwaite, 1980). However, the available empiri. 
cal research has failed to reach a consensus in sup-
port of target income or demand-inducing behavior 
as the primary mechanism governing the market for 
physicians’ services (Sloan and Feldman, 1978). Re-
cent evidence suggests that while physicians have 
some degree of market power, their ability to raise 
fees is limited by marlket forces (Hadley, Holahan, 
and ScanIon, 1979). 

Provision of a signijlcant portion of medical care 
(i.e., hospital) and insurance services by nonprofit 
institutions. –Since managers of nonprofit firms can-
not distribute “profits” separately, incentives arise to 
depart from the most profitable or least costly mode 
of operation for producing a given product. Conse
quently, the production, and distribution of medical 
care and health insurance services organized on a 
nonprofit basis have been characterized by a variety 
of ncmmonetary considerations. These include 
enhancing the prestige of the institution, expanding 
the quantity and/or quality of hospital output, 
and broadening the scope of insurance coverage 
(Clarkson, 1972; Jacobs, 1974; Bays, 1979; Frech, 
1976; Frech and Ginsburg, 1978). 

Competition among nonprofit hospitals is not like
ly to be based upon price, but rather upon the availa
bility of technically sophisticatecl, cost-enhancing 
services (Salkever, 1978). Similarly, nonprofit and 
commercial health insurers have been alleged to 
compete through completeness of insurance cover-
age, which has the effect of increasing the demand 
and cost of medical care,, rather than through premi
ums on a common insurance policy (Frech and 
Ginsburg, 1978). 

Reimbursement of hospital services on a cost-incurred 
basis and of physicians on a fee-for-service basis. – In 
recent years, more than 50 percent of the revenue 
receivecl by hospitals has been determined retrospec
tively on the basis of actual costs incurred (American 
Medical Association, 1978). On this basis, it has 
been possible for hospitals to pass the costs of exces
sive resource use and expensive medical care tech
nology to third-party payers. Fee-for-service payment 
of physicians may also encourage increases in the 
provision of services, since income is tied to units of 
service provided (Monsma, 1970; Pauly, 1970; 
Reinhardt, 1975). 

In addition, broad application of “usual, cus
tomary, and reasonable” reimbursement criteria (as 
in Medicare and Blue Shield plans) can lead to infla
tion in fee ‘structures. Under such a payment 
mechanism, the physician’s customary charge for a 
procedure is the median charge by that physician in 
the previous calendar year. The 75th percentile of 
such customary charges for all physicians (often ad
justed for specialty) determines the prevailing charge. 
The reasonable charge (i.e. the maximum amount to 

be reimbursed in the next fiscal year) is the lowest 
amount of three charges—the actual charge billed, 
the customary charge, or the prevailing charge 
(Schieber et al., 1976). Physicians have little incen
tive to compete by price if payment is made at the 
prevailing charge level in the area. Since such reim
bursement is based upon the distribution of actual 
fees, an increase in fees of all providers in the area 
can raise future reimbursement levels. 

To counteract this potential problem, regulations 
were promulgated in 1976 to limit increases in pre
vailing. charges under the Medicare and Medicaid 
programs to those rises in the cost of maintaining an 
office practice and in the general earnings of the la
bor force. This has reduced Medicare reimburse
ments to physicians below what they would have 
otherwise been, but the regulations do not address 
how physicians determine actual patient charges. 
Moreover, as physician fees continue to escalate fas
ter than the charge limits, an increasing number of 
claims will be paid at the Medicare prevailing charge, 
so that existing geographic and specialty reimburse
ment differences become incorporated into a de facto 
fee schedule for Medicare. Such a scheme may pro-
vide inappropriate signals regarding current demands 
for the various types of physician services, and it 
may provide incentives for unnecessary utilization of 
these services (Burney et al., 1979). 

$ Barriers to entry, input substitution, and price 
information. –Legal requirements such as occupa
tional Iicensure seek to protect the public by main
taining quality standards, but they may inhibit poten
tial cost savings by impeding substitution of lower 
salaried personnel on given tasks (Frech, 1974; 
Monheit, 1980; White, 1978). State laws and infor
mal prohibitions on advertising by professional asso
ciations have had the effect of making it more diffi
cult for consumers to secure information on price 
and quality, thereby preventing them from consider
ing these factors in their decisionmaking (Benham, 
1972; Felclman and Begun, 1978). 

costs of Ilnputs 

The structural factors listed above act to impede 
possible cost-saving responses by providers. This be-
comes even more significant when their costs are ris
ing. A summary of the changes in the amounts, mix, 
and prices of inputs employed by one particular set 
of providers-hospitals —over the past decade illus
trates this point. 

Quantity of hospital inputs.–Labor, capital, medical 
supplies, food, and purchased services are the pri
mary inputs used to produce hospital Services. Hos
pital labor intensity per patient day increased by 19 
percent between 1971 and 1978. On the average, 
hospitals employed 272 persons per 100 patients at 
the beginning of the 1970’s; by 1978, 323 hospital 
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employees serviced 100 patients (table 70). The per-
cent of hospitals reporting availability of specific fa
cilities and services has increased markedly during 
the past two decades (Russell, 1979). For example, 
in 1958, approximately 25 percent of large communi
ty hospitals (300 or more beds) reported having an 
intensive care unit (ICU). By 1976, most large hospi
tals reported the presence of both ICU’S and 
coronary care units (CCU’S), while 57 percent of 
medium-sized hospitals (200-299 beds) and 29 per-
cent of smaller hospitals (100-199 beds) also report
ed their presence (Russell, 1979). The first end-stage 
renal dialysis programs were established in the early 
1960’s. By 1976, more than 50 percent of large hos
pitals and 20 percent of medium-sized hospitals re-
ported treatment programs (Russell, 1979). 

Looking at specific items of equipment, similar 
rates of diffusion are documented. For example, in 
1960, approximately 70 percent of large hospitals, 40 
percent of medium-sized hospitals, and 10 percent of 
smaller hospitals reported the presence of an elec
troencephalograph (EEG). By the late 1970’s, almost 
100 percent of large hospitals reported their pres
ence, followed by 90 percent of medium-sized hospi
tals and 40 percent of smaller hospitals (Russell, 
1979). Availability of real assets provides a more 
comprehensive indicator of capital.~ Real assets per 
bed increased by 28 percent and real assets per 1,000 
population increased by 37 percent during the period 
1971-77 (Schweitzer, 1980).~ 

Another view of input use by hospitals can be pro
vided by average expenditure share per operating 
dollar for various expense categories. Data for 1977 
indicate that payroll expenses, employee benefits, 
and capital expenditures comprised the three largest 
categories of hospital expenditures (Freeland, 
Anderson, and Schendler, 1979). Looking at varia
tion in labor and nonlabor shares over time, total la
bor costs have declined from 64 percent to 57 per-
cent of total hospital costs since 1971 (table 70). 
Thus, using the total operating budget as an output 
proxy, the hospital industry is becoming relatively 
more capital intensive. 

Hospital wages.– Between 1959 and 1969, hospital 
wages increased at a rate of more than 1 percent an
nually above wage increases in all industries (Fuchs, 
1975). Many observers argued that hospital employ
ees were simply “catching up” since their wages had 
been low relative to comparable employees in other 
industries. Using 1960 and 1970 Census data, Fuchs 

~Lack of uniform hospital financial accounting methods, including 
variation in purchasing and depreciation, introduces measurement 
errorin hospitalfixedasse[saccounts,so thatvariationover time 
.(or across hospitals) may be, in part, artifacts of accounting 
methods. 

4Schweitzer’s estimates are derived from asset dard compiled by 
the American Hospital Association. Because of revisions in the re-
porting format, such Ma are unavailable for 1978. 

(1975) tested this hypothesis and concluded that 
while health workers were poorly paid relative to 
workers in other industries in 1959, by 1969 they 
had risen to parity. 

Feldstein and Taylor (1977), using Bureau of La
bor Statistics data for 1968-75, compared later rela
tive wage gains and concluded that hospital employ
ees were better paid by the mid-1970’s than their 
counterparts. However, unlike Fuchs, Feldstein and 
Taylor did not adjust for differences in the quality 
and skills of the hospital work force. These investiga
tors hypothesized that market imperfections such as 
full-cost reimbursement, the absence of cost-
minimizing behavior by hospitals, philanthropic hos
pital managers, and other related factors may have 
been responsible for the later wage gains in the hos
pital sector. 

In a recent study, Sloan and Steinwald (1979) 
compared gains in hospital employee real wages to 
wage gains of relevant employees in other sectors, 
after adjusting for worker quality. They concluded 
that, during the 1960’s, hospital employee real wages 
rose both absolutely and relative to other employees, 
and that worker quality increased considerably, com
pared to industry reference groups. In contrast, dur
ing the 1970’s, hospital employees did not keep pace 
with inflation. In fact, Sloan and Steinwald found 
that occupation-specific real wages peaked around 
1972, and in many cases declined thereafter. They 
concluded that by the mid to late 1970’s, hospital 
employee quality-adjusted wages were lower than 
wages of reference industry employees. 

Turning to determinants of wage increases, Sloan 
and Steinwald found that the growth of third-party 
reimbursement and of real per capita income during 
the 1960’s was partially responsible for large wage 
gains of hospital employees during that time. They 
also found that wage rates were positively associated 
with minimum wage laws and the presence of unions 
and mandatory licensure regulations.. However, ex-
planation of the recent downturn in relative quality-
adjusted wages must await further research. 

Hospital capital costs.–Capital costs faced by hospi
tals are treated differently than those faced by busi
ness firms because of third-party reimbursement of 
interest and depreciation expenses and the eligibility 
of nonprofit hospitals for tax exempt bonds and gifts. 
These unusual aspects of hospitaI capital costs are ad-
dressed below. 

The cost of capital is properly assessed by the 
most valuable alternative use of internal funds (i.e., 
equity), nondebt external funds (i.e., gifts and 
grants), and debt (Emrich, 1980; Long, 1979). While 
third-party payers ordinarily fully reimburse the cost 
of debt capital (interest expense), hospitals and 
third-party payers generally treat internal funds and 
gifts as cost-free. That is, they do not explicitly ac
knowledge that those funds could be used for other 
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purposes, such as investments that would earn in
terest. Until recently, hospitals rarely compared ex
pectecl rates of return on alternative investments; 
and third-party payers CIOnot consider use of internal 
funds and gifts as allowable expenses (except 
through depreciation of assets). For these reasons, it 
is not possible to assess the true price paid by hospi
tals for capital, and hence, it is not known exactly 
how this is changing over time. 

Financing sources for capital projects vary across 
the capital project size, hospital size, and ownership 
categories, but on the average there has been a trend 
away ]from government grants, philanthropy, and 
hospital reserves. Dependence of the hospital on 
debt financing has increased markedly over the past 
two decades. In 1969, approximately 35 percent of 
capital funds were obtained by borrowing (Van 
Nostrand, 1977). By 1973, this figure had risen to 54 
percent. By 1978, the debt figure had increased to 61 
percent (Mullner et aL, 1980). 

Six major types of debt instruments were used by 
hospitals to finance their projects in 1977: commer
cial loans (7 percent of debt), taxable bond issues (4 
percent], tax-exempt bond issues (39 percent), 
Internal Revenue Service 63-20 tax-exempt bond is-
sues (3 percent), Department of Housing and Urban 
Development loan guarantees (6 percent), and Hill-
Burton Act loan guarantees (0.7 percent). Among 
large community hospitals, tax-exempt bonds were 
the dominant means of financing capital construc
tion; among medium-sizled hospitals, Department of 
Housing and Urban Development loan guarantees 
represented the largest source (American Hospital 
Association, 1978). . 

Depending upon the bond rating, tax-exempt in
struments provide an interest subsidy to hospitals of 
several points below mar~ketrate (Schweitzer, 1980). 
Thus, in terms of interest rates alone, the cost of 
borrowing for hospitals lags behind market rates by 
several percentage points. However, the relevant is-
sue regarding hospital capital costs is not the interest 
rate per se, but the amount of debt. In 1976 alone, 
hospitals added $2.7 billion in debt (Schweitzer, 
1980), and debt service is rapidly growing. In 1977, 
it was estimated that payments for depreciation and 
interest by Medicare alone were increasing by more 
than $87 million annually (Van Nostrand, 1977). 

One reason for the increased reliance on debt 
financing is that hospitals are usually reimbursed on 
the historical value of assets, As a result, deprecia
tion accounts are increasingly insufficient to finance 
replacement and upgrading mainly because of price 
inflation, but also because of technological advance
ment. Thus, the full cost of capital is being shifted 
forward in time as hospitals must borrow to expand 
or modernize. 

Utilization 

Use of health services has increased considerably 
in recent decades, thereby increasing expenditures 
for health care. This overall increase has resulted 
from growth in the population and growth in the per 
capita use of health services. Between 1965 and 
1978, the U.S. resident population increased by 12.7 
percent to 218 million. Thus, even if per capita utili
zation rates had not changed, the total volume of 
services would have increased, contributing to the 
rise in health care expenditures. 

Utilization rates have also risen. They increased 
partly because of public policies that were imple
mented to improve access to health care and partly 
because of changes that occurred in the age, sex, and 
racial structure of the population. From 1960 to 
1978, the number of people 65 years of age and over 
increased from 9.23 percent of the population to 
10.66 percent, the number of women rose from 
50.74 percent of the population to 51.75 percent, and 
people of all races other than white increased from 
11,43 percent of the population to 13.46 percent. 
Since these three population groups tend to show 
greater use of health services, increases in their per
centage of the population are reflected in increased 
utilization rates. 

The following discussion documents the general 
growth of utilization rates, explores its causes, and 
describes recent initiatives to enhance appropriate 
use of health services.s 

Growth of Utilization 

Rapid growth in utilization of health care has oc
curred during the past two decades, especially among 
groups previously facing the greatest barriers to ac
cess. For example, the number of physician visits 
per person per year increased from 4.5 in 1964 to 4.8 
in 1978. For people other than whtte, however, the 
visit rate increased from 3.3 to 4.7. Between 1965 
and 1978, total discharges from short-stay hospitals 
per 1,000 population rose 8.5 percent overall, but for 
people 65 years of age and over, they increased 44.7 
percent. On the other hand, the average length of 
stay declined 5.1 percent overall, while showing a 
15.4 percent decline for the elderly. The net result 
was that the total days of care per 1,000 population 
during this period rose 1.8 ,percent for the population 
as a whole, but increased 21.5 percent for the popu
lation 65 years of age and over. Surgery rates for the 
country as a whole rose by 25.5 percent between 

5See also “Use of Ambulatory Care by the Poor and Nonpoor’” 
and “Regional and Income Differentials in Surgery” in this re-
port. 
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1965 and 1978; but for people 65 years of age and 
over, the rate increased by 64.7 percent. 

Changes in utilization by income level were also 
quite striking. In 1964, people with family incomes 
below $3,000 per year (approximately 20 percent of 
the population) averaged 4.3 physician visits per 
year. By 1978, those with family incomes under 
$7,000 (2O percent of the population) averaged 5.7 
visits per year. Physician visits for the remaining 80 
percent of the population averaged 4.6 per year in 
both 1964 and 1978. For people with family incomes 
under $3,000, total days in short-stay hospitals 
amounted to 148 days per 100 persons for 1963-65, 
compared with 162 days for people with family in-
comes below $7,000 for 1976-78; this represented a 
9.5-percent increase. Hospital utilization for the 
remaining 80 percent of the population actually de-
creased by 13.5 percent over the same period, from 
96 days per 100 persons per year to 83 days. 

To a considerable extent, these trends were the 
result of deliberate government policy. Aware of the 
large gap between perceived health care needs and 
ability to obtain that care, the Federal Government 
implemented several kinds of policies. First, and 
probably most important, were “demand-generating” 
programs, such as Medicare and Medicaid, aimed at 
improving the ability of the aged and medically 
needy groups to pay for health care. Of secondary 
importance were “supply-generating” programs 
aimed at improving the capacity of the health 
delivery system to provide care. Important “supply-
generating” legislation included the Hospital Survey 
and Construction Act of 1946 (Hill-Burton Act), the 
Health Professions Education Assistance Act of 
1963, and their subsequent amendments. These pro-
grams greqtly increased the supply of hospital facili
ties, physicians, and allied health personnel.h 

At the same time that public policies were leading 
to higher utilization, the ability of the nonaged and 
nonpoor population to pay for health care was being 
greatly enhanced by greater insurance coverage for 
workers and their families. The major motivation was 
the desire by workers to protect their families from 
the rapidly rising costs of medical care. However, a 
variety of other incentives induced employees to 
demand and employers to supply health insurance, 
and employee health insurance coverage grew. 

The willingness of employers to grant better in
surance coverage in bargaining negotiations results 
both from existing tax regulations and from bargain
ing arrangements. As a fringe benefit, the employer’s 
contribution represents non-taxable income to the 

bTheNationalHealthPlanning and Resources Development Act 

of 1974 is an important example of more recent legislation 
designed to control the extensive growth in supply that resulted 
from this earlier legislation. 

employee. For employees who itemize their tax re-
turns, their own contribution represents a tax deduc
tion. Also, for employers bound by cost-of-living es
calators in their labor contracts, a rising cost of living 
does not immediately lead to higher employer contri
butions to their employees’ health plans. That is, 
contributions to health plans are fixed for the dura
tion of the contract period (usually 12 months), re
gardless of the rate of inflation elsewhere in the 
economy. In contrast, cost-of-living adjustments are 
added to the employee’s basic hourly wage at a rate 
which is recalculated every 3 months, and the size of 
this cannot be foreseen in advance. At the beginning 
of the contract period, the corporate planner has 
more certain estimates of health insurance costs than 
of actual wage costs. Therefore, better insurance cov
erage is both an attractive benefit to employees and a 
particularly cost-effective concession for employers. 

The net effect of these public policies and private 
actions was that the percent of the U.S. population 
covered by health insurance rose from 74 percent in 
1963 to 90 percent in 1978, and access by Americans 
to the health care system, especially by the aged and 
poor, increased substantially. Given that both access 
and equity of access appear to have risen, a logical 
question is whether this greater use of health serv
ices has led to improved health status. However, this 
question raises exceedingly difficult issues of meas
urement and research design, and a careful discus
sion of the relationship between utilization and 
health status is beyond the scope of this section. 

Service Intensity 

Another factor contributing to the increases in 
health care expenditures during the past three dec
ades is changes in inputs of medical care goods and 
services. The net effect has been an increase in the 
total quantity of resources consumed per treatment. 
Hence, the cost of health care services would contin
ue to rise even if inflation in the general economy 
and growth or change in the population were not oc
curring. Changes in the treatment regimens for vari
ous diseases may reflect technological innovations 
such as new drugs (e.g., antibiotics), new procedures 
(e.g., endoscopy, nuclear scans, coronary artery by-
pass surgery, computed tomography, renal dialysis, 
and organ transplants), or new modes of delivering 
care (e.g., coronary intensive care units, neonatal in
tensive care units, and ambulatory surgical units). In 
addition, treatment changes may reflect a different 
mix of existing medical services, such as changes in 
the number and types of diagnostic tests, substitution 
of specialist physicians for general practitioners, or 
changes in the propensity to admit to the hospital or 
to perform surgery. As shown in table A, increases 
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in service intensity alone caused an estimated aver-
age annual increase in hospital expenditures of 4.2 
percent from 1970 to 1979. This intensity increase is 
seen, for example, in both inpatient and outpatient 
sectors. The number of personnel per occupied bed 
in non-Federal short-term general hospitals in the 
United States increased from 2.47 in 1968 to 3.23 in 
1978, or 30.8 percent l(American Hospital Associa
tion, 1979). The average size of a prescription, in 
terms of number of dosage units, increased by 39.2 
percent during this same time period (Trapnell, 
1979). 

The American Hospital Association’s Hospital In-
tensity Index rose by 55.4 percent during the period 
January 1970 through October 1979 (Cohen and 
Bachofer, 1980). This inldex measures the quantities 
of 37 hospital inputs provided per typical patient day, 
such as lab tests, X-rays, prescriptions, visits to the 
operating room, nursing manhours, and the like, 
weighted by base year costs (Phillip, 1977). 

In one study that examined patterns of treatment 
in a large multi-specialty, fee-for-service group prac
tice in Northern California for the 20-year period 
1951-71, dramatic changes were found (National 
Center for Health Services Research, 1977). For ex-
ample, the average number of laboratory tests for 
perforated appendicitis increased from 5.3 in 1951 to 
31.0 in 1971. For maternity care, the number of tests 
rose from 4.8 to 13.5 during this period. For breast 
cancer, the number of tests increased from 5.9 to 
27.4. Increases were also found for X-rays, in
travenous solutions, electrocardiograms, and inhala
tion therapy. In sharp contrast, the average length of 
stay for hospitalized cases showed a downward trend 
during the same period. Length of :stay for a normal 
delivery declined from 4.6 days to 2.8 days, and for 
breast cancer it declined from 12.7 days to 8.9 days. 
This latter effect was the major cost-saving change in 
treatment patterns found in this study. Other cost-
saving changes included am increase in the percent of 
deliveries without the use of a general anesthetic, 
substitution of partial mastectomies for radical 
mastectomies in the treatment of breast cancer, and 
a switch from inpatient to ambulatclry treatment for 
forearm fractures. Despite these and other cost-
saving changes, the overall effect was increased costs 
for treatment. 

A study of service intensity of hospital care es
timated that 38.7 percent of the rise in the adjusted 
cost per patient-day was caused by more intense util
ization of nine selected medical services— operating 
room visits, pathology tests, nuclear medicine pro
cedures, anesthesia, prescriptions, [aboratory tests, 
diagnostic radiology procedures, therapeutic radiolo
gy procedures, and units (of blood–and 41.6 percent 
of the adjusted cost per admission was the result of 
rising use of these services. Moreover, the relative 
impact of changes in service intensity on hospital 

cost inflation was found to increase during-. the ~eriod 
1968-71 (Redisch, 1974). 

Few studies of service intensity in the medical 
care sector have been conducted and many questions 
remain unanswered. Although service intensity is in-
creasing, it is not known why these “extra” services 
were presented. Were patients sicker? Was higher 
quality care being delivered? Were providers creating 
demand to maintain their incomes or were they prac
ticing “defensive medicine?” Were patients simply 
demanding more services? A number of possible ex-
planations for this increasing service intensity have 
been offered, including increasing demand, third-
party reimbursement policies, technological progress, 
redundancy in facilities, changing case-mix, ineffi
ciency, and the changing nature of the output. 

Increased demand for medical care arising out of 
increased insurance coverage can cause increases in 
service intensity in the following way. As the net 
price of medical care to the patient decreases, indivi
duals demand higher quality care and more amenit
ies, such as better food, more nurses, and better ac
commodations. The increasing insurance coverage, 
by reducing the price elasticity of demand, allows the 
provider to charge higher prices without reducing to
tal utilization. The new revenues may then be used 
to purchase new technology, hire additional staff, 
and raise patient amenities (Feldstein, 1971). 

Providers may have relative preference for acquir
ing new and complex technology; hospital adminis
trators obtain satisfaction from having the best-
equipped, most modern facilities. These facilities also 
serve as “technical amenities” to physicians, and 
hence, may serve as a means of attracting the most 
highly-qualified physicians to the hospital. Specialized 
medical technicians must then be hired to operate 
the new equipment,. and more complex modes of 
treatment become the rule. This may be the result of 
inter-hospital competition for physicians and pa
tients, and it is therefore important to know how the 
availability of competing sources of medical care af
fects service intensity. Where there are many com
petitors, competition takes place mainly along the 
quality dimension. This may be an interaction effect 
between competition and insurance coverage (Lee, 
1971; Davis, 1971; Salkever, 1978). 

Another hypothesis is that technological progress in 
the medical care sector has been resource-intensive 
in that the new methods that have been developed to 
combat disease and prolong life require highly spe
cialized and complex labor and capital inputs. Some 
examples of such methods include organ transplanta
tion, dialysis, continuous cardiac monitoring, radia
tion therapy, and computed tomography (Oftlce of 
Research and Statistics, 1972). Acquisition of new 
capital has several cost-increasing components: total 
purchase costs (purchase price and cost of financ
ing); local production costs (total direct and indirect 
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expenditures to produce the service for which the 
capital item was obtained, including labor and sup-
plies); induced and implicit costs (to produce other 
related services, for example, additional medical 
services required to support a new program); and 
external costs which do not appear on the providers’ 
books (such as increased production costs of nearby 
providers). One review of empirical data on several 
capital acquisitions concludes that initial purchase 
costs are ordinarily less than 10 percent of local pro
duction costs, but this ratio varies a great deal, and 
induced and implicit costs may be more important 
than production costs (Brown and Marks, 1980). 

Another potential factor behind increasing service 
intensity may be an expansion in the scope of serv
ices offered by hospitals, which reflects a reorganiza
tion of the delivery of services within the medical 
care sector and a change in the nature of output. For 
example, many short-term general hospitals now pro-
vide psychiatric inpatient and outpatient services, ex
panded social welfare services, and expanded emer
gency room services. Many of these services actually 
become overhead in that they are financed by all pa
tients through the average daily charge (Office of 
Research and Statistics, 1972). 

Another possible explanation of increased service 
intensity is the practice of “defensive medicine” by 
physicians. The threat of malpractice suits may in
duce physicians to order more extensive laboratory 
tests and X-rays, hospitalize marginal cases, and keep 
patients in the hospital longer. Increased insurance 
coverage lowers the net price of services to the pa
tient and reduces the financial burden of these in-
creased services, and this in turn reduces the incen
tives to economize on the part of both the physician 
and the patient (Office of Research and Statistics, 
1972). While many physicians report that they are 
practicing “defensively,” there have been no well-
designed studies of the direct influence of “defen
siveness” on patterns of practice (Trancredi and 
Barondness, 1978). 

A related hypothesis is that of “demand creation” 
by physicians. Given the physician’s role as an 
“agent” of the patient, which is taken on because 
the patient lacks the necessary knowledge to evaluate 
the quality, efficacy, or need for medical care, the 
physician is able to control the delivery of services to 
the patient. This control is reinforced by extensive 
health insurance coverage, which reduces the 
patient’s concern over the relative costs of any treat
ment option. In response to a perceived threat to his 
income, such as controls on reimbursement or in-
creased supply of physicians in the area, the physi
cian increases his fees and/or the prescribed quanti
ties of office visits, laboratory services, X-rays, surgi
cal procedures, and the like to maintain his income 
flow. One study of the impact of price controls under 
the Economic Stabilization Program (ESP), which 

was in effect from August 1971 through April 1974, 
showed that while ESP was relatively successful in 
slowing the rate of increase of physician fees for 
specific services, physicians were able to subvert 
these controls by shifting to a relatively more expen
sive mix of services (Hadley, Holahan, and Scanlon, 
1979). The same effect was noted for hospital care; 
during the ESP period, the price of hospital care was 
controlled, but revenues per unit of output rose sub
stantially, revealing a shift towards a more costly 
average product (Ginsburg, 1978). 

Another factor that could, in part, account for the 
changes in service intensity over time is changes in 
the nature of illnesses being treated in the hospital, 
clinic, and physician’s office, in terms of increased 
severity and complexity. Table B shows the relative 
contributions of changes in case mix and changes in 
diagnosis-specific length of stay to changes in overall 
average length of stay for PAS hospitals for the 
period 1964-76.7 The case-mix index measures the 
change in overall average length of stay because of 
the change in the mix of diagnoses admitted from 
one year to the next, holding diagnosis-specific 
length of stay constant. The diagnosis-specific length 
of stay index measures the change in overall average 
length of stay that would result from charges in pat-
terns of practice regarding length of stay for specific 
diagnoses, holding diagnosis proportions constant. 

Table B. Changes in case mix, diagnosis-specific length 
of stay and overall average length of stay for Profes
sional Activities Study hospitals: United States, 
selected years 1964-76 

Diagnosis- Overall 

Year Case-mix 
indexl 

specific 
length of 

average 
length of 

stay index2 stay in days 

1964 ......... 100.00 100.00 7.2 
1965 ......... 102.36 109.15 7.3 
1967 . 111.93 102.50 7.6 
1969 ......... 108.63 107.77 7.7 
1970 . 101.03 97.29 7.5 
1971 ........ . 103.60 93.90 7.4 
1972 ......... 107.01 90.36 7.3 
1973 ......... 108.07 88.20 7.1 
1974 ......... 110.86 85.42 7.1 
1975 . 112.41 83.62 7.0 
1976 . 113.69 81.66 6.9 

IChange in diagnosis-mix proportions, weighted by length of stay. 
lengthZchange in diagnos~c-specificof stsy, weighted by dis9nos~c 

proportions. 

SOURCES: (Rafferty and Hornbrook, 1979; Commission on Profes
sional and Hospital Activities, 1977). 

arethose lp,4s hospi~dls non-Federa[, short-term general hospitals 
in the United States that participate in the Professional Activities 
Study, a discharge abstract service sponsored by the Commission 
on Professional and Hospital Activities. The number of PAS hos
pitals rose from 319 hospitals in 1964 to 1,877 in 1976. While not 
a probability s~mple, PAS hospikds can be considered to be typical 
of most short-term general hospitals in this country (Commission 
on Professional tmd Hospital Activities, 1977). 
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Since 1970, the mix of cases admitted to PAS hos
pitals has been shifting steadily towards longer stay
ing types of diseases, so that the overall severity of 
patients treated can be said to have increased. Thus, 
case-mix changes may be playing a significant role in 
the current hospital cost spiral. 

Diagnostic-specific lengths of stay have been de-
creasing continually and dramatically since 1969. 
Despite the increase in the proportion of longer stay 
case types in these hospitals, overall average length 
of stay has been declining. This means that treatment 
regimens are being cut off earlier and/or compressed 
into fewer days; this may be increasing service inten
sity per day of care with resultant implications for 
hospital output.X Although presented as distinct fac
tors, the relationships previously described are not 
mutually exclusive. Alll of the factors identified 
should be included to achieve a complete explanation 
of service intensity variations. The greater use of in-
puts per treatment, patient day, or visit reflects a 
complex interaction among patient’s preferences and 
the preferences of hospilal administrators and physi
cians. A complete model of the utilization of hospi
tal services would take into account patient, physi
cian, community, and hospital characteristics. 

Anti-Inflation Strategies 

In recent years, a variety of policy initiatives have 
been proposed and implemented to deal directly with 
the rise in medical care costs.’) These include direct 
incentives for the more efficient use of health serv
ices, direct controls on the prices of these services, 
indirect financial incentives, and others. Some of the 
major programs include the following: 

Initiatives to Increase the Appropriateness of Care 

A number of public and private initiatives have 
been developed to reduce the extent of inappropriate 
utilization. A major governmental effort involves 
development of Professional Standards Review Or
ganizations (PSRO’S). The PSRO program, mandated 
by the Social Security Amendments of 1972 (Public 
Law 92-603), requires localities to develop PSRO’S 
staffed by local physicians, osteopaths, and nonphysi
cians. These PSRO’S review services provided under 
the Medicare, Medicaid, and Maternal and Child 

Hone study hil~ ~h~~n ~h:lt hospitals thtlt provide nlore si~ecific 
services to piatients tend to have better thtln exi>ected outcomes 

for those ptllients. However. ixstients treated in hospilt[ls thtit lend 
to keei> patients in longer for the particular diagnosis experienced 

worse outcomes than expected (Fiood el al., 1979). 

l)A comprehensive sumrmry of cost containment efforts is con
tained in Hea//h, CltIkY/Smfes, /978 (National Center for Hetilth 

Statistics, 1978). 

Health programs. In particular, they establish criteria 
for judging whether patient services are medically 
necessary and provided in an appropriate setting, and 
whether diagnosis and treatment are consistent with 
professional norms. 

Recent evidence indicates that PSRO’S are begin
ning to reduce utilization. The Health Care Financ
ing Administration annually conducts an evaluation 
of the PSRO Program. The 1978 evaluation indicated 
that, as of 1977, the average active PSRO had re
duced both days of care per 1,000 Medicare enrollees 
and hospital discharges per 1,000 enrollees by statis
tically significant amounts. However, no impact was 
evident on the average length of stay (Health Care 
Financing Administration, 1979a). While reductions 
in use varied among PSRO’S, the reductions were 
concentrated in the Northeast and West. These 
results indicated improved PSRO effectiveness when 
compared to earlier evaluations (Institute of Medi
cine, 1976; Health Services Administration, 1977). 
However, a more complete assessment requires an 
examination of whether such reduced utilization has 
affected either the quality of care or the health status 
of Medicare enrollees. 

One procedure whereby PSRO’S evaluate the ap
propriateness of utilization is concurrent review. 
Here, judgments about the necessity of admission 
and appropriate length of stay are made early in the 
admission episode, and services actually provided are 
reassessed periodically during the stay, According to 
recent evaluations by the Health Care Financing Ad-
ministration (1979a), PSRO concurrent review pro-
grams have now reached the point where dollar 
benefits of reduced utilization exceed administrative 
costs of concurrent review, indicating increasing cost 
effectiveness. 

The private and public sectors have established 
second opinion and prior approval programs to ex
amine the appropriateness of utilization. Second 
opinion programs are meant to reduce hospitalization 
and surgical procedures by requiring patients to ob
tain the advice of at least two physicians as to wheth
er surgery is desirable. One study analyzed the effec
tiveness of a second opinion program for the period 
1972-78 with a clientele of 660,000 persons. Results 
suggest that this program—run jointly by the Cornell 
University Medical College and six metropolitan 
New York labor unions–substantially reduced the 
probability of surgery (McCarthy and Finkel, 1978). 
More specifically, 27.6 percent of those advised to 
have elective surgery by the first physician were told 
that the surgery was unnecessary by the second phy
sician, a consulting board-certified specialist. As of 1 
year after the second opinion consultation, 77.9 per-
cent of the “not-confirmed for surgery” group had 
chosen not to have the operation. Furthermore, of 
those who chose to forego surgery, nearly two-thirds 
had no medical treatment within that year. 
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Similar programs are growing rapidly. For exam
ple, as of January 1980, 47 Blue Shield plans actively 
promoted free second opinion programs. Most of the 
remaining 22 Blue Shield programs and 68 Blue 
Cross programs will pay all or part of the costs ofa 
second opinion consultation, even if no formal 
second opinion program is in place (Blue Cross As
sociation, 1980). The public sector has also 
developed second opinion programs. For example, 
Medicare patients who voluntarily seek a second 
opinion will be reimbursed. Also, Massachusetts and 
Michigan have both instituted mandatory second 
opinion programs for Medicaid patients (Health Care 
Financing Administration, 1980 b). 

Prior approval programs have been instituted by a 
number of labor unions. Here, the provider must 
justify the need for a hospital admission or other ex-
pensive service to a peer review committee, a State 
agent, or a representative of the union’s insurance 
company. Prior approval is also required by some 
State Medicaid programs for specified medical or 
dental services (Committee on Interstate and 
Foreign Commerce, 1976). 

Corporations are finding ways to reduce health 
costs through strategies that indirectly reduce utiliza
tion, either in the short or long term. Such strategies 
include: offering Health Maintenance Organization 
memberships to their employees, setting up preven
tion and screening programs, and self-insuring their 
employees (Business Week, 1978). While Health 
Maintenance Organization membership is widely held 
to reduce hospitalization, the impact of the other 
programs is still in doubt. 

State Rate-Setting Programs 

In an attempt to sever the link between inefficient 
resource use and payment based upon actual costs 
incurred, a number of States have developed regula
tory programs designed to reimburse hospitals by 
predetermined per diem or per case rates. These 
States vary regarding payer groups covered and re
ceipt of special waivers granted by the Medicare pro-
gram. The latter permits the prospective rate to be 
applied to Medicare recipients. In general, rates have 
been established by review of budgets, cost struc
tures and service volumes, negotiations with institu
tions, comparisons with simiIar hospitaIs, planning 
agency recommendations, and movements in 
economic indicators (Bauer, 1977). 

Econometric evaluations of rate-setting programs 
in the early 1970’s in Rhode Island, New Jersey, and 
New York, performed for the Office of Research and 
Statistics, Social Security Administration, were re-
viewed by Hellinger (1978). He concluded that only 
in New York was a statistically significant negative 
impact of prospective rate setting on cost per patient 
stay ascertained. Rate setting in New Jersey and 

Rhode Island failed to display significant independent 
effects on costs; the experience of rate setting in the 
latter State could not be separated from the effect of 
the Economic Stabilization Program. The reduction 
in the rate of increase in average cost per patient day 
and average costs per admission, found in five hospi
tals in Western Pennsylvania that participated in a 
Blue Cross prospective reimbursement experiment, 
was viewed as inconclusive for two reasons. The first 
was that there was such a small number of hospitals 
involved, and the second was that there was a possi
bility of self-selection bias (i.e., the Likelihood that 
their choice to participate was governed by their abil
ity to control costs). 

A simiIar examination of these studies plus a re-
view of research on programs in upstate New York 
and Indiana by Salkever (1979) is far more critical of 
research design, methodology, and interpretation of 
econometric results. The finding that the Indiana 
program has held down costs is viewed as tentative, 
and Hellinger’s appraisal of the New York experience 
is regarded as questionable. Finally, claims of success 
in abating the rate of increase in costs by rate-setting 
commissions in States such as Connecticut and 
MarJ’land should be qualified since their experience 
has not been subject to rigorous econometric testing 
(Feldstein, 1979). 

Recently, Biles, Schramm, and Atkinson (1980) 
argued that a valid assessment “of the impact of rate 
setting requires an examination of more current data. 
They claim that early evaluations were conducted 
prior to 1975 when rate-setting programs were still in 
their infancy and not yet fully operationaL Further, 
the impact of the Economic Stabilization Program 
(August 1971 to April 1974) in States without rate-
setting programs may have blurred any comparison 
with States conducting rate review. Using State data 
compiled by the American Hospital Association, 
these authors computed annual percentage increases 
in hospital expense per equivalent admission for each 
year between 1970 and 1978. The mean yearly rates 
of increase for States with rate-setting programs were 
compared to those of States without rate review. 
From 1976 to 1978, the average annual rate of in-
crease in hospital costs in rate-setting States was 
found to be 11.2 percent, compared to 14.3 percent 
in States without rate review. 

While these results suggest that mandatory pro
spective rate-setting programs may have the potential 
to contain hospital costs, a complete econometric 
analysis is required to isolate the influence of rate re-
view from any underlying structural changes and oth
er regulatory programs affecting the hospital sector. 
For example, the data displayed by Biles, Schramm, 
and Atkinson show that the rate of increase in ex
pense per equivalent admission was decling in States 
with rate review as well as in States without rate re-
view between 1976 and 1978. It is not possible to 
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determine whether a more complete analysis would 
increase or decrease the estimated effects of rate set
ting. Moreover, there is a need tcl further examine 
the effect of rate setting on aspects of utilization such 
as case-mix and service intensity. 

Toward this end, the Office of Research, Demons
trations, and Statistics, Health Care Financing Ad-
ministration, is sponsoring a national hospital rate-
setting study with the aim of resolving these complex 
evaluative issues. Based on an analysis of the charac
teristics of the specific State programs, it is hy
pothesized in this study that the rate-setting pro-
grams in Maryland, New York, New Jersey, and 
Washington should result in reductions in the 
volume and intensity of services, with concomitant 
effects on costs per case and per day. These pro-
grams mandate either formal budget screens or 
formula-based reimbursement, and have implement
ed direct and indirect controls on occupancy rates, 
length of stay, and service expansion (Abt Associ
ates, Inc., 1979). 

Mandatory Wage and Price Controlls 

Between August 15, 1971 and April 30, 1974, 
mandatory wage and price controls were imposed on 
the national economy through the Economic Stabili
zation Program (ESP) and extended to the health 
care sector. For providers such as hospitals, these 
controls limited the increase in aggregate annual 
revenue to 6 percent to cover increases in costs. 
Increases in cost from wage and salary increases in 
excess of 5.5 percent a year, increases in nordabor 
expenses of more than 1!.5 percent a year, and ex
penditures for new technology exceeding 1.7 percent 
of total annual expenses were declared as nonallow
able for purposes of raising prices. Application and 
enforcement of the regulations were plagued by 
problems resulting from interpretation, uncertainty 
from frequent rule changes, determination of base 
year ancl volume definitions, arbitrariness of price 
limiting factors, and the attempt to meet cost con
tainment goals by using costs to justify price in-
creases (Ginsburg, 1976). For example, a failure to 
distinguish between marginal and average costs (the 
latter exceeding the former in the short-run) created 
incentives for hospitals to increase admissions, pa
tient days, and outpatient visits to enhance their 
reimbursement levels. Consequently, between 1972 
and 1974., hospital inpatient days and admissions in-
creased, and the decline in length of stay moderated 
(Salkever, 1979).’0 

Although indices of the rate of growth in hospital 
inflation declined during the period of ESP controls, 

lIJAsRafferty and Hornbrook (1979) demonstrated, the imPWt 

upon length of stay during the control periocl was the result of a 
shift to a more serious mix of cases typictidly requiring longer 
sttays. Illness-specific lengths of stay continued to decline. 
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a review of econometric investigations of the 
behavior of hospital costs by Salkever (1979) re
vealed mixed results. Two other studies failed to dis
close a significant negative effect on average costs 
per case or day (Ginsburg, 1978) or the rate of hos
pital price inflation (Feldstein, 1977). However, 
studies” by Lave and Lave (1978), Sloan and 
Steinwald (1979), and Salkever and Bite (1979) sug
gest that controls did effectively reduce the rate of 
hospital inflation. For providers such as physicians 
who were limited to aggregate weighted price in-
creases of 2.5 percent for costs, evidence from analy
ses limited to California Medicare data suggests that 
controls were successful in limiting the rise in physi
cian fees, although less successful in limiting expen
diture increases (Holahan et al., 1979). 

Certificate of Need 

Certificate of need (CON) and Section 1122 re-
view programs represent attempts to impose con
straints on hospital capital expansion. 11Analyses of 
these programs are plagued by various methodologi
cal and measurement problems, suggesting the need 
for future research using data that better reflect 
differences among CON programs and their outcome 
measures. Results of analyses to date are inconsistent 
regarding the effect of CON on investment com
ponents (i.e., beds, plant assets, and plant assets per 
bed), but they do seem to indicate that CON pro-
grams have not effectively constrained total hospital 
investment (Cohodes, 1980; Sloan and Steinwald, 
1979; Salkever and Bite, 1979). Several analysts be
lieve that hospital capital expansion activities might 
be more effectively curtailed by national technology 
assessment programs and coordination of health 
planning and rate regulatory activities. 

Summary 

The major points concerning current levels and 
patterns of health care expenditures are as follows: 

● Health care expenditures are continuing their 
rapid rise, reaching $212.2 billion for 1979; this 
represents an increase of 12.5 percent over the 
previous fiscal year, and accounts for 9.0 per-
cent of the gross national product. 

● Medical care prices more than doubled from 
1970 to 1979; price increases alone accounted 

IIsectjon 1122 of the Social Security Act as amended by Section 

221 of the Social Security Amendments of 1972 (Public Law 92-
603) established a program for State Planning Agency review of 
major capital expenditure projects (more than $100,000) by health 
care facilities. Participation by the States is voluntary, but it is 
mandatory for the health care facilities within participating States. 
As of January 1980, 30 States were participating. Interest and 
depreciation on unapproved projects are not reimbursed by the 
Medicare, Medicaid, or Maternal and Child Health programs. 



for more than two-thirds of the increase in 
health expenditures in 1979. 

. Hospital service charges have generally led the 
increase in medical care prices, with annual in-
creases in excess of 10 percent during the 
period 1970 to 1979. 

. Third-party payment for health care services 
has increased from 48 percent to 68 percent 
during the period 1965 to 1977. The proportion 
of the population with some form of health in
surance coverage reached nearly 90 percent by 
1977. 

. Hospital labor intensity per patient day in-
creased by 19 percent between 1971 and 1978. 

. Hospital capital intensity per bed increased by 
28 percent from 1971 to 1977; hospital real as-
sets per 1,000 population increased 37 percent 
during this period. 

. Occupation-specific, quality-adjusted wages in 
the health care sector rose relative to other in
dustries until 1972, after which wages did not 
keep pace with other industries. 

. Hospitals have markedly increased their reli
ance on debt financing of capital projects, from 
35 percent in 1969 to 61 percent in 1978. 

. From 1965 to 1978, the U.S. resident popula
tion increased by 12.7 percent to 218 million. 
The proportion of the population 65 years of 
age and over increased from 9.2 percent to 10.7 
percent during the period 1960 to 1978. 

. The number of physician visits per person per 
year increased from 4.5 in 1969 to 4.8 in 1978. 
Between 1965 and 1978, total discharges from 
short-stay hospitals per 1,000 population rose 
8.5 percent. 

. The average intensity of services per patient 
day in a community hospital rose by 55.4 per-
cent during the period 1970 to 1979. 

● Evidence on the evaluation of policies to con
trol health care expenditures is mixed. Policies 
designed to encourage use through a reduction 
of financial barriers to access (Medicare and 
Medicaid) and through an increase in the sup-
ply of services (Hill-Burton Act of 1946, Health 
Professions Education Assistance Act of 1963) 
have been highly successful. Efforts to control 
costs through prospective reimbursement, 
direct wage and price controls, certificate of 
need, and utilization review have had marginal 
effects to date. However, the various methodo
logical and measurement problems inherent in 
the early evaluations of cost containment 
efforts suggest the need for continuing 
research. 
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Table 1. Llvs births, crude birth rates, and birth rates by age of mother, according to racw United States, 
ssleotsd years 1956-78 

(Data are based on the national vital registration system) 

Crude 
Age 

Race and year 
birfhs 

birth 
ratel 

10-14 
years 

15-19 
years 

20-24 
yeara 

25-29 
years 

30-34 
years 

35-39 
years 

40-44 
years 

45-49 
years 

Total Live births per 1,000 women 

1950 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3,632,000 24.1 1.0 81.6 196.6 166.1 103.7 52.9 15.1 1.2 
1955 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4,097,000 25.0 0.9 90.3 241.6 180.2 116.0 58.6 16.1 1.0 
1960 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4,257,850 23.7 0.8 89.1 258.1 197.4 112.7 56.2 15.5 0.9 
1965 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3,760,358 19.4 0.8 70.5 195.3 161.6 94.4 46.2 12.8 0.8 

1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3,731,386 18.4 1.2 66.3 167.8 145.1 73.3 31.7 8.1 0.5 
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3,144,198 14.8 1.3 56.3 114.7 110.3 53.1 19.4 4.6 0.3 
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3,326,632 15.4 1.2 53.7 115.2 114.2 57.5 19.2 4.2 0.2 
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3,333,279 15.3 1.2 52.4 112.3 112.0 59.1 18.9 3.9 0.2 

White 

1950 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3,108,000 23.0 0.4 70.0 190.4 165.1 102.6 51.4 14.5 1.0 
1955 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3,485,000 23.8 0.3 79.1 235.8 186.6 114.0 56.7 15.4 0.9 
1960 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3,600,744 22.7 0.4 79.4 252.8 194.9 109.6 54.0 14.7 0.8 
1965 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3,123,860 18.3 0.3 60.6 189.0 158.4 91.6 44.0 12.0 0.7 

1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3,091,264 17.4 0.5 57.4 163.4 145.9 71.9 30.0 7.5 0.4 
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,551,996 13.8 0.6 46.8 109.7 110.0 52.1 18.1 4.1 0.2 
Len . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,691,070 14.4 0.6 44.6 109.8 113.8 56.3 17.8 3.8 0.2 
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,661,116 14.2 0.6 43.6 106.3 111.1 57.9 17.6 3.5 0.2 

All other 

1950 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 524,000 33.3 5.1 163.5 242.6 173.8 112.6 64.3 21.2 2.6 
1955 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 613,000 34.5 4.8 167.2 281.6 218.2 132.6 74.9 22.0 2.1 
1960 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 657,106 32.1 4.0 156.2 294.2 214.6 135.6 74.2 22.0 1.7 
1965 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 636,498 27.6 4.0 138.4 239.2 183.5 113.0 62.7 19.3 1.5 

Live 

1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 640,122 25.1 4.8 133.4 196.8 140.1 82.5 42.2 12.6 0.9 
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 592,202 21.2 4.7 108.6 143.5 112.1 59.7 27.6 7.6 0.5 
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 635,562 21.9 4.3 102.4 145.7 116.5 64.8 27.5 6.9 0.5 
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 652,163 22.1 4.1 99.1 145.7 117.3 66.7 27.0 6.5 0.4 

Black: 

1960 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 602,264 31.9 4.3 156.1 295.4 218.6 137.1 73.9 21.9 1.1 
1965 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 581,126 27.5 4.3 144.6 243,1 180.4 111.3 61.9 18.7 1.4 

1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 572,362 25.3 5.2 147.7 202.7 136.3 79.6 41.9 12.5 1.0 
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 511,581 20.9 5.1 113.8 145.1 105.4 54.1 25.4 7.5 0.5 
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 544,221 21.7 4.7 107.3 147.7 111.1 56.8 25.1 6.6 0.5 
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 551.540 21.6 4.4 103.7 147.5 110.6 59.6 24.0 6.0 0.4 

V-We births per 1,000 population. 

NOTE Data are baaed 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-parcent sample of births; for 1975-76, they are besad on 100percent of births in selected States and on a 60-percent sample of births in all 
other States. Baginning in 1970, births to nonresidents of the United States are excludd. 

SOURCE Nation~l Center for Health Statistics VW Statisticsof the Uni@dSfates, 1978, Vol. 1. Public Health service, DHHS, Hyattaville, Md. To be published. 
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Table 2. Birth rates for women 15-44 yeara of age, according to Ilve-birth order and r- Unltad Btatea, 
eelaotad yeara 1950-78 

(Data are based on the national vital registration S&em) 

Live-birth order 

Race and year Total 5 and
1 2 3 4 

Totall Live births per 1,000 women 15-44 years of age 

19501. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 106.2 33.3 32.1 18.4 9.2 13.2 
1955 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 118.3 32.8 31.8 23.1 13.3 17.3 
1960 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 118.0 31.1 29.2 22.8 14.6 20.3 
1965 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 96.6 2~.8 23.4 16.6 10.7 16.1 

1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 87.9 34.2 24.2 13.6 7.2 8.7 
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 66.7 28.4 21.2 9.5 3.9 3.7 
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 67.8 28.6 21.9 10.1 3.9 3.3 
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 66.6 28.3 21.4 10.0 3.8 3.1 

~lhite 

1950 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 102.3 33.3 32.3 17.9 8.4 10.4 
1955 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 113.7 32.6 32;0 22.9 12.6 13.6 
1960 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 113.2 30.8 29.2 22.7 14.1 16.4 
1965 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 91.4 26.9 23.0 16.2 10.2 13.1 

1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 64.1 32.9 23.7 13.3 6.6 7.4 
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 63.0 26.9 20.5 8.9 3.6 3.1 
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 64.0 27.3 21.1 9.5 3.5 2.6 
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 62.7 27.0 20.5 9.3 3.4 2.5 

Black 

1960 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 153.5 33.6 29.3 24.0 16.6 48.0 
1965 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 133.9 35.7 26.2 19.4 14.6 38.0 

1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 115.4 43.3 27.1 16.1 10.0 18.9 
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 69.2 37.4 24.6 12.8 6.3 8.1 
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 89.8 36.3 26.0 13.9 6.5 7.0 
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 66.6 35.3 25.9 14.2 6.7 6.6 

~Includesall other races not shownseparately, 

NOTE Beginningin 1970, birthsto nonresidentsof the UnitedStates are excluded. 

SOURCE NationalCenter for Health Statiathx VitalStat/stiesof the Urr/tedStates, 7978, Vol. 1. Publio Health Servioe, DHHS, Hyattsvllle, Md. To be published. 
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Table 3. Completed fertillty rates and parity distribution for woman 50-54 yeara of aga at the baghming of aalaoted years 
1925-79, according to color and bfrih cohorh United Statas, aalactad birth cofwta 1871-1929 

(Data are based on the national vital registration system) 

Age Com- Parity (number of children born alive)€
50-54 deted 

Color and 
as of fer- Total 7 

birth cohort 
January tility 0 1 2 3 4 5 6 or 

Total 

1871-75. . . . . . . . . . . . . . . . . . . . . . . . . 
1878-80 . . . . . . . . . . . . . . . . . . . . . . . . . 
1881 -85 . . . . . . . . . . . . . . . . . . . . . . . . . 
1886-90 . . . . . . . . . . . . . . . . . . . . . . . . . 
1891-95 . . . . . . . . . . . . . . . . . . . . . . . . . 
1898-1900 . . . . . . . . . . . . . . . . . . . . . . . 
1901 -05 . . . . . . . . . . . . . . . . . . . . . . . . . 
1908-10 . . . . . . . . . . . . . . . . . . . . . . . . . 
1911 -15 . . . . . . . . . . . . . . . . . . . . . . . . . 
1916-20 . . . . . . . . . . . . . . . . . . . . . . . . . 
1921-25 . . . . . . . . . . . . . . . . . . . . . . . . . 
1925-29 . . . . . . . . . . . . . . . . . . . . . . . . . 

White 

1871 -75 . . . . . . . . . . . . . . . . . . . . . . . . . 
1876-80 . . . . . . . . . . . . . . . . . . . . . . . . . 
1881 -85 . . . . . . . . . . . . . . . . . . . . . . . . . 
1888-90 . . . . . . . . . . . . . . . . . . . . . . . . . 
1891 -95 . . . . . . . . . . . . . . . . . . . . . . . . . 
1898-1900 . . . . . . . . . . . . . . . . . . . . . . . 
1901 -05 . . . . . . . . . . . . . . . . . . . . . . . . . 
1906-10 . . . . . . . . . . . . . . . . . . . . . . . . . 
1911 -15 . . . . . . . . . . . . . . . . . . . . . . . . . 
1916-20 . . . . . . . . . . . . . . . . . . . . . . . . . 
1921 -25 . . . . . . . . . . . . . . . . . . . . . . . . . 
1925-29 . . . . . . . . . . . . . . . . . . . . . . . . . 

All other 

1871 -75 . . . . . . . . . . . . . . . . . . . . . . . . . 
1876-80 . . . . . . . . . . . . . . . . . . . . . . . . . 
1881 -85 . . . . . . . . . . . . . . . . . . . . . . . . . 
1888-90 . . . . . . . . . . . . . . . . . . . . . . . . . 
1891 -95 . . . . . . . . . . . . . . . . . . . . . . . . . 
1898-1900 . . . . . . . . . . . . . . . . . . . . . . . 
1901 -05 . . . . . . . . . . . . . . . . . . . . . . . . . 
1908-10 . . . . . . . . . . . . . . . . . . . . . . . . . 
1911 -15 . . . . . . . . . . . . . . . . . . . . . . . . . 
1916-20 . . . . . . . . . . . . . . . . . . . . . . . . . 
1921 -25 . . . . . . . . . . . . . . . . . . . . . . . . . 
1925-29 . . . . . . . . . . . . . . . . . . . . . . . . . 

1 ratel more 

Distribution 01‘womenz 

1925 3,773.5 1,000.0 207.2 112.8 124.2 110.0 93.6 75.1 66.4 210.7 
1930 3,531.9 1,000.0 216.8 123.2 132.0 114.0 93.0 72.0 64.5 184.5 
1935 3,321.6 1,000.0 217.4 134.6 142.5 119.3 95.0 72.0 57.9 161.3 
1940 3,136.8 1,000.0 210.4 148.5 153.2 129.7 99.5 68.0 55.4 135.3 
1945 2,932.6 1,000.0 192.7 172.0 177.2 139.3 97.8 61.5 48.3 111.2 
1950 2,675.9 1,000.0 194.6 200.7 195.2 136.6 87.8 53.5 41.5 90.1 
1955 2,441.4 1,000.0 201.9 227.6 206.2 129.3 80.4 48.6 34.7 71.3 
1960 2,285.8 1,000.0 215.6 225.1 218.7 131.4 77.5 44.6 29.2 57.9 
1965 2,354.3 1,000.0 190.1 208.6 238.1 149.8 85.2 46.3 28.8 53.1 
1970 2,574.0 1,000.0 149.0 179.0 251.7 174.6 102.8 55.8 32.0 55.1 
1975 2,856.9 1,000.0 108.5 152.1 248.7 197.0 123.5 68.0 39.5 62.7 
1979 3,041.1 1,000.0 104.9 121.1 231.6 207.5 139.5 79.2 45.8 70.4 

1925 3,663.6 1,000.0 209.7 112.1 127.9 112.9 95.5 77.2 88.7 198.0 
1930 3,444.4 1,000.0 218.2 121.9 136.1 116.9 94.8 74.0 84.2 173.9 
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 !M.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 2,831.5 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 
i 965 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 28S.7 185.1 106.5 55.3 30.3 43.6 
1975 2,793.7 1,000.0 94.2 150.6 284.6 208.8 127.9 67.9 36.9 49.1 
1979 2,951.1 1,000.0 93.4 121.3 245.4 220.1 144.3 78.5 43.1 53.9 

1925 4,770.8 1,000.0 185.7 118.2 93.6 82.0 76.4 56.1 85.3 322.7 
1930 4,254.7 1,000.0 207.7 134.0 99.5 87.4 79.9 54.7 84.8 272.0 
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 81.0 62.3 43.0 39.1 130.5 
1980 2,529.1 1,000.0 287.5 266.6 114.5 73.2 60.1 43.5 35.6 119.0 
19s5 2,841.2 1,000.0 296.1 232.4 116.3 78.3 84.1 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 2i7.7 183.5 131.7 108.2 89.0 8a.7 56.4 184.8 
1979 3,666.7 1,000.0 188.9 120.9 132.0 118.7 103.8 83.0 86.7 186.0 

lNumber of children born alive to each 1,000 women who have completed their reproductive histories (women 50-54 yeara 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 yeara of age in 1979, an average of 3,041.1 children were born alive (about 3 children per 
woman). About 10 percent of the women in this cohort reached 50-54 yeare of age having had no children, about 12 percent had 1 child, and about 11 percent 
had 6 children or more. 

SOURCES National Center for Health Statistics Fertility Tables for Birth Cohorts by Color, United Sfates, 1917-73, by R. Heuser. DHEW Pub. No. (HRA) 78-
1152. Health Resources Administration. Washington. U.S. Government Printing Office, Apr. 197& Date computed from Vital Statistics of the United States, 
1978, Vol. 1. Public Health Service, DHHS, Hysttaville, Md. To be published. 
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Table 4. Selaotad meawres of taanaga fertllllty, according to age and racxx United Statas, 1966-78 

(Data are based on the national vital registration system) 

Age 

Race and year 
10-14 15-17 18-19 10-14 15-17 18-19 15-17 18-19 15-17 18-19 
years years years years years yeara years years years years 

Live births to Live births to 
Live births per 

Total! 
1,000 

Percent of all live births 
unmarried 

women per 1,000 
unmarried 

women per 1,000 
unmarried women total live births 

1968 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.0 35.1 113.5 0.3 5.5 11.4 14.7 30.0 403.7 201.3 
1969 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.0 35.7 112.4 0.3 5.6 11.2 15.2 31.5 412.8 210.7 
1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.2 38.8 114.7 0.3 6.0 11.3 17.1 32.9 429.6 223,9 
1971 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.1 38.3 105.6 0.3 6.4 11.3 17.6 31.7 445.4 232.0 
1972 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.2 39.2 97.3 0.4 7.3 11.7 18.6 31.0 458.5 246.8 
1973 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.3 38.9 91.8 0.4 7.6 11.7 18.9 30.6 466.9 255.7 
7974 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.2 37.7 89.3 0.4 7.4 11.4 19.0 31.4 482.5 270.4 
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.3 36.6 85.7 0.4 7.2 11.3 19.5 32.8 513.9 298.1 
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.2 34.6 81.3 0.4 6.8 10.8 19.3 32.5 540.2 316.1 
1977 . . . . ..! . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.2 34.5 81.9 0.3 6.4 10.4 20.1 35.0 565.5 343.7 
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.2 32.9 81.0 0.3 6.1 10.2 19.5 35.7 574.9 361.6 

White 

1968 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0.4 25.6 100.5 0.1 4.2 10.5 6.2 16.8 234.4 127.4 
1969 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0.4 26.4 99.2 0.1 4.3 10.2 6.6 17.0 240.3 129.0 
1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0.5 29.2 101.5 0.1 4.6 10.4 7.5 17.6 252.0 135.0 
1971 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0.5 28.6 92.4 0.1 4.9 10.4 7.4 15.9 251.7 131.7 
1972 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0.5 29.4 84.5 0.2 5.7 10.7 8.7 15.1 264.4 136.7 
1973..., . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0.6 29.5 79,6 0.2 6.0 10.6 8.5 15.0 276.4 142.6 
1974 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0.6 29.0 77.7 0.2 5.9 10.4 8.9 15.4 294.2 150.1 
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0.6 28.3 74.4 0.2 5.8 10.3 9.7 16.6 329.6 171.9 
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0.6 26.7 70.7 0.2 5.4 9.9 9.9 17.0 357.4 187.9 
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0.6 26.5 71.1 0.2 5.1 9.4 10.7 18.8 389.2 209.5 
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0.6 25.4 70.1 0.2 4.9 9.3 10.5 19.5 400.9 224.4 

Black 

1968 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.7 98.2 206.1 1.2 13.1 16.6 — — — — 

1969 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.8 96.9 202.5 1.2 13.1 16.7 72.3 129.1 720.9 482.9 
1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5.2 101.4 204.9 1.3 13.4 16.6 77.9 136.4 759.6 521.4 
1971 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5.1 99.7 193.8 1.3 14.0 16.4 80.9 136.3 796.3 560.3 
1972 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5.1 99.9 181.7 1.4 15.5 17.0 82.9 129.8 810.1 590.2 
1973. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5.4 96.8 169.5 1.5 15.8 17.1 81.9 123.0 825.6 603.8 
7974 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5.0 91.0 162.0 1.4 15.4 17.1 79.4 124.9 848.0 838.3 
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5.1 86.6 156.0 1.4 14.6 16.8 77.7 126.8 874.0 676.0 
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.7 81.5 146.8 1.3 13.9 16.0 74.6 121.6 897.4 709.0 
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.7 81.2 147.6 1.2 13.1 15.4 74.3 125.9 904.7 746.4 
1978 .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.4 76.6 145”0 1.1 12.2 15.2 70.3 124.3 909.1 764.8 

~Includes all other races not shown separately. 

NOTE: Beginning in 1970, births to nonresidents of the United States are excluded. 

SOURCE: Division of Vital Statistics, National Center for Health Statistics selected data. 
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Table 5. Legal abortfona, aooording to adectad patiant charactariatka, type of pmouiura, and fooatkm of faciltty 
United Statea, 1973-78 

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

Year 
Characteristic 

7973 1974 1975 1976 1977 1978 

Number of legal abortions reported 

Center for Disease Control . . . . . . . . . . . . . . . . . . . . . . . . . . 615,831 763,476 854,853 9SS,267 1,079,430 1,157,776 
Alan Guttmacher Institute . . . . . . . . . . . . . . . . . . . . . . . . . . . . 744,600 898,S00 1,034,200 1,179,300 1,320,000 1,409,600 

Percwt diairibution 

Total . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 100.0 100.0 100.0 100.0 100.0 100.0 

Age 

Under 20 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 32.7 32.7 33.1 32.1 30.8 30.0 
20-24 yeara . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 32.0 31.8 31.9 33.3 34.5 35.0 
25 yeara and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 35.3 35.6 35.0 34.8 34.7 34.9 

Color 

Wtite . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 72.5 69.7 67.8 66.6 66.4 67.0 
All other . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 27.5 30.3 32.2 33.4 33.6 33.0 

Marital status 

Marri@ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 27.4 27.4 26.1 24.6 24.3 26.4 
Unmarried . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 72.6 72.6 73.9 75.4 75.7 73.6 

Number of living children 

o . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 48.6 47.8 47.1 47.7 53.4 56.6 
1 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 18.8 19.6 20.2 20.7 19.1 19.2 
2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 14.2 14.8 15.5 15.4 14.4 14.1 
3 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8.7 8.7 8.7 8.3 7.0 5.9 
4 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.8 4.5 4.4 4.1 3.3 

4.2
5 or more. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.9 4.5 4.2 3.8 2.9 

Period of gestation 

Under 9 weeks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 36.1 42.6 44.6 47.0 51.2 52.2 
9-10 weeks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 29.4 28.7 28.4 28.0 27.2 26.9 
11-12 weeks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 17.9 15.4 14.9 14.4 13.1 12.3 
13-15 weeks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6.9 5.5 5.0 4.5 3.4 4.0 
16-20 weeks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8.0 6.5 6.1 5.1 4.3 3.7 
21 weeka and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.7 1.2 1.0 0.9 0.9 0.9 

Type of procedure 

Curettage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 88.4 89.7 90.9 92.8 93.8 94.6 
Intrauterine instillation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10.4 7.8 6.2 6.0 5.4 3.9 
Hysterotomy or hysterectomy . . . . . . . . . . . . . . . . . . . . . . . . 0.7 0.6 0.4 0.2 0.2 0.1 
Other . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0.6 1.9 2.4 0.9 0.7 1.4 

Location of facility 

In State of residence . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 74.8 86.6 69.2 90.0 90.0 89.3 
Out of State of residence . . . . . . . . . . . . . . . . . . . . . . . . . . . 25.2 13.4 10.8 10.0 10.0 10.7 

NOTE Percent distributions exclude cases for which selected characteristic was unknown and are baaed on aboftioms reported to the Center for Disease 
Control. 

SOURCES Center for Disease Controk Abortion Survei//arroe, 1976. DHEW Pub. No. (CDC) 7S-8205. Public Health Service. Washington. U.S. Government 
Printing Office, Apr. 1978, Abortion Survei//arrce, 1977. Public Health Service, DHEW, Atlanta, Ga., Sept. 1979, and Abort/on SrmvWanoe, 7978. Public Health 
Service, DHHS, Atlanta, Ga. To be published; Sullivan, E., Tietze, C., and Dryfoos, J.: Legal abortions in the United States, 1975-1976. Fare. P/arm. Perspaot. 
9(3)1 16-129, May-June 197Z The Alan Guttrnacher Institute: Personal conrrrrunioation, 1980. 
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Tablcr6. Legal aborttorm, abortion-related deaths and death rates, and relative rtsk of death, aocordlng to parlod of geatatlom 
United States, 1973-75 and 1976-78 

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

Yasr and period 
of gestation 

1973-75 

Total . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Under 9 weeks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
9-10 w*ks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
11-12 weeb . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
13-15 weeks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
18-20 weeks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
2,1 weeks and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

1976-78 

To@l . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Under9 weeW . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
9-10 weeks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
11-12 weeks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
13-15 weeks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
16.20weeks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
21 weeks and over . . . . ..". . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Abortion-related 
Number of deaths 

Relative 
legal 

Rate per risk of
abortions 

Number 10iMOo death’
reported 

abortions 

2,234,160 79 3.5 

928,814 6 0.6 1.0 
642,884 14 2.2 3.7 
355,217 12 3.4 5.7 
127,606 9 7.1 11.8 
150,754 31 20.6 34.3 

28,885 7 24.2 40.3 

3,225,473 33 1.0 

1,620,640 5 0.3 1.0 
882,051 6 0.7 2.3 
425,744 2 0.5 1.7 
127,890 8 6.3 21.0 
139,587 10 7.2 24.0 

29,361 2 6.8 22.7 

~Relative riskbaaed on the indexrate of 0.6 for 1973-75 and 0.3 for 197G76 for the gestationperiod under9 weeks. 

SOURCE Center for Oisease Controk Abortion Smvei//arrce, 7978. Public Health Service, DHHS, Atlanta, Ga. To be published. 



Table 7. Ever-married women 15-44 years of age ●nd percent dlabtfndfon by contmc@ve status and method of contraception uaad, according to labor force 
statue, race, and agm United 6tetae, 1973 and 1976 

(Data are based on houaehdd interviewa of samples of ever-married women in the childbearing ages) 

Number of Percent of 
Method of contraception 

Labor force status, ever-mam”ed ever-manied Female Ma/e Birth control Intrauterine 
Othe#women in women mung

race, and age 
thousands contraception Total sterilization steriYizationl pill device 

1973 1976 1973 1976 1973 1976 1973 1976 1973 1976 1973 1976 1973 1976 

IN LABOR FORCE 
Percent distribution 

Total~ 

15-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 13,284 16,307 85.6 88.9 IW.LO 13.0 14.5 9.0 11.6 41.4 38.0 10.1 9.8 26.5 26.1 

15-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,921 3,240 75.3 74.2 l@J.O *2.5 *2.6 0.8 *0.9 72.4 85.6 *9.8 9.1 14.6 21.8 
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5,212 6,847 67.0 69.9 l(M.O 9.6 15.0 9.5 10.8 42.1 40.0 13.1 11.3 25.7 22.9 

35-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5,151 6,120 59.4 59.5 100.0 24.4 21.8 14.2 20.2 18.3 18.5 7.0 8.2 36.1 33.3 

White 

15-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . +1,474 14,071 67.4 68.5 100.0 11.6 14.1 10.0 12.6 41.4 37.5 9.6 9.7 27.4 26.1 

15-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,616 2,980 75.0 76.1 l(M.O *2.2 *2.6 *0.9 *1.0 71.8 85.3 *9.5 9.0 15.6 22.1 

25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4,487 5,838 86.4 71.2 100.0 9.0 15.3 10.5 11.9 42.0 38.7 12.3 11.3 26.2 22.7 

35-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4,372 5,253 61.7 61.1 100.0 21.3 20.7 15.9 21.8 18.5 16.0 6.9 8.0 37.3 33.5 

15-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,881 i,979 57.3 58.4 100.0 23.8 18.5 *1.1 *2.8 42.8 42.6 13.7 11.3 18.6 24.8 

15-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 301 321 78.9 59.4 100.0 4.4 *2.8 *0.O *0.4 77.5 71.2 12.0 *8.9 *6.O *1 6.5 

25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 856 874 58.4 84.4 100.0 15.4 14.9 *1.6 *0.5 44.2 49.0 19.4 12.8 19.4 22.9 

35-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 704 764 47.0 51.4 100.0 47.5 31.0 *1.2 *7.O 16.1 20.1 8.3 10.4 26.8 31.5 

NOT IN LABOR FORCE 

Totals 

15-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16,883 15,461 66.9 84.7 100.0 14.1 16.3 11.4 12.1 32.9 30.8 10.2 10.1 31.5 30.7 

15-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3,672 3,342 80.3 82.3 1(K).O *6,2 5.3 *3.3 *1.8 58.2 62.0 *1 1.8 9.9 20.5 21.1 

25-34 years . . . . . . . . . . . . . . . ..!...... . . . . . . ...!.. . . . . . . . . . . . 7,519 7,257 72.7 88.2 100.0 13.7 16.5 10.9 10.7 32.4 29.7 13.3 11.4 28.8 31.6 

35-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5,772 4,882 83.4 59.6 100.0 19.5 23.8 17.2 22.0 18.3 10.2 *4.4 8.1 40.6 35.9 

8ee footnotesat end of table. 



Table 7. Ever-married women 1544 years of age and percent dlatrfbutlon by confrtwaptive afatus and metftod of contraception used, according to labor force 
status, race, end age: Unfted 3tatee, 1973 and 197&40ntinued 

(Data are based on household interviews of samples of ever-married women in the childbearing ages) 

Number of Percent of 
ever-married ever-married 

Labor force status, 
women in women using 

race, and age 
thousands contraception Total 

NOT IN IABOR FORCE-Con. 

White 

1544 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15,321 13,f3QLl 88.? r+=a“_.W tOO.O

15-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3,240 2,933 80.8 83.1 100.0 
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6,869 6,500 73.7 70.7 100.0 
35-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5,212 4,366 65.1 80.6 100.0 

Black 

15-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,448 1,334 54.0 54.2 100.0 

15-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 391 343 54.6 58.9 100.0 
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 571 550 80.0 55.8 100.0 
35-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 487 441 46.5 48.6 100.0 

lRefers onlyto currently married couples. 
20ther methods include diaphragm, condom, foam, rhythm, withdrawal, and douche. 
~lncludas all other races not shown separately. 

SOURCE: Division of Vital Statistics, National Center for Health Statistics Data from the National Survey of %mily 

Method of contraception 

Female Male Birth control Intrauterine 
sterilization sterilizatiorrl pill device 

Othe@ 

Percent distribution 

?3.: <5.5 12.2 j ~.g 32.2 30.8 9.9 9.7 32.6 30.7 

*6.O *4.7 *3.7 *2.O 57.1 62.9 *11.8 9.6 21.4 20.8 
12.9 15.7 11.4 11.6 32.1 30.0 i3.o 10.8 30.6 31.8 
17.6 22.7 18.2 24.0 18.0 9.7 *4.2 7.7 42.0 35.8 

27.4 27.3 1.4 0.8 40.5 30.8 14.0 14.5 16.6 26.7 

*9.3 *qj.2 *0.2 *0.4 S6.8 51.4 13.3 *1 3.0 10.4 24.0 
25.8 26.8 2.5 *0.3 38.6 31.3 18.2 14.9 14.9 26.7 
46.8 43.0 *0.9 *1.9 18.8 *1O.8 *8.4 *1 5.2 25.1 29.1 

Growth. 



Table 8. Death rates for all cauaes, according to raoe, sex, and agw United State% aaklad yaars 195&77 

(Data are based on the national vital registration system) 

Ymr 
Race, sex, and age 

1950 1955 1960 1985 1970 197!7 19761 19W 

Totalz Number of deaths per 100,000 resident population 

All agea, age adjusteda . . . . . . . . 841.5 764.6 760.9 739.0 714.3 638.3 627.5 612.3 
All ages, crude . . . . . . . . . . . . . . . . . 963.8 930.4 954.7 944.6 945.3 888.5 889.6 878.1 

Under 1 year . . . . . . . . . . . . . . . . . . . . . . . . . . . 
7-4 yeara . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . } 

754.6 
2,648.5 

113.4 
2,696.4 2,463.3 
109.1 95.9 

2,142.4 1,641.0 1,595.0 
84.5 70.8 69.9 

1,485.6 
58.8 

.59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 61.7 50.6 49.0 43.9 42.1 35.7 34.8 34.0 
10-?4 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 58.1 46.6 44.0 40.5 40.6 35.7 34.6 35.1 
15-19 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 108.6 97.3 92.2 95.3 1io.3 101.5 97.1 101.6 
20-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 146.0 134.9 123.6 126.6 148.0 136.2 131.3 133.5 

25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 159.3 135.5 130.8 134.0 144.2 136.7 129.3 132.1 

30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 199.4 163.0 160.7 767.9 172.9 751.0 144.8 140.9 

35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 263.7 238.6 233.6 242.4 247.1 209.6 198.4 195.5 
4044 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 441.3 379.8 370.2 370.0 377.0 326.1 313.4 304.7 
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 662.2 592.4 590.9 563.3 584.1 512.4 488.1 482.3 
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,042.2 947.1 943.1 924.0 689.3 784.6 767.7 754.7 
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,562.3 1,406.5 1,365.0 1,334.9 1,351.0 1,199.8 1,175.0 1,138.1 
50-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,329.0 2,097.8 2,148.3 2,120.9 2,003.5 1,632.7 1,822.8 1,784.9 
65-69 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3,328.2 3,166.2 3,141.7 3,045.3 2,958.2 2,574.7 2,541.5 2,480.4 
70-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5,152.0 4,695.1 4,720.6 4,420.6 4,370.8 4,050.5 3,948.3 3,847.1 
75-79 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7,979.3 7,367.2 7,204.0 6,9S0.3 6,721.8 6,205.1 6,186.7 6,073.0 
60-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 11,840.8 11,467.0 11,724.0 10,814.6 10,157.8 9,102.6 9,034.4 8,814.7 
S5 years and over . . . . . . . . . . . . . . . . . . . . . 20,193.4 18,983.3 19,857.5 20,059.0 16,344.9 15,187.9 15,486.9 14,725.9 

White male 

All ages, age adjusteds . . . . . . . . . . 963.1 905.0 917.7 911.1 883.4 812.7 796.8 781.5 
All ages, crude . . . . . . . . . . . . . . . . . . . . 1,089.5 1,069.6 1,098.5 1,087.6 1,086.7 1,015.3 1,010.4 988.2 

Under 1 year . . . . . . . . . . . . . . . . . . . . . . . . . . . 
1-4 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . } 

756.4 
2,877.9 

108.6 
2,684.1 2,408.0 

104.9 91.5 
2,113.2 1,594.4 1,511.8 

83.6 71.3 71.9 
1,429.7 

69.7 
59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 67.3 56.7 53.7 47.5 47.5 39.4 36.3 36.4 
10-14 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 67.1 56.4 51.6 48.7 48.5 43.3 42.8 42.5 
15-19 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 130.5 132.1 125.2 130.8 147.1 144.5 136.1 145.8 
20-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 173.0 182.5 1 %.9 171.0 199.0 189.5 182.4 190.0 
25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 170.1 156.0 152.1 157.3 169.2 168.9 159.8 167.3 
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 201.1 176.2 173.2 178.3 185.4 159.5 164.2 164.2 
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 293.4 258.5 253.4 256.3 260.4 230.2 219.2 219.3 
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 475.6 423.2 417.0 417.5 420.0 363.5 352.2 339.7 
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 773.7 700.4 709.3 687.1 664.6 606.0 586.6 565.1 
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,213.6 1,154.9 1,183.3 1,157.1 1,098.6 971.3 940.9 925.4 
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,661.4 1,760.8 1,764.6 1,751.5 1,774.6 1,534.6 1,496.4 1,440.0 
60-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,805.7 2,645.5 2,751.4 2,801.2 2,708.4 2,443.7 2,407.9 2,336.0 
55-69 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4,067.0 3,964.8 4,050.7 4,061.8 4,046.1 3,590.9 3,542.9 3,436.4 
70-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6,038.3 5,720.5 5,909.2 5,778.8 5,828.0 5,462.2 5,340.8 5,233.9 
75-79 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9,060.0 8,649.8 8,69S.7 8,741.9 8,693.4 8,253.6 8,246.8 8,104.6 
80-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 13,369.7 13,292.3 13,544.3 13,073.5 12,606.8 11,632.0 11,774.4 11,597.5 
85 yeara and over . . . . . . . . . . . . . . . . . . . . . 22,132.6 20,053.6 21,750.0 22,733.6 18,551.7 18,257.9 18,767.6 18,041.7 

See footnotesat end of table. 
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Table 8. Death rates for all cauaea, according to race, sex, and age United States, selected years 1950-77-Continued 

(Data are based on the national vital registration system) 

Year 
Race, sex, and age 

1950 7955 1960 1965 197f.Y 1979 197& 1977 

White female Number of deaths per 10rJOOO resident population 

All ages, age adjusteds . . . . . . . . . . 845.0 572.8 555.0 527.6 501.7 445.3 439.6 427.8 
All ages, crude . . . . . . . . . . . . . . . . . . . . 803.3 777.4 801.0 800.8 812.6 783.8 793.6 783.3 

Under 1 year, . . . . . . . . . . . . . . . . . . . . . . . . . . 
1-4 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . } 

586.5 
2,167.5 

90.3 
2,007.7 

85.2 
1,801.3 

74.6 
1,614.6 

66.1 
1,222.3 

57.1 
1,192.1 

55.9 
1,084.8 

55.0 
5-9 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 48.2 39.0 38.3 33.8 32.0 27.5 26.9 25.6 
10-14 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 41.3 31.8 30.8 28.0 27.9 ‘ 24.4 24.2 25.0 
15-19 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 62.3 53.9 50.3 50.1 57.8 52.4 52.6 55.2 
20-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 79.8 84.7 80.4 63.1 85.7 5S8 57.0 59.3 
25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 97.4 74.1 71.6 70.6 73.1 64.1 61.8 61.4 
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 128.9 101.0 97.1 101.6 97.2 84.3 80.9 78.3 
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 187.8 154.7 147.5 150.8 150.9 124.0 119.2 115.6 
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 288.8 246.8 237.9 235.7 232.0 206.9 184.0 191.7 
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 443.5 369.2 388.5 376.1 373.6 326.6 319.0 309.7 
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 657.8 575.9 580.3 567.4 559.5 499.7 488.4 480.1 
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,017.6 879.6 829.7 799.8 830.8 761.6 751.0 726.2 
80-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,621.1 1,385.7 1,362.2 1,281.8 1,222.9 1,149.5 1,157.7 1,144.0 
65-69 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,520.9 2,304.4 2,154.9 2,025.9 1,924.5 1,662.7 1,651.5 1,632.7 
70-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4,265.2 3,718.0 3,583.2 3,231.3 3,134.1 2,798.8 2,721.9 2,634.6 
75-79 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7,048.5 6,396.3 6,084.2 5,697.3 5,349.8 4,801.8 4,745.3 4,603.3 
80-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 11,061.8 10,528.4 10,654.3 9,587.5 8,869.4 7,813.5 7,743.4 7,494.9 
85 years and over . . . . . . . . . . . . . . . . . . . . . 19,676.8 19,156.1 19,477.7 19,353.7 15,980.2 14,494.1 14,823.3 14,039.7 

All other maled 

All ages, age adjusteds . . . . . . . . . . 1,356.5 - 1,187.5 1,211.0 1,217.2 1,231.4 1,097.5 1,072.1 1,045.9 

All ages, crude . . . . . . . . . . . . . . . . . . . . 1,251.1 1,133.3 1,152.0 1,”121.3 1,115.9 999.1 983.5 967.1 

Under 1 year . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
1-4 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . J 

1,438.8 
5,348.3 

212.2 
5,189.4 

207.3 
4,871.1 

‘178.3 
4,020.0 

144.7 
3,001.1 

108.8 
3,012.4 

107.5 
2,780.4 

108.1 
5-9 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 98.2 77.2 72.3 70.4 62.2 55.9 54.8 51.6 
10-14 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 95.8 75.5 78.8 65.0 67.8 57.4 49.9 53.9 
15-19 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 216.6 168.6 185.8 ~72.8 224.0 184.3 149.8 145.0 
20-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 365.4 316.0 274.9 292.0 415.5 340.7 300.1 276.6 
25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 429.4 379.9 343.0 392.2 456.6 435.8 389.9 382.0 
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 573.0 430.6 428.6 458.4 558.8 477.1 436.6 415.1 
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 702.0 566.4 599.2 662.8 723.7 830.8 580.5 580.8 
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,039.0 880.4 876.5 948.6 1,024.3 844.7 811.3 793.0 
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,458.5 1 ,3i 1.5 1,241.5 1,324.6 1,395.1 1,188.4 1,138.3 1,100.8 
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,332.7 1,889.0 1,916.2 1,887.4 1,935.3 1,690.0 1,883.3 1,624.2 
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3,266.3 2,693.7 2,500.5 2,492.6 2,639.5 2,392.8 2,352.8 2,310.8 
60-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4,274.0 3,874.9 4,053.8 3,940.8 3,534.4 3,280.8 3,371.4 3,380.1 
65-69 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4,605.4 4,580.3 5,103.7 4,853.1 4,759.2 4,036.7 3,983.4 3,795.2 
70-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6,340.5 6,088.5 6,493.2 6,433.9 6,557.3 6,534.9 6,394.1 6,196.1 
75-79 yeare . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8,884.1 7,169.9 7,628.0 8,180.5 8,483.1 8,254.3 8,428.5 8,650.4 
80-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9,291.9 9,695.2 11,017.4 9,725.4 9,855.8 9,167.4 9,010.0 8,986.0 
85 years and over . . . . . . . . . . . . . . . . . . . . . 15,742.1 13,766.7 15,238.7 15,761.8 11,405.2 11,693.8 11,519.1 11,286.1 

See footnotesat end of table. 
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Table 8. Daath rataa for all cauaas, according to raea, aax, and w Unhad Stataa, aalactad yaara 195CW7-Contlnuad

(Data are based on the national vital registration system)

Year
Race, sex, and age

1950 1955 1960 1985 1970 19751 197P 19771

Black male:

All ages, age adjustedt . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . .

Under 1 year . . . . . . . . . . . . . . . . . . . . . . . . . . .
1-4 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . }
5-9 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
10-14 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
15-19 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
20-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
60-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65-69 years..., . . . . . . . . . . . . . . . . . . . . . . . . .
70-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75-79 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
80-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1
85 years and over . . . . . . . . . . . . . . . . . . ...’

All other females

All ages, age adjustedt . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . .

Under 1 year . . . . . . . . . . . . . . . . . . . . . . . . . . .
1-4 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . }
5-9 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
10-14 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
15-19 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
20-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
4044 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
60-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65-69 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
70-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75-79 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
60-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 years and over . . . . . . . . . . . . . . . . . . . . .

See footnotesat end of table.

1,373.1
1,260.3

1,412.6

95.3
94.8

216.0
366.9
433.5
583.1
713.0

1,066.0
1,496.2
2,393.2
3,325.3
4,382.7
4,666.8
6,436.0

10,101.9

1,095.7
993.5

1,163.0

80.1
69.1

176.6
253.9
330.9
457.2
613.6
924.4

1,246.8
1,940.7
2,630.0
3,579.3
3,346.8
5,153.9
7,014.5
7,220.0

13,426.9

—
—

—
—
—
—
—
—
—
—
—
—
—
—
—
—
—
—
—
—
—

909.9
875.9

4,282.1
185.7

61.1
48.6
91.2

164.5

234.0
322.2
477,6
666.4

1,051.4
1,567.9
2,109.9
2,872.4
3,346.5
4,472.4
6,156.8
6,892.2

11,214.7

Number of deaths per 10QcWO resident population

1,246.1
1,181.7

5,306.8
208.5

71.9
79.2

166.5
271.8
356.3
447.4
627.9
912.3

1,296.7
2,016.7
2,664.5
4,199.6
5,226.5
6,664.5
7,653.7

10,757.1
14,644.8

893.3
872.6

4,067.1
174.4

61.0
44.2
80.4

135.8
210.2

307.8
448.1
660.8
919.4

1,419.5
1,951.8
3,019.5
3,474.4
4,742.5
5,879.2
8,477.5

12,871.2

1,270.3
1,163.0

5,039.9
182.3

72.0
65.8

176.6
300.0
404.4
489.4
704.9

1,007.3
1,395.9
1,986.4
2,633.8
4,226.9
5,039.8
6,559.0
8,461.4
9,919.6

15,966.7

631.4
822.6

3,872.7
156.7

54.5
40.2
60.2

121.6

189.2
266.0
435.6
637.7
870.5

1,246.4
1,677.8
2,649.3
3,206.2
4,257.2
5,714.0
7,866.8

12,998.0

1,318.6
1,186.6

4,298.9
150.5

65.1
63.8

230.9
448.8
505.4
622.3
794.9

1,117.3
1,514.9
2,075.3
2,825.8
3,778.7
5,051.3
6,936.6
8,827.8

10,629.9
12,222.3

770.8
775.3

3,169.4
123.3

46.0
36.6
84.7

138.1

185.2
250.0
395.7
586.3
829.0

1,153.0
1,606.4
2,218.8
3,129.5
4,466.4
5,782.2
7,421.5

10,266.9

1,174.3
1,064.0

3,253.5
114.6

57.6
57.1

167,4
357.3
476.8
531.4
671.2
924.4

1,270.2
1,822.9
2,548.0
3,466.3
4,201.5
7,045.5
9,080.2
9,736.7

12,450.9

648.3
662.5

2,523.0
93.0
36.8
31.6
65.4

110.7

141.7
183.4
286.9
434.7
657.8
914.1

1,367.4
1,939.0
2,331.0
4,667.0
5,832.0
6,180.9
9,177.3

1,151.1
1,051.8

3,282.8
112.9

57.0
50.7

147.3
316.7
422.3
486.5
629.0
863.9

1,240.1
1,826.0
2,522.4

3,566.3
4,118.2
6,932.8
9,426.9
9,555.1

12,375.0

635.1
660.0

2,542.2
86.1
35.4
29.0
56.9

107.2

139.3
180.7
261.8
426.1
625.6
928.6

1,312.6
1,917.0
2,229.2
4,452.1
6,132.6
6,333.6
9,175.2

1,127.6
1,037.0

3,038.7
113.6

53.6
55.7

143.0
287.2
412.8
465.8
610.0
862.9

1,206.2
i,765.1
2,472.3
3,565.0
3,937.4
6,699.0
9,886.7
9,853.8

12,030.0

621.3
672.5

2,304.5
87.1
34.3
28.0
62.8
99.1

131.7
165.6
256.1
404.1
599.7
914.5

1,307.5
1,895.0
2,176.1
4,298.6
6,450.8
6,265.0
8,673.5
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Treble8. Death rates for all causes, according to race, sex, and agw lfnlted Stat@s, salaotad

(Data are based on the national vital registration avstem)

years 1956-77-Contlnuad

. .

Year
Race, sex, and age

1950 1955 1960 1965 19701 1979 197fY 1977

Black female

AN agea, age adjusted . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . .

Underl year . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1-4 years . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . f
5-9 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
10-14 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
15-19 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
20-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
40-44 years, . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
60-64 yeare . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65-69 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
70-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75-79 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
60-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . .. . . . . . . . . . . }

1,106.7
1,002.0

1,139.3

78.2
66.6

172.7
251.3
330.5
463.6
615.7
930.1

1,262.7
1,969.8
2,674.4
3,633.3
3,383.2
5,201.2

8,347.0

—
—

—
—
—
—
—
—
—
—
—.
—
—
—
—
—
—
—
—
—
.

Number of deaths per 100,000 resident population

916.9
905.0

4,162.2
173.3

61.8
44.1
81.3

138.1
220.6
323.5
467.3
8S2.5
943.4

1,460.5
2,051.1
3,113.2
3,551.9
4,632.6
5,931.2
8,437.3

13,052.6

859.9
S60.6

4,001.1
159.3

56.2
40.2
81.0

125.5
195.9
304.6
457.9
68S.3
908.4

1,288.6
1,739.7
2,992.2
3,324.4
4,351.9
5,869.3
7,926.0

13,143.5

814.4
829.2

3,388.8
129.4

47.6
40.1
86.2

144.1
198.3
267.8
428.4
837.6
887.0

1,222.0
1,688.5
2,335.8
3,265.3
4,728.5
6,059.7
7,761.0

10,706.6

8S8.4
735.5

2,740.3
96.9
37.7
31.7
65.8

115.1
150.8
196.8
308.7
473.4
715.5
990.8

1,454.8
2,019.6
2,387.6
5,025.3
6,390.4
6,472.9
9,558.6

676.4
735.7

2,738.1
92.1
37.0
29.0
57.3

110.7
150.5
196.3
278.0
456.9
687.6

1,009.0

1,396.0
2,005.7
2,281.3
4,803.8
6,800.6
6,698.4
9,554.1

664.4
730.6

2,509.6
91.0
35.6
28.3
62.0

102.7
143.8
178.2
275.8
440.6
658.4
998.5

1,397.3
1,987.4
2,234.5
4,606.8
7,271.0
6,618.5
9,035.3

~Excludes deaths of nonresidenta of the United States.
%cludas all races and both sexes.
JAge adjusted by the direct method to the total pclpulation of the United States as enumerated in 1940, using 11 age groups.
ilncludes black males,
%cludes black females.

SOURCES: National Center for Health Statistics: Vital Ststisf/cs of the United States, Vol. 11,1950-77. Public Health Service. Washington. U.S. Government
Printing Officq Data computed by the Oivision of Analysis from data compiled by the Division of Vital Statistic U.S. Bureau of the Census Population estimates
and projections. Current Population Reports. Series P-25, Noa. 310, 519, 643, and 721. Washington. U.S. Government Printing Office, June 1965, Apr. 1974,
Jan. 1977, and Apr. 197~ 7950 Nonwhite Population by Race, Special report P-E No. 3B. Washington. U.S. Government Printing Office, 1951; General
population characteristics, United States eumnwy, 1960 and 1970. U.S. Census of Population. Final reporta P~l )-1 B and PC(I}131. Washington. U.S.
Government Printing Office, 1961 and 1972.
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Table 9. Ufe expectancy at birth and at 65 yearn of age, aocordlng to color and awc United 8fatas, aafectad pare 1960-1977

(Data are baaed on the national vital registration system)

Total Write All other
Specified age

and year Both
Male

sexes
Female ~&xt~ Male Female ~x~ Male Female

At birth Remaining life expectancy in years

19001 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 47.3 46.3 48.3 47.6 46.6 48.7 33.0 32.5 33.5
1950 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 68.2 65.6 71.1 69.1 66.5 72.2 60.8 59.1 62.9
1960 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 69.7 66.6 73.1 70.6 67.4 74.1 63.6 61.1 66.3
1970s . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 70.9 67.1 74.8 71.7 68.0 75.6 65.3 61.3 69.4
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 72.5 68.7 76.5 73.2 69.4 77.2 97.9 *.6 72.3
197& . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 72.8 69.0 76.7 73.5 69.7 77.3 68.3 64.1 72.6
19P . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 73.2 69.3 77.1 73.8 70.0 77.7 68.8 64.6 73.1

At 65 years

19WlW21 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 11.9 11.5 12.2 — 11.5 12.2 — 10.4 11.4
1950 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 13.9 12.8 15.0 — 12.8 15.1 — 12.5 14.5
1960 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 14.3 12.8 15.8 14.4 12.9 15.9 13.9 12.7 15.2
197@ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15.2 13.1 17.0 15.2 13.1 17.1 14.9 13.3 16.4
197% . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16.0 13.7 18.0 16.0 13.7 18.1 15.7 13.7 17.5
197& . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16.0 13.7 18.0 16.1 13.7 18.1
19772

15.8 13.8 17.6
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16.3 13.9 18.3 16.3 13.9 18.4 16.0 14.0 17.8

lDeath registration area only. The death registration area increased from 10 States and the District of Oolumbia in 1900 to the coterminous United States in
1933.
ZExcludes deaths of nonresidents of the United States.

SOURCES: National Center for Health Statistics Wtal Statistics Ratas in the United Sfabs 1940-1S60, by R.D. Grove and A.M. Hetzel. DHEW Pub. No. (PHS)
1677. Public Health Service. Washington. U.S. Government Printing Office, 196& t4ta/ Statist/cc of fbe fJrrited States, 7970, Vol. 11,Part A. DHEW Pub. No.
(HRA) 75-1101. Health Resources Administration. Washington. U.S. Government Printing Office, 1974 Final mortality statistics, 1975-1977. Mont/r/y Wa/
Stat/stica Report Vols. 25, 26, and 28, Nos. 11, 12, and 1. DHEW Pub. Nos. (HRA) 77-1120, (PHS) 7S-1 120, and (PHS) 78-1120. Health Resources
Administration and Public Health Service. Washington. U.S. Government Printing Office, Feb. 11,1977, Mar. 30,1978, and May 11,1979 Unpublished data from
the Division of VItel Statistics.
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Table 10. Infang late fetal, and perlnatal mortality rates, according to rata: United States, selected yeara 1950-77

(Data are based on the national vital registration system)

Infant mortality ratel

Race and year Neonatal
Late fetal Perinatal

Total
Post- mortality mortality

Under Under neonatal rat+ rat@
28 days 7 days

Toti4

1950 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1955 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1960 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1965 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

197@ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
19754 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
19764
19774; ::::::::::::::::::::::::::::::::::::::::::::::::::

White

1950 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1955 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1960 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1965 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

197@ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
19754 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1976` . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
19774 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

All others

1950 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1955 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1960 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1965 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

19704
l9754:::::::::::::::::::::::::::::::::::::::::::::::::::
197& . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
19774 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Black

1950 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1955 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1960 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1965 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

19704
19754 ::::::::::::::::::::::::::::::::::::::::::::::
19764
19774 :::::::::::;:::::::;::::::::::::::::::::::::::

Number of deaths per 1,000 live births

29.2
26.4
26.0
24.7

20.0
16.1
15.2
14.1

26.8
23.6
22.9
21.5

17.8
14.2
13.3
12.3

44.5
42.8
43.2
40.3

30.9
24.2
23.5
21.7

43.9
43.1
44.3
41.7

32.6
26.2
25.5
23.6

20.5
19.1
18.7
17.7

15.1
11.6
10.9

9.9

19.4
17.7
17.2
16.1

13.8
10.4

9.7
8.7

27.5
27.2
26.9
25.4

21.4
16.8
16.3
14.7

27.8
27.8
27.8
26.5

22.8
18.3
17.9
16.1

17.8
17.0
16.7
15.9

13.6
10.0

9.3
8.4

17.1
15.9
15.6
14.6

12.5
9.0
8.2
7.4

22.8
22.9
22.9
22.1

19.1
14.4
13.9
12.3

23.0
23.5
23.7
23.1

20.3
15.7
15.3
13.5

8.7
7.3
7.3
7.0

4.9
4.5
4.3
4.2

7.4
5.9
5.7
5.4

4.0
3.8
3.6
3.6

16.9
15.6
16.4
14.9

9.5
7.5
7.2
7.0

16.1
15.3
16.5
15.2

9.9
7.9
7.6
7.6

14.9
12.9
12.1
11.9

9.5
7.8
7.5
7.1

13.3
11.6
10.8
10.5

8.6
7.1
6.9
6.5

24.8
20.5
19.2
18.8

13.9
10.8
10.1

9.5

—
—
—
—

—
.
—
—

32.5
29.7
28.6
27.6

23.0
17.7
16.7
15.4

30.1
27.3
26.2
25.0

21.1
16.0
15.1
13.9

47.0
43.0
41.6
40.5

32.7
25.0
23.8
21.7

—
—.
—
—.

—
—
—
—-

~lnfantmortalityrate is the numberof deathsto infantsunder1 year of age per 1,000 livebirths.Neonataldeathsare deathswithin28 daysof birth;postneonatel
deathsare deathsthatoccur from28 days to 365 daysafterbirth. Deathswithin7 daysare consideredearly neonataldeaths.
zLate 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.
oPerinataldeaths are late fetal deaths plus Infantdeaths within7 days of birth. The rate is the numberof perinatsl deaths per 1,000 live birthsand late fetal
deatha.
“Excludesbirthsand infantand late fetal deathsoccurringto nonresidentsofthe UnitedStates.
%rcludesblack infants.

SOURCES National Center for Health Statistics Wta/Statisticsof the United States, Vol. 11,1950-77. Public Health Service. Washington.U.S. Government
PrintingOfficq Data computedby the Divisionof Analysisfromdata compiledbythe Divisionof VitalStatistics.
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Table 11. Infant mortallty rates, according to race, geographic dlvlsion, and Stak United States, average annual 1865-67,
1970-72, and 1975-77

(Data are based on the national vital rwistration swtem)

Geographic division
and State

1965-67 197G73 197tL7i=

TotaP White Black TotaP White Black Totafl White Black

Infant deaths per 1,000 live births

United States . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 23.6 20.6 39.8 19.2 17.1 30.9 15.1 13.3 25.1

New England . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Maine . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
New HampsMre . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Vemont . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Ma~chusetis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Rhode island . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Connecticut . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Middle Atlantic . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

New York . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
New Jersey . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Pennsylvania . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

East North Central . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

otio . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
lndana . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
lllinois. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Mictigan . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Wsconsin . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

West North Central . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

MnnB6ta . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
lowa . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Mi~uri . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
North Dakota . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
South Dakota . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nebmska . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Kan~s . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

South Atlantic . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

~laware . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Mayland . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
District of Columbia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Wrginia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
West Mrginia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
North Carolina . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
South Carolina . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Gmrgia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Florida . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

East South Central . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Kentucky . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .,
Tenne~e . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Alabama . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Mi~isippi . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

See footnotes at end of table.

21.2

22.6
21.1
21.9
21.1
21.3
20.8

22.6

22.7
22.5
22.6

22.7

21.4
22.9
24.8
22.7
20.6

21.3

19.9

19.7
23.9
21.0
23.3
20.3
20.4

26.9

22.5
23.4
31.3
25.4
26.1
28.8
29.7
27.8
26.4

29.1

24.8
26.2
29.0
38.4

20.4

22.6
21.0
21.9
20.4
20.3
19.3

19.7

19.6
18.7
20.4

20.5

19.8
21.5
21.0
20.5
20.1

19.9

19.6

19.5
20.5
20.3
20.9
19.6
19.4

21.2

17.9
20.0
22.8
21.3
25.4
21.4
21.6
20.6
20.8

228

23.2
22.4
22.3
23.5

36.7

*27.3
*46.5
*20.4

36.9
46.8
35.3

39.5

39.0
40.8
39.4

38.7

35.5
37.2
41.9
37.7
32.5

40.1

38.4

29.3
42.8

*27.6
*26.7

32.0
35.2

40.6

41.4
35.9
33.7
38.7
40.2
45.4
41.6
41.2
41.5

44.7

41.5
39.6
41.2
51,7

16.8

19.2
17.4
15.4
16.2
19.5
16.5

18.6

18.5
18.7
18.8

19.2

18.4
19.0
21.0
19.5
15.7

18.1

17.4

17.9
19.2
14.8
19.0
18.0
18.1

21.0

18.1
17.9
28.3
20.6
21.1
23.1
22.4
20.9

20.3

22.3

18.8
20.9
23.4
27.2

16.2

19.2
17.4
15.5
15.5
18.8
15.0

16.3

16.2
15.7
16.9

17.1

16.8
17.9
17.7
17.2
15.1

17.2

17.2

17.7

17.1
14.5
16.9
17.2
17.4

17.3

14.2
15.0
21.4
17.5
20.7
18.8
17.2
16.8
16.9

18.3

18.0
18.3
18.0
19.1

30.0

*24.4
*25.O

*.

29.7
34.6
29.9

30.8

29.9
31.9
32.1

31.7

30.5
29.5
33.7
31.2
27.2

30.7

25.4

30.9
31.0

*29.9
*46.9

36.8
28.6

31.0

32.8
27.9
29.5

32.1
32.0
34.1
31.4
29.8
30.6

33.5

26.7
30.7
34.4
36.2

12.8

11.2
11.6
11.9
12.5
13.7
14.4

15.3

15.5
14.7
15.3

15.2

14.9
14.5
17.0
15.2
12.5

14.0

12.8

13.4

15.3
14.1
16.5
13.6
13.8

16.9

13.6
16.2
27.2
18.5

16.6
17.3
18.8
16.5
16.1

17.3

14.9
15.9
18.7
20.6

12.2 23.6

11.3 *5.2
11.7 *9.1
12.0 *.

12.1 19.9
13.0 27.0
12.7 27.4

13.2 25.1

13.2 24.8
12.4 24.9
13.7 26.1

13.3 26.5

13.6 24.0
13.5 23.7
13.7 29.8
13.2 25.3
12.0 21.1

13.1 25.5

12.5 23.9

13.1 28.1

13.4 25.9
13.4 *1 9.7
14.5 *28.9
13.2 25.2
13.1 24.1

13.6 25.2

11.7 20.7
13.5 23.7
15.4 29.6
13.8 25.9
16.2 25.9
13.9 25.4
14.2 26.2
13.1 23.0
12.8 ,25.7

14.1 26.1

14.3 21.4
13.7 24.1
14.3 26.9
14.1 27.9
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Tabla 11. Infant mortality ratas, atxord!ng to rata, gaographlc dlvlslon, and Statw Unltad States, avaraga annual 1965-67,
1976-72, and 1976-77-Oontlnuad

(Data are based on the national vital registration system)

Geographic division
198%67 1970-7P 197577

and State TotaP White Black Totafl White Black Tot@ White Black

VVest South Central . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Arkan%s . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .
Louisiana . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Oklahoma . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Te~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Mountain . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Montalna . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
idaho . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Wyoming . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
colomdo . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
New Mexico . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Arizona . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Utah . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nevada . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Pacific . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

W~hington . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Or~on . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
California . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Al~ka . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Hawaii . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

25.4

25.2
28.6
22.4
24.9

23.3

23.8
21.6
23.1
23.6
26.2
25.3
17.8
23.0

20.9

20.6
20.6
20.8
33.0
19.0

Infant deaths per 1,000 iive births

21.6 39.4

20.6 36.4
20.2 41.2
20.7 37.5
22.3 36.8

21.9 34.2

22.6 *49.8
21.5 *6.7
22.8 *25.4
23,1 35.6
24,1 31.3
21.9 36.8
17.4 *28.6
22.1 31.3

20.0 32.7

19.6 38.0
20.3 34.2
20.0 32.2
21.8 55.1
17.3 33.6

20.9

19.9
22.9
19.6
20.7

18.2

21.3
17.0
23.2
18.4
20.0
17.7
14.2
21.1

16.8

18.1
17.0
16.5
19.7
17.1

18.8 29.9

17.8 26,4
18.8 29.7
18.8 32.3
18.9 30.7

17.5 26.3

21.3 *23.O
16.7 *.

22.8 *59.3
18.4 21.0
18.7 28.4
16.2 26.3
14.2 *15.7
19.6 34.6

16.2 26,4

17.6 31.0
16.9 23.8
15.7 26.2
18.8 35.6
17.3 *1 5.6

16.2

16.3
18.0
15.5
15.7

13.7

15.2
12.5
15.8
13.1
15.4
14.5
11.6
15.1

12.8

14.1
13.2
12.6
15.3
11.7

14.1

13.8
13.2
14.7
14.2

13.2

15.2
12.5
15.8
12.8
14.7
13.4
11.3
14.6

12.4

13.9
13.1
12.0
13.1
11.9

25.1

24.1
25.6
24.7
25.1

21.1

*1 6.7
*5.8

*20.2
20.6
27.9
19.7

*22.5
21.3

20.6

19.2
21.0
20.7
25.9

*13.7

~Includes all other races not shown separately.
2Excludes births and infant deatha occurring to nopresidents of the United States.

SOURCE: National Center for Health Statiatk DiW computed by the Division of Analysis from data compiled by the Division of Vital Statistics.
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Table 12. Infanl mortality retea end perinatd mottallly rattom Sebcted countrk, 1972 and 1977

(Data are based on national vital registration systems)

Infant mortality Average Perinatal mortality Averaw
rate annual raw

Oountry
wmual

percent percent
1972 1977f change 19723 79774 change

1972-77 1972-77

tina& . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
United States. . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

AMtia . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Denmark . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
England and Wales . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Fran~ .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
German Democratic Republic . . . . . . . . . . . . . . . . . . . . . . .
German Federal Republic. . . . . . . . . . . . . . . . . . . . . . . . . . . .
lreland. . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
lbly . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nethetiands. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
swm .................................................
Switzerland . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Israel . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Jaw . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

AMrdia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
New Zealand . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Infant &aths per
1,000 like bittha

17.1 14.3
18.5 14.1

25.2 16.8
12.2 8.7
17.2 13.8
16.0 13.8
17.6 13.1
22.7 15.5
17.8 15.7
27.0 17.7
11.7 9.5
10.8 8.0
13.3 9.8

21.3 17.8
11.7 8.9

16.7 13.8
15.6 14.2

-5.8
-5.3

-7.8
-8.5
-4.3
-4.8
-5.7
-7.3
-2.5
-8.1
-4.1
-5.8
-5.9

-3.5
-5.3

4.7
-1.9

Parinatal deaths
per 1,000 live births

19.2 14.9
21.9 17.3

26.1 17.5
16.2 10.7
22.0 17.1
518.8 18.3
19.4 15.2
24.1 15.0
23.5 21.8
28.6 20.8
16.7 13.0
14.4 10.7
16,3 11.3

20.7 17.7
19.2 14.8

— —
19.4 14.4

-8.1
-4.6

-7.7
-8.0
-4.9
-0.9
-4.8
-9.0
-2.5
-8.8
-4.9
-7.2
-7.1

-3.1
-8.3

. . .
-5.8

1Datafor Canada and Francarefer to 197s data forAustraliaandNorway refer to 1976 data for Italyand Israelare proviskxisi.
%Msl deathsof 28 weeks or mcwegestationplusinfantdeathswithin7 daysper 1,000 Iiie births.For all comtries, fetal deathsof unknowngestationperiodare
Inoludadin the 28 weeks or more gestation.This is not the usualway of osculating the perinatslratio for the United States, but it was done for the purpcmeof
comparison.
WINS for New Zealand refersto 1971.
4Data for Canada, Franc%,and Ireland refer to 1975 data for Japan, New Zealand, and Sweden refer to 1976 data for Italy and [wad are provisional.
%xcludes infantswho havedied before registrationof birth.

NOTE Countrieeare groaped by continent.

SOURCES World Health Organization World HealthStatktica, 1979. Vol. 1, Geneva. Wortd Health organization, 19n UnitedNsticm DemographicYearbook
1973, 7974, and 1976. Pub. Nos. STISTATISER.FU 2. ST/E8Af STATIR.3, and ST/ ESA/STAT/SER.R/4. New York. United Nations, 1974, 1975, and 197T.
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Tabh 13. Llfa expectancy at birth, according to sox Selected countrlea, 1972 and 1977

(Data are based on reporting by countries)

Male Female

country
Average Average

19721 1977 annuai
197P 197P

annual
change in change in

years years

Canada . . . . . . . . . . . ... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
United States . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Austria . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Denmark . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
England and Wales . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Francia. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
German Democratic Republic . . . . . . . . . . . . . . . . . . . . . . .
German Federal Republic . . . . . . . . . . . . . . . . . . . . . . . . . . . .
lrelancl . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ..e
italy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Netherlands . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Sweden. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Switzerland . . . . . . . . . . . . . . . . . . . . . . . . . ... . . . . . . . . . . . . . . . . .

Israels. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Japan . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Australia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
New Z~land . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Life expectancy Life expectancy
in years in yeera

69.3 69.8 0.2 76.7 77.3 0.2
67.4 69.3 0.4 75.1 77.1 0.4

66.9 66.5
70.8 71.9
69.0 70.2
69.1 69.9
66.9 8s.9
67.6 69.2
66.5 69.0
66.9 69.9
70.9 72.2
72.1 72.8
70.7 72.1

0.3
0.2
0.2
0.2

0.3
0.2
0.3
0.3
0.1
0.3

74.1
76.3
75.3
77.1
74.2
74.2
73.4
75.2
76.9
77.7
77.0

75.5
78.0
76.3
77.9
74.5
76.0
74.3
76.1
78.8
79.2
79.0

0.3
0.3
0.2
0.2
0.1
0.4
0.3
0.3
0.4
0.3
0.4

70.7 71.4 0.1 73.2 74.8 0.3
70.8 72.9 0.4 76.3 78.2 0.4

67.4 70.0 0.4 74.2 77.0 0.4
68.6 68.9 0.1 74.6 75.4 0.2

lData for the German Democr6Mc Republic refer to the average for the period 1969-7@ data for Australia refer to 197Q data for New Zealand refer to the
average for the period 1970-72.
zData for Canada, Ireland, Italy, and New Zealand refer to 1975 data for the German Democratic Republic and France refer to 1976.
sJewish population only for 1972.

NOTE Countri~ are grouped by continent.

SOURCES: World Health Organization: World Health Statistics, 1972 and 1979. Vol. 1. Geneva, World Health Organization, 1975 and 197% United Nations
Derrrographlc Yearbook, 1974 and 1977, Pub. No. ST/ESA/STAT/R/3 and ST/ESA/STAT/SER. R/6. New York, United Nations, 1975 and 197& National
Center for Health Ststiatic!x Vita/ $tatisfics of the United $tetesr 1972, Vol. il, Sac. 5. DHEW Pub. No. (HRA) 75-1147. Health Resources Administration.
Washington. U.S. Government Printing Office, 1974 Final mortality statistics, 1977, Monthly Wta/ Statistioa Report, Vol. 2S, No. 1, Supplement. DHEW Pub. No.
(PHS) 7S-1 120. Public Health Service. Washington. U.S. Government Printing Office, May 11,1979.
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Tabla14. Age-adjustaddaathrataafor aalactadcauaaaof daattxUnfiedStataa,aalacbd yeara1966-77

(Data are based on the national vital registration system)

Cause of death
Year

1950 1955 1960 1965 1970 1975 1976 1977

Deaths per 100,000 resident population

All causes . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 841.5 784.5 780.9 739.0 714.3 838.3 627.5 612.3

Diseases of the heart . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 307.6 287.5 286.2 273.9 253.6 220.5 216.7 210.4

Cerebrovascular disease . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 88.8 83.0 79.7 72.7 66.3 54.5 51.4 48.2
Malignant neoplasm . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 125.4 125.8 125.8 127.0 129.9 130.9 132.3 133.0

Respiratory system . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12.8 16.0 19.2 23.0 28.4 32.5 33.5 34.3
Digestive system . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 47.7 43.5 41.1 38.3 35.2 33.6 33.6 33.4
Breaw . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 22.2 22.7 22.3 22.8 23.1 22.8 23.1 23.5

Influenza and pneumonia . . . . . . . . . . . . . . . . . . . . . . . . . . . . 26.2 21.0 28.0 23.5 22.1 16.6 17.4 14.2
Bronchitis, emphysema, and asthma . . . . . . . . . . . . . . . . — — — — 11.6 8.6 7.9 7.2
TukrcuIosis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 21.7 8.4 5.4 3.6 2.2 1.2 1.1 1.0
Cirrhosis of liver . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8.5 9.4 10.5 12.1 14.7 13.8 13.6 13.1
Diabetes meliitus . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 14.3 13.0 13.6 13.4 14.1 11.6 11.1 10.4
All accidents . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 57.5 54.4 49.9 53.3 53.7 44.8 43.2 43.8

Motor vehicle accidents . . . . . . . . . . . . . . . . . . . . . . . . . . . 23.3 24.6 22.5 26.5 27.4 21.3 21.5 22.4
Suicide . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 11.0 9.9 10.6 11.4 11.8 12.6 12.3 12.9
Homicide . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5.4 4.8 5.2 6.2 9.1 10.5 9.5 9.6

lFemale only.

NOTE Age-adjuetad rates are computed by the direct method to the total population of the United States as enumerated in 1S40, using 11 age groupa.

SOURCES: NationalCenter for Health Statistics WtalSttMsticsRatea in th United States, 79079S0, by R.D. Grove and A.M. Hetzel. DHEW Pub. No. (PHS)
1677. PublicHealthService.Washington.U.S. GovernmentPrintingOffice, 196& Unpublisheddata fromthe Divieionof Vital .%atietii.
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Table 15. Death rates for diseaaos of the heart, according to reoe, sex, and age: United States, selected years 1956-77

(Data are based on the national vital registration system)

Race, sex, and age
Year

1950 1955 1960 1965 1970 19757 197& 1977

Totalz

All ages, age adjusteds . . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . .

Under25 years . . . . . . . . . . . . . . . . . . . . . . . . . . .
Under 1 year. . . . . . . . . . . . . . . . . . . . . . . . . . .
1-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
80-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
86 years and over . . . . . . . . . . . . . . . . . . . . . . . .

65-69 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
70-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75-79 years, . . . . . . . . . . . . . . . . . . . . . . . . . . . .
80-S4 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 years and over . . . . . . . . . . . . . . . . . . . . .

White male

All agea, age adjueted~’ . . . . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . . . . .

Under 25 years . . . . . . . . . . . . . . . . . . . . . . . . . . .
Under 1 year . . . . . . . . . . . . . . . . . . . . . . . . . . .
1-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
4549 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
80-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 year$ and over . . . . . . . . . . . . . . . . . . . . . . . .

65-69 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
70-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75-79 yeare . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
80-S4 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 years and over . . . . . . . . . . . . . . . . . . . . .

See footnotes at end of table,

Number of deaths per 100,000 resident population

307.6 287.5 286.2 273.9 253.6 220.5 216.7 210.4
356.8 356.5 369.0 36s.0 362.0 336.2 337.2 332.3

5.0
4.1
5.0

14.8
27.5
57.3

122.5

228.7
397.5
842.2

1,007.9
2,844.5
1,494.8
2,348.1
3,883.4
5,476.1
9,151.0

381.1
434.2

4.2
4.6
4.2

14.4
29.0
88.4

160.4
313.3
544.6
878.6

1,324.3
3,302.2
1,939.7
2,852.9
4,248.7
6,186.6

9,959.6

3.2
7.4
3.0

11.7
22.4
49.1

107.7

200.8
362.0
5s4.1
915.2

2,772.7
1,427.9
2,188.5
3,462.1
5,421.5
8,917.2

367.4
438.5

2.8
6.7
2.6

12.3
26.6
66.7

152.4
291.6
523.9
836.8

1,262.6
3,251.2
1,889.6
2,724.2
4,090.3
6,258.3
9,316.0

2.4
6.6
2.1
9.9

20.9
47.7

103.5

197.6
355.8
57+ .6
934.2

2,823.0
1,412.6
2,173.5
3,358.8
5,501.5
9,317.8

375.4
454.6

2.1
6.9
1.9
9.5

24.9
66.0

151.7
300.4
540.4
842.0

1,311.6
3,363.2
1,928.7
2,788.8
4,099.6
6,340.5

10,135.8

2.1
9.8
1.7
8.6

19.5
46.0
98.8

188.4
340.4
535.7
905.6

2,778.7
1,348.1
1,999..9
3,242.5
5,103.6
9,538.4

369.2
450.8

1.8
8.9
1.5
8.2

22.6
62.2

744.8
>287.1
520.3
812.8

1,314.8
3,401.3
1,903.1
2,679.5
4,082.8
6,137.4

10,857.3

2.2
13.1

1.8
7.0

16.6
40.8
80.7

174.4
308.3
514.3
811.9

2,883.3
1,283.8
1,936.4
3,052.2
4,744.1
7,891.3

347.6
438.3

2.2
12.0

1.8
6.8

18.8
54.8

131.3
286.0
474.2
784.3

1,209.9
3,316.2
1,828.8
2,841.4
3,939.0
5,828.7
8,818.0

2.4
20.3

1.8
5.6

12.4
32.6
76.0

147.3
261.9
437.0
710.3

2,403.9
1,049.5
1,708.2
2,716.1
4,133.8
7,282.0

306.0
401.1

2.3
19.3

1.8
6.1

14.4
43.4

111.6
228.5
405.9
68S.9

1,067.4
2,986.0
1,567.9
2,367.3
3,q30.1
5,283.2
8,550.3

2.5
23.1

1.8
5.6

12.1
30.1
72.8

145.7
252.5
423.2
701.7

2,393.5
1,021.6
1,658.6
2,707.6
4,080.6
7,384.3

303.0
399.4

2.5
22.4

1.8
6.0

14.9
41.3

109.2
223,2
390.1
842.7

1,049.0
2,983.2
1,537.2
2,317.7
3,603.3
5,219.4
8,692.9

2.5
23.1

1.8
5.7

11.8
30.0
70.5

137.8
248.6
405.3
678.7

2,334.0
992.3

1,605.8
2,654.7
3,998.6
7,095.8

294.0
392.4

2.5
24.0

1.7
6.2

14.7
41.1

102.6
210.3
382.2
614.1

1,004.0
2,894.8
1,487.0
2>260.5
3,542.3
5,142.5
8,472.2
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Table 15. Death ratea for dlaeaaas of the heart, according to race, q md agm Unltad States,
selected yeara 1950—77-Contfnuad

(Data are based on the national vital registration system)

Race, sex, and age
Year

1950 1955 1960 1965 1970f 1979 197tY 19m

White female

All ages, age adjusteds . . . . . . . . . . . . .
All agea, crude . . . . . . . . . . . . . . . . . . . . . . .

Under 25 years . . . . . . . . . . . . . . . . . . . . . . . . . . .
Under 1 year . . . . . . . . . . . . . . . . . . . . . . . . . . .
1-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
60-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 yeara and over . . . . . . . . . . . . . . . . . . . . . . . .

65-69 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
70-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75-79 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
80-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 yeara and over . . . . . . . . . . . . . . . . . . . . .

All other maid

All ages, age adjusteds . . . . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . . . . .

Under25 years . . . . . . . . . . . . . . . . . . . . . . . . . . .
Under 1 year . . . . . . . . . . . . . . . . . . . . . . . . . . .
1-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
80-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 yeara and over . . . . . . . . . . . . . . . . . . . . . . . .

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

223.6
280.5

4.2
2.9
4.3

10.4
17.0
29.8
56.3

103.8
184.2
331.4
613.9

2,503.1
1,055.9
1,891.2
3,237.2
5,188.9
9,085.7

407.5
342.0

9.7
5.9
9.9

31.2
71.9

129.0
261.8
428.9
813.9

1,196.4
1,883.9
2,837.9
1,856.9
2,518.1
3,578.1
3,845.9
6,152.6

204.0
293.0

2.4
5.6
2.3
7.3

11.6
20.8
42.3
78.7

149.8
282.1
522.9

2,430.0
975.3

1,882.6
3,015.1
5,041.9
9,155.9

369.2
319.4

6.8
12.6

6.5
28.8
51.1

108.7
232.3
414.1
676.2
888.4

1,522.6
2,562.6
1,811.7
2,467.6
3,066.3
4,064.3
5,720.8

Number of deaths per 100,000 resident population

197.1
306.5

1.7
4.3
1.5
6.2

10.0
18.5
39.4
72.7

137.9
283.4
518.9

2,432.8
914.7

1,635.6
2,848.9
5,062.0
9,280.8

388.3
320.5

5.3
13.1

4.9
26.2
53.7

112.5
211.3
385.6
831.0
912.1

1,540.7
2,752.1
1,883.3
2,562.5
3,088.6
4,489.1
6,128.6

183.9
310.7

1.5
7.4
1.3
5.0
9.2

17.9
34.5
70.9

134.0
239.1
488.1

2,367.9
852.3

1,453.1
2,672.8
4,591.4
9,333.2

386.2
318.4

4.9
20.4

4.1
27.4
55.1

118.7
233.6
374.5
627.2
876.2

1,488.1
2,715.7
1,884.3
2,428.8
3,277.0

3,973.0
6,929.4

167.8
313.8

1.4
7.0
1.2
3.6
7.7

15.3
31.7
83.3

121.7
227.7
419.4

2,283.9
763.5

1,384.7
2,473.6
4,221.5
7,839.9

350.8
310.2

5.2
32.2

4.1
26.5
49.9

112.3
230.2
376.1
585.0
891.0

1,267.5
2,860.1
1,816.9
2,S0.9
3,369.3
3,848.9
4,983.6

144.2
301.3

1.7
16.0

1.2
2.9
5.7

12.1
27.8
51.8

103.4
184.0
360.0

2,053.1
619.3

1,185.4
2,152.0
3,844.7
7,105.3

307.0
277.1

4.9
35.4

3.8
19.1
41.7
98.3

178.2
301.6
507.9
758.8

1,126.5
2,431.5
1,446.6
2,437.6
3,152.2
3,589.5
4,917.2

141.7
305.5

1.6
15.5

1.2
2.8
5.1

11.4
25.3
53.1
97.1

189.9
357.6

2,056.1
597.7

1,121.1
2,120.3
3,616.3
7,244.5

302.8
276.5

5.5
44.6

4.0
18.0
37.6
88.5

183.6
288.3
510.8
767.5

1,188.7
2,382.0
1,416.7
2,341.6
3,171.5
3,478.9
4,826.5

137.2
301.8

1.7
16.2

1.2
2.8
5.4

10.6
25.4
49.3
98.8

179.8
349.0

1,998.9
587.5

1,073.7
2,053.7
3,511.9
6,921.5

297.8
273.3

5.1
39.3

3.7
18.9
35.2
83.8

171.4
280.9
484.6
752.9

1,177.6
2,331.4
1,350.3
2,262.9
3,261.0
3,466.7
4,661.1

6ee footnotesat end of table.
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Table 15. Death rataa for cllaeaseaof the hmart,acoordlng to raoa, sax, and agm United Stataa,
aelacted yeara 1950-77-Continuad

(Data are based on the national vital registration system)

Race, sex, and age
Year

1950 1955 7960 1965 1970’ 1979 197@ 1977

Black male:

All ages, age adjusted . . . . . . . . . . . . . 415.5
All ages, crude . . . . . . . . . . . . . . . . . . . . . . . 348.4

Under 25 years . . . . . . . . . . . . . . . . . . . . . . . . . . . 9.8
Under 1 year . . . . . . . . . . . . . . . . . . . . . . . . . . . —
1-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . –-

25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 32.5
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 73.8
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 133.7
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 271.4
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 442.3
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 841.2
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,225.8
80-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,717.3
85 years and over . . . . . . . . . . .. . . . . . . . . . . . . 2,880.8

65-69 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,894.9
70-74y ears . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,570.3
75-79 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

)
80-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4,107.9
85 years and over . . . . . . . . . . . . . . . . . . . . .

All other females

All ages, age adjusteds . . . . . . . . . . . . . 342.9
All ages, crude . . . . . . . . . . . . . . . . . . . . . . . 283.0

Under25 years . . . . . . . . . . . . . . . . . . . . . . . . . . . 11.4
Under 1 year . . . . . . . . . . . . . . . . . . . . . . . . . . . 6.4
1-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 11.7

25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 37.3
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 66.1
35-39 yeare . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 129.1
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 245.5
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 397.6
50-54 yews . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 667.9
65-59 years... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 998.8
80-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,421.7
65 yeare and over . . . . . . . . . . . . . . . . . . . . . . . . 2,158.2

65-69 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,366.7
70-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,180.0
75-79 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3,059.7
80-84 years . . . . . . . . . . . . . . . . . ... . . . . . . . . . . 2,955.0
85 years and over . . . . . . . . . . . . . . . . . . . . . 5,350.0

8ee footnotesat end of table.

—
—

—
—
.—
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—
—
—
.
—
—
—
—

293.0
256.8

7.5
16.3

6.9
26.7
51.1
91.2

177.2
319.1
542.7
789.2

1,143.2
2,075.8
1,394.6
1,879.6
2,712.3
3,045.1
4,811.8

Number of deaths per 100,000 resident population

381.2
330.6

5.3
13.9
4.8

26.1
57.7

120.0
222.1
386.0
667.0
973.2

1,593.9
2,798.4
2,030.4
2,661.2
3,146.3
4,409.5
6,037,9

283.3
255.5

5.3
11.7

4.9
23.1
43.8
83.2

158.2
257.9
455.1
712.6

1,170.6
2,197.2
1,393.3
2,006.4
2,507.5
3,730.2
5,584.1

384.1
331.7

5.1
21.3

4.3
28.4
59.7

127.7
250.1
397.3
661.6
931.4

1,613.1
2,790.4
1,937.9
2,547.8
3,422.8
4,078.6
7,113.3

259.9
248.6

4.6
17.4

3.9
19.8
36.7
73.5

147.8
227.0
390.1
592.7

1,100.9
2,090.8
1,251.3
1,785.9
2,503.7
3,570.1

5,912.2

375.9
330.3

5.4
33.5

4.3
28.0
57.4

124.5
253.4
412.8

626.1
954.3

1,354.6
2,836.7
1,934.9
2,694.5
3,504.9
4,305.1
5,367.6

236.6
241.0

4.7
31.4

3.5
14.2
31.6
59.6

118.8
203.2
342.0
535.5
828.7

2,094.4
1,226.8
1,836.4
2,492.6
3,353.5
4,784.7

328.9
296.1

5.2
37.2

4.0
21.2
47.9

104.2
194.3
329.7
547.8
804.5

1,189.7
2,580.9
1,509.7
2,836.9
3,482.8
3,826.7
5,296.2

194.6
214.7

3.9
31.3

2.9
7,6

17.5
45.2
80.0

146.3
247.5
436.3
886.7

1,884.5
892.9

1,867.0
2,382.9
2,638.9
4,181.8

326.0
296.9

5.7
46.6

4.3
20.1
43.6
97.6

180.6
327.8
553.8
826.0

1,238.0
2,527.4
1,484.7
2,539.7
3,565.5
3,721.8
5,182.1

190.3
215.9

4.1
42.8

2.7
9.7

17.6

32.7
,76.1

145.5
247.6
410.1
662.9

1,866.4
833.7

1,782.3
2,597.9
2,696.5
4,180.3

322.4
294.7

5.4
43.8

3.9
20.8
40.3
93.2

188.0
322.3
536.8
805.3

1,247.6
2,491.1
1,405.0
2,458.3
3,734.5
3,803.8
5,031.7

186.7
216.4

4.0
35.0

2.9
9.6

14.4
40.4
76.2

137.7
249.6
401.7
858.2

1,851.0
805.9

1,724.2
2,705.5
2,700.0
4,050.0
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Table 15. Daathrateefor dlaeaaeaof the heerl,eccordlngto race,sex, end egw Unbd U
aefeotadyeara195W7-Contfnued

(Data are based on the national vital registration system)

Race, sax, and age
Year

1950 7955 1960 7965 197(7 1979 19719 1977

Black female Number of deaths par 10QOOO resident population

All ages, age adjusted3 . . . . . . . . . . . . . 349.5
All ages, crude . . . . . . . . . . . . . . . . . . . . . . . 289.9

Under 25 years . . . . . . . . . . . . . . . . . . . . . . . . . . . 11.4

Under 1 year . . . . . . . . . . . . . . . . . . . . . . . . . . . —
1-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . —

25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 38.3
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 67.4
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 131.6
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 249.5
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 403.0
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 682.0
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,022.7
60-64years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,457.0
65 yeare and over . . . . . . . . . . . . . . . . . . . . . . . . 2,172.9

65-69 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,378.8
70-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,188.3
75-79 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

}
60-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3,498.3
85 years and over . . . . . . . . . . . . . . . . . . . . .

—
—

—
—
—
—
—
—
—
—
—
—
—
—
—
—
—
—
—

292.6
266.5

5.4
12.0

5.0
24.4
47.0
66.5

166.8
269.1
471.8
754.8

1,211.1
2,234.7
1,430.6
2,055.2
2,545.0
3,743.1
5.650.0

271.1
263.8

4.8
17.9

4.1
20.3
40.3
79.3

156.6
241.3
408.4
619.9

1,165.4
2,151.9
1,307.0
1,816.2
2,585.8
3,632.9
6,030.4

251.7
261.0

4.8
31.3

3.7
16.0
34.5
66.7

133.0
223.2
367.8
567.6
878.2

2,188.4
1,291.6
1,847.6
2,625.8
3,536.8
5,0Q3.8

208.4
235.7

4.2
34.8

3.1
8.9

20.1
49.5
80.8

164.9
273.1
471.2
726.8

1,970.1
924.3

2,028.6
2,632.5
2,786.3
4,386.0

205.1
237.4

4.2
44.7

2.9
10.7
20.9
36.0
64.8

166.1
275.4
443.1
702.3

1,969.3

859.2
1,935.2
2,668.9
2,684.4
4,344.0

204.2
239.0

4.3
37.7

3.1
11.0
16.9
45.8
84.8

156.9
279.8
435.6
697.9

1,957.3
836.2

1,859.8
3,060.6
2,874.2
4,247.1

Wxcludss deatha of nonresidents of the Unitad States.
*includes all races and both saxes.
~Age adjusted by the direct method to the total population of the United States as enumerated in 1940, using 11 age groupe.
flncludea black males.
%’rcludes black females.

NOTE The /rrtenratlona/Ckkw”fioatiorrof Diseases, Adaptti for Use In the Unked Wake revkions and ocde numbers for diseases of the heart are Sixth
RevWorr,Nos. 400-402,410-443, for 1950 and 195!3 Seventh Revision, NIX. 400-402,410443, for 19(Y2 and l= and Eighth Rev/sJon,Nos. 390-396,402,
404,410-414,420-429, for 1970-77.

SOURCES: National Center for Health Statistic% Vital Statisticsof the United States, Vol. 11,1950-77. Public Health Service. Washington. U.S. Government
Printing Officw Data computed by the Division of Analysis from data compiled by the Division of vital Statietioq U.S. Bureau of the Cetnau.x Population estimates
and projections. Current PopulationReports. series P-25, Nos. 310,519, 643, and 721. Washington. U.S. Government Prfnting Office, June 1965, Apr. 1974,
Jan. 1977, and Apr. 197& 7960 Nonwhite Populationby Race. Special repf P-E No. 3B. Washington. U.S. Government Printing Office, 1951; General
population characteristics, United States summary, 1960 and 1970, U.S. Oensus of Population. Final re+wt.s PC(l)-l B and PO(l)-B1. Washington. U.S.
Government Printing Office, 1961 and 1972.
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Table 16. Death rates l!or Iachemlc hearl dleease, according to red, sex, and agw United States, aaleoted yeare 1966-77

(Data are based on the national vital registration system)

Race, sex, and age
Year

7966 1969 19701 19757 197@ 1977

Totalp

All ages, age adjusted . . . . . . . . . . . . . . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Under 25 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30.34 yearn . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
4549 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
50.54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
60-64 )fears . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

&69 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
70-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75-79 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
80-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

White male

All ages, age adjusted . . . . . . . . . . . . . . . . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Under 25 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
60-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

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

Number of deaths per 100,000 resident population

241.6 234.7 228.1 196.1 191.6 185.0
338.4 332.6 328.1 301.7 301.0 295.1

0.3
2.8

10.4
32.4
79.3

158.3
283.8
479.2
781.5

2,573.1
1,213.6
1,862.8
2,932.7
4,581.0
8,483.0

336.6
419.3

0.3
3.4

13.7
48.7

123.4
255.0
454.1
746.5

1,187.1
3,204.0
1,760.1
2,582.9
3,792.5
5,597.4
9,598.7

0.3
2.9

10.1
32.1
76.6

153.2
275.7
483.2
744.4

2,527.1
1,178.0
1,813.2
2,835.6
4,519.8
8,284.5

329.1
411.9

0.3
3.3

13.3
48.5

120.0
248.7
442.5
731.9

1,144.2
3,153.9
1,723.8
2,524.2
3,866.6
5,560.1
9,443.1

0.3
3.1

10.0
30.4
73.7

148.6
269.6
457.9
733.1

2,470.4
1,151.9
1,785.3
2,824.2
4,383.5
7,249.4

320.3
404.9

0.3
3.8

13.3
46.0

115.6
240.2
433.0
722.2

1,120.7

3,090.3
1,698.5
2,466.7
3,686.6
5,436.4
8,164.2

0.2
2.0
7.4

23.8
62.3

126.3
228.6
385.5
633.8

2,186.7
944.5

1,547.5
2,481.6
3,777.4
6,540.0

280.6
366.3

0.3
2.8

10.6
35.8
99.1

205.4
368.8
608.5
977.6

2,747.3
1,441.3
2,179.7
3,323.3
4,859.0
7,841.9

0.2
2.1
7.4

22.0
59.8

123.2
218.6
370.4
622.1

2,166.2
912.8

1,495.1

2,458.1
3,716.2
6,715.0

274.2
362.5

0.2
2.8

10.8
34.0
96.6

199.3
350.7
582.2
952.0

2,712.0
1,402.6
2,121.6
3,307.0
4,778.4
7,954.4

0.2
2.0
6.9

21.8
56.8

i 17.0
214.0
354.4
598.5

2,101.2
882.1

1,438.8

2,394.8
3,617.9
6,420.1

264.7
354.2

0.2
2.4

10.1
33.1
89.2

188.3
343.3
554.0
907.6

2,633.4
1,349.9
2,056.7
3,232.2
4,686.6
7,663.4

See footnotesat end of table.
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Table16. Deathrataafor Iaohamlchaaridlaaaaa,accofdingto race,
aalactudyaaralQ66—77-Continuad

(Data are baaed on the national vital reaiatration

8ax,and e Unitad8tatca,

svatem)

Race, sex, and age
Year

1968 1969 197(7 7979 19767 197P

White female

All ages, age adjusted . . . . . . . . . . . . . . . . . . . . . . . . .
All agea, crude . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Under 25 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-29 yeara . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
80-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

65-69 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
70-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75-79 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
80-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 yeara and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

All other male-f

All ages, age adjusted . . . . . . . . . . . . . . . . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Under 25 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 yeara . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
60-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

65-69 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
70-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75-79 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
80-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

See fmtnotes at end of table.

157.6

286.6

0.2
1.1
3.4
8.7

23.3
48.6
99.3

200.1
381.3

2,174.5
731.0

1,315.4
2,372.5
4,085.3
8,311.6

316.6
278.8

0.9
10.6
31.9
87.6

182.9
328.9
521.9
820.6

1,222.9
2,469.4
1,655.5
2,318.5
2,979.0
3,535.8
5,956.5

Number of deaths per lW,000 resident population

152.4

283.7

0.2
1.0
3.0
9.2

22.4
46.0
95.8

188.5
358.2

2,139.7
700.3

1,280.1
2,289.1
4,025.6
8,118.8

306.7
269.5

0.7
11.5
36.6
81.9

160.4
318.9
521.7
765.7

1,128.2
2,421.0
1,630.6
2,213.8
3,010.0
3,681.8
5,259.1

148.5
282.5

0.1
1.2
3.5
8.4

21.1
45.8
96.1

189.6
364.1

2,083.4
665.3

1,269.0
2,276.3
3,889.7
7,192.3

294.4
281.1

0.7
10.9
28.5
75.0

174.0
304.5
483.5
750.1

1,084.7
2,349.4
1,566.2
2,234.3
2,968.7
3,471.9
4,418.8

126.3
269.2

0.1
0.6
2.3
7.1

18.8
36.9
81.7

161.6
308.9

1,863.6
546.5

1,046.5
1,983.3
3,331.1
6,464.7

254.0
229.9

0.5
6.5

20.9
61.1

135.2
245.4
427.5
633.8
950.4

2,086.8
1,223.3
2,096.3
2,712.3
3,117.4
4,245.3

123.6
272.0

0.1
0.8
2.1
6.3

17.5
39.5
76.5

155.8
308.9

1,858.0
522.5

1,004.2
1,922.0
3,264.9
6,596.1

249.4
228.3

0.3
6.1

20.9
59.7

122.8
234.8
422.9
637.4
965.6

2,034.8
1,200.8
1,965.5
2,723.6
2,884.4
4,176.5

119.0
267.5

0.1
0.7
2.1
5.8

17.0
36.3
75.5

147.6
296.7

1,799.2
510.8
954.9

1,85o.8
3,179.7
6,281.9

245.3
225.7

0.4
7.6

18.8

57.7
128.1
232.2
404.8
626.5
989.5

1,980.7
1,145.7
1,930.2
2,795.7
2,939.8
4,030.6
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Table 16. lDeath ratea flor ischemic heart dlseaae, aocording to raoe, eex, and agIM United States,
selected yeara 1966-77-Continued

(C}ata are baaed on the national vital registration system)

Race, sex, and age
Year

1968 1969 197W 1979 19761 197T

Black male

All agee, age adjusted . . . . . . . . . . . . . . . . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Under25 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
60-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

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

All other felmales

All ages, age adjusted . . . . . . . . . . . . . . . . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Under25 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years., . . . . . . . . . . . ..d . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 yeare . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-49 ylears., . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
60-64 yeara . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 yeare and over . . . . . . . . . . . ... . . . . . . . . . . . . . . . . . . . . .

65-69 yeara . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
70-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75-79 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

80-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 yeara and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

See footnotesat end of table.

332.9
290.8

0.8
11.8
35.4
94.0

196.5
348.8
548.8
884.7

1,302.5
2,560.5
1,737.4
2,397.3
3,039.8
3,777.2
6,302.9

213.0
213.4

0.4
3.8

17.9
40.5
97.5

166.3
287.7
474.9
809.3

1,943.5
1,198.1
1,602.4
2,326.3
3,100.0
5,096.7

Number of deaths per 100,000 resident population

323.6
282.0

0.7
12.9
39.9
89.1

192.6
341.2
552.6
813.9

1,198.2
2,518.4
1,711.4
2,301.6
3,106.4
3,913.8
5,602.7

201.4
204.2

0.5
6.0

14.0
39.2
86.1

154.3
270.0
447.0
745.3

1,869.7
1,142.4
1,559.7
2,157.7
2,975.8
4,930.7

314.5
277.2

0.7
11.7
32.7
83.3

191.3
333.0
516.0
803.3

1,157.8
2,479.5
1,664.3
2,384.8
3,085.7
3,778.5
4,743.7

194.8
200.4

0.4
4.3

15.7
38.3
79.8

149.1
265.3
433.3
703.6

1,830.0
1,055.3
1,5S0.2
2,205.6
2,949.1
4,227.9

271.2
244.9

0.6
7.4

23.9
65.3

147.8
267.6
453.7
669.2

1,000.8
2,207.8
1,275.4
2,253.5
2,986.2
3,318.7
4,558.5

159.1
177.7

0.2
2.2
8.6

26.5
52.9

111.6
192.7
349.2
570.1

1,606.6
749.8

1,592.7

2,070.2
2,302.3
3,662.7

267.5
244.2

0.4
7.0

23.6
65.5

135.5
257.7
456.5
884.8

1,041.3
2,150.3
1,235.8
2,142.9
3,047.9
3,193.6
4,484.3

153.8
176.9

0.2
2.2
8.3

17.6
49.8

104.5
164.7
320.1
541.7

1,595.6
698.4

1,509.4
2,237.4
2,332.8
3,590.9

264.5
242.5

0.4
8.7

21.5
83.2

140.4
255.9
438.5
667.4

1,044.5
2,119.1
1,188.0
2,088.4
3,189.4
3,205.1
4,348.3

152.3
177.0

0.3
2.0
6.5

23.8
50.8

102.0
190.0
325.7
541.2

1,570.2
669.0

1,445.2
2,286.3
2,332.9
3,496.2
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Table 16. Death ratesfor Ischamlc heart disaase, according to race,sex,md age: UniladStabs,
Selectedyearn1966—77-contfnwd

(Data are based on the national vital registration system)

Race, sex, and age
Year

1968 1969 19703 1979 197@ 1977

Black female

All ages, age adjusted . . . . . . . . . . . . . . . . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Under25 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
80-84 years., . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

65-69 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
70-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75-79 yearn s. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
80-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

223.2
227.4

0.5
4.1

19.8
44.0

107.2
179.4
303.7
500.0
849.5

2,012.4
1,250.4
1,678.1
2,411.3
3,158.0
5,269.6

Number of deaths per 10QOOO resident population

212.3 207.1 171.1 165.5
218.8 217.0 195.2 194.5

0.5 0.5 0.2 0.3
6.5 4.9 2.5 2.6

15.9 17.5 9.9 9.8
42.5 43.5 29.6 19.8
94.8 89.1 60.7 55.9

167.1 183.6 126.6 118.8
288.7 285.5 212.6 216.8
472.5 459.2 377.1 34?.1
785.8 747.7 805.0 573.4

1,847.8 1,920.2 1,896.1 1,882.8
1,200.3 1,111.8 777.3 721.3
1,627.4 1,883.5 1,731.3 1,838.1
2,258.3 2,320.0 2,282.2 2,491.9
3,120.5 3,110.5 2,439.8 2,490.2
5,070.0 4,418.2 3,843.4 3,747.7

184.8
195.6

0.3
2.5
7.9

27.3
57.1

117.5
214.4
354.6
573.5

1,658.4
695.2

1,556.2
2,581.9
2,483.9
3,663.9

~Excludesdeathsof nonresidentsof the UnitedStates.
%rcludesall races and bothsexes.
?Ageadjustedbythe diraotmethodto the total populationof the UnitedStatesas enumeratedin 1940, using11 age groups.
tlncludesblack males.
%cludes blackfemales.

NOTE The code numbersfor ischemicheart diseaseare Nos. 410-413, based on the Eighth Revish IrrternatiorratCkwsifioatiorrof Diseases,Adapted for Use
in the UnitedStates.

SOURCES National Center for Health Statistics Wa/ Statisfia of the United States, Vol. 11,1968-77. Public Health service. Washington. U.S. Government
PrintingOfficq Data computedby the Divisionof Analysk from data compiledby the Divisionof Vital SMLst@ U.S. Bureauof the CansuscPopulationestimates
and projections.CurrentPopulationRepoh Series P-25, Nos. 519,643, and 721. Washington.U.S. GovernmentPrintingOffioe,Apr. 1974, Jan. 1977, and Apr.
1978.
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Tabla 17. Death rates for mallgnant neoplaama, according to race, aax, and a~ United Stetaa, eelaoted yeare 1950-77

(Data are based on the national vital registration system)

Year
Race, sex, and age

1950 1955 7960 1965 1970 19751 197tV 1977

Totalz Number of deaths per 100,000 resident population

All ages, age adjusteds . . . . . . . . . . . 125.4 125.8 125.8 127.0 129.9 130.9 132.3 133.0
All ages, crude . . . . . . . . . . . . . . . . . . . . 139.8 146.5 149.2 153.8 162.8 171.7 175.8 176.7

Under25 years . . . . . . . . . . . . . . . . . . . . . . . . . . .
Underl year . . . . . . . . . . . . . . . . . . . . . . . . . . .
1-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

25-29 yeara . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
60-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . .

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

White male

All ages, age adjusted~ . . . . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . . . . .

Under 25 years . . . . . . . . . ... . . . . . . . . . . . . . . . .
Under 1 year . . . . . . . . . . . . . . . . . . . . . . . . . . .
1-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-49 years . . . . . . . . . . . . . . . . . ... . . . . . . . . . . . . .
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
60-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . .

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

8.5
8.7
8.5

15.1
25.3
45.8
81.2

137.0
216.9
329.6
468.5
851.3
598.8
830.0

1,077.6
1,294.2
1,450.8

130.9
147.2

9.7
9.6
9.7

15.0
20.6
32.7
57.2

110.4
194.7
327.9
506.0
986.0
685.5
985.2

1,261.4
1,573.4
1,733.9

8.6
7.7
8.6

14.6
23.7
44.5
79.2

135.7
219.7
327.4
466.2
869.5
638.0
812.7

1,067.1
1,294.9
1,465.3

137.4
160.0

10.4
8.7

10.4
15.0
19.8
33.0
56.2

113.5
209.5
340.5
529.6

1,045.6
767.1
986.4

1,297.0
1,833.0
1,746.9

8.1
7.2
8.2

14.7
23.8
43.0
77.6

135.4
224.2
327.8
478.3
870.9
834.6
818.6

1,032.9
1,310.1
1,450.0

141.6
166.1

9.7
7.9
9.8

16.4
21.1

33.8
59.7

114.5
219.9
360.1
559.3

1,073.4
780.0

1,029.9
1,297.9
1,848.4
1,791.4

7.5
7.1
7.6

13.8
24.0
42.4
78.4

136.1
227.4
330.5
496.1
887.0
647.9
829.9

1,047.0
1,239.2
1,483.6

147.8

173.7

8.8
6.2
8.9

15.0
21.1
35.5
83.4

119.5

222.9
368.3
598.1

1,144.9
832.0

1,078.3
1,376.3
1,847.5
1,958.7

7.0
4.7
7.1

12.7
21.0
40.9
76.8

139.3
229.6
357.5
498.8
923.4
674.0
857.1

1,099.5
1,286.1
1,320.7

154.3
185.1

8.5
4.3
8.6

13.7
19.1
33.6
85.3

122.9
225.4
397.4
617.0

1,221.2
879.3

1,153.8
1,493.3
1,770.2
1,772.2

5.7
4.2
5.8

11.4
19.2
35.5
71.2

136.6
226.2
352.7
519.7
961.1
670.3

923.1
1,152.9
1,326.0
1,408.8

157.2
194.8

6.8
4.5
6.8

12.5
18.2

.29.4
59.6

124.3

224.9
378.2
619.7

1,296.0
887.3

1,248.8
1,616.8
1,923.3
2,046.6

5.7
3.2
5.7

11.2
18.7
35.2
88.9

134.4
228.4
356.2
533.5
979.0
665.3

927.8
1,185.0
1,343.1
1,441.5

159.1
199.2

6.8
3.1
6.9

12.1
16.4

29.8
58.7

124.7

225.1
382.7
630.5

1,318.3
900.3

1,247.4
1,672.8
1,984.8
2,110.9

5.6
3.8
5.6

11.2
18.4
34.5
68.9

133.5
229.9
356.5
539.6
988.4
891.9

931.2
1,201.4
1,384.9
1,445.6

160.0
202.5

6.9
4.5
7.0

12.9
16.2.

29.8
57.9

120.1

228.6
380.4
637.5

1,330.1
896.7

1,284.1
1,686.6
1,994.1
2,163.1

See footnotesat end of table.
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Table 17. Death ratas for malignant neoplasm, according to raoe, sex, and agw Unfted Statea,
selected years 195W7-Continued

(Data are based on the national vital registration system)

Year
Race, sex, and age

1950 1955 1960 1965 1970 19757 19761 1977J

White female

All ages, age adjusteds . . . . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . . . . .

Under25 years . . . . . . . . . . . . . . . . . . . . . . . . . . .
Under 1 year . . . . . . . . . . . . . . . . . . . . . . . . . . .
1-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
4549 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
80-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 years and over . . . . . . . . . . . . . . . . . . . . . . . .

65-69 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
70-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75-79 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
80-S4 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 years and over . . . . . . . . . . . . . . . . . . . . .

All other mal~

All ages, age adjusteds . . . . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . . . . .

Under25 years . . . . . . . . . . . . . . . . . . . . . . . . . . .
Under 1 year . . . . . . . . . . . . . . . . . . . . . . . . . . .
1-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
4044 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
80-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . .

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

119.4
139.9

7.8
7.8
7.8

14.8
27.3
53.9
97.4

153.1
221.1
314.5
419.4
78s.4
534.2
733.1
956.1

1,153.1
1,348.1

125.8
106.1

7.2
10.4

7.0
14.8
21.5
39.7
74.4

144.6
282.3
421.1
571,6
691.6
579.2
720.7
896.9
751.4
900.0

Number of deaths per 7W,CD0 resident population

114.3
141.0

7.4
7.2
7.4

13.8
25.7
51.7
93.3

144.8.
213.8
297.8
394.5
747.6
526.7
679.5
912.7

1,114.8
1,357.6

138.7
119.1

7.3
6.9
7.3

12.0
21.8
38.3
84.9

170.3
277.6
447.6
643.2
810.4
722.0
818.7
891.6
957.1

1,045.8

108.5
139.8

7.0
6.8
7.0

12.7
24.2
47.9
86.7

143.8
211.6
281.7
382.6
718.4
500.3
841.6
847.8

1,107.2
1,304.9

154.8
134.1

6.9
6.5
6.9

14.7
21.7
47.3
99.3

169.9
308.8
433.7
710.6
982.4
884.1

1,021.2
1,038.0
1,195.5
1,211.7

107.4
141.9

6.7
6.2
6.7

12.4
25.1
44.3
85.0

140.4
216.5
279.0
380.8
702.0
488.3
623.6
820.5

1,005.8
1,257.5

167.3
144.3

6.4
6.1
6.4

13.1
19.5
48.8

103.6
184.6
327.2
485.9
754.8

1,073.8
901.4

1,119.3
1,217.7
1,252.4
1,458.8

107.6
149.4

.6.0
5.4
6.0

11.6
21.8
44.5
78.8

142.6
214.8
301.9
380.0
714.3
495.6
626.4
836.2

1,011.9
1,126.6

185.3
161.0

6.7
4.7
6.8

11.4
23.6
44.1

108.1
213.9
373.7
553.3
750.3

1,221.1
988.8

1,266.3
1,504.5
1,593.8
1,268.4

106.9
157.7

4.9
4.2
4.9

10.2
19.5
37.7
75.0

134.3
2M.1
302.9
406.6
729.2
486.1
855.4
842.2

1,019.6
1,165.9

199.7
175.3

5.5
3.8

5.6
11.6
18.5
45.6

100.5
208.8
382.1
612.7
863.0

1,351.5
1’,035.1
1,503.2
1,700.7
1,654.7
1,479.7

108.2
162.9

4.7
3.6
4.8

10.3
20.3
36.6
71.0

131.3
209.5
306.3
420.7
744.9
506.7
881.2
856.6

1,023.7
1,192.8

202.3
179.2

5.8
4.7

5.8
10.6
17.6
37.1
99.7

204.4
385.0
618.8
909.7

1,377.7
1,017.5
1,588.8
1,813.9
1,671.1
1,473.5

108.3
164.5

4.4
3.3
4.4
9.5

19.7
35.5
71.0

131.9
208.4
306.0
427.1
752.1
518.8
854.6
883.4

1,050.2
1,181.8

205.4
183.2

5.4
4.0

5.5
10.3
19.3
42.8

103.3
211.8
388.3
628.6
890.5

1,414.0
1,025.5
1,572.8
1,951.1
1,706.5
1,609.7

See footnotesat end of table.
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Tabla 17. lDeath ratea nor mallgnant neoplaama, accorctlng to race, sex, and w United States,

eelected yearn 1950-77-Continued

(Data are based on the national vital registration system)

Year
\ Race, sex, and age

1950 1955 1960 1965 1970 1979 1976? 197P

Black male

All ages, age adjustecis . . . . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . . . . .

Under25 years . . . . . . . . . . . . . . . . . . . . . . . . . . .
Underl year . . . . . . . . . . . . . . . . . . . . . . . . . . .
1-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
60-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . .

65-69 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
70-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75-79 vears . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

126.1
106.6

7.1
—.
—

15.3
21.1
39.3
74.3

147.5
288.5
425.2
580.1
696.1
581.2
733.3

80-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ~, 853.5
85 years and over . . . . . . . . . . . . . . . . . . . . . J

All other females

All ages, age adjusteds . . . . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . . . . .

Under25 years . . . . . . . . . . . . . . . . . . . . . . . . . . .
Under 1 year . . . . . . . . . . . . . . . . . . . . . . . . . . .
1-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
60-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . .

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

See footnotesat end of table.

131.0

110.1

6.4
6.9
6.4

19.6
49.1
89.1

155.9
223.5
335.7
446.2
528.3
513.5
429.2
565.2
617.7
525.0
719.2

—
—

—-
—-
—
—.
—-
—-
—
-—
—-
—
—-
—
—
—
—
—-
—

124.7
108.4

5.5
5.3
5.5

19.9

38.8
82.9

144.8
226.4
312.0
390.7
446.0
542.2
478.0
551.3
672.8
545.1
841.2

Number of deaths per 100,000 resident population

158.5
136.7

6.7
6.8
6.7

15.0
21.7
47.7

101.2
177.9
324.4
461,4
740.1
980.4
886.5

1,017.1
1,012.6
1,145.2
1,155.2

125.0

109.8

5.9
6.5
5.9

17.1
41.5
72.1

128.4
207.1
300.7
369.6
505.4
591.0
498.3
596.6
676.6
757.2
727.5

174.1
149.2

6.4
6.0
6.4

13.9
20.3
51.1

107.5
195.3
344.6
511.9
802.8

1,097.4
939.5

1,136.5
1,247.5
1,246.4
1,456.7

120.9

109.2

5.3
3.8
5.4

15.3

40.4
71.4

119.1
194.4
271.2
343.6
508.1
597.0
341.8
590.8
671.3
690.9
942.9

198.0
171.6

6.8
5.3
6.9

12.8
25.9
46.6

115.7
229.2
404.1
595.7
802.3

1,297.6
1,049.4
1,349.1
1,580.6
1,707.7
1,387.0

117.6

110.0

4.9
3.3
5.0

14.4
25.5
60.2

115.2
173.9
267.0
357.1
422.6
641.6
534.0
672.4
729.1
744.2
758.9

214.4
186.5

5.7
3.1
5.8

12.5
19.9
48.1

110.3

229.3
416.1
657.8
915.8

1,441.6
1,086.9
1,621.9
1,875.0
1,764.0
1,573.6

118.9

115.5

4.6
2.7
4.6

11.1
23.9
51.4
95.1

177.9
251.0
388.1
459.3
683.3
464.5
610.3
917.1
789.5
732.7

217.7
193.5

6.0
4.5

6.0
11.4
18.4
40.0

106.8
223.2
418.2
666.6
970.4

1,475.0
1,062.7
1,714.3
2,026.1
1,783.3
1,614.3

119.3

117.8

4.2
0.8
4.3

11.3

23.9
45.3
94.3

164.1
270.9
357.8
471.9
700.9
492.0
801.5
940.1
822.6
819.0

221.9
198.2

5.5
3.0

5.6
11.1
20.6
44.9

113.6
233.5
424.1
676.7
951.3

1,515.5
1,062.3
1,707.0
2,254.0
1,893.6
1,701.7

122.4

121.2

4.7
2.6
4.7

11.8

23.6
51.2
95.0

167.9
272.8
372.4
490.6
707.6
502.6
S07.I

1,024.6
777.9
768.9
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Table 17. Death rataa for malignant naoplaama, accodlng to race, eax, and a$p United Stataa,
ealectad yaara 1956—77-Contlnuad

(Data are based on the national vital registration system)

Race, sex, and age
Year

1950 1955 1960 1965 197(Y 1979 197fl 197P

Black female Number of deaths per lW,000 resident population

All ages, age adjusteds . . . . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . . . . .

Under 25 years . . . . . . . . . . . . . . . . . . . . . . . . . . .
Under 1 year . . . . . . . . . . . . . . . . . . . . . . . . . . .
1-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

25-29 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
30-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-39 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
40-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-49 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
50-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-59 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
50-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . .

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

131.9
111.8

6.5
—
—

19.7
50.6
89.2

156.6
227.3
339.5
449.9
530.1
513.0
428.4
569.5

605.3

—
—

—

—
—
—
—
—
—
—
—
.
—
—
—
—
—
—

127.8
113.8

6.0
6.7
5.9

18.4
43.1
75.9

132.4

210.7
306.4
384.8
518.5
591.4
505.0
596.5
673.4
745.1
728.9

124.3
113.6

5.4
3.0
5.5

16.6
43.9
73.9

124.6
201.8
278.4
355.0
527.4
601.2
515.5
593.5
670.1
672.6
934.8

123.5
117.3

5.1
3.3
5.2

15.4
27.0
M.6

124.7
183.2
280.3
370.7
444.7
688.4
558.3
702.3
762.5
764.7
791.5

124.7
123.3

4.7
2.7
4.8

11.2
25.4
54.8

101.4
191.3
270.6
385.5
472.7
704.4
489.0
860.1
989.8
789.0
733.0

125.9
126.8

4.2
0.5
4.3

12.3
25.8
48.4

100.3
177.3
280.6
377.7
491.1
730.3
497.8
855.5

1,028.6
871.3
844.0

.

129.8
131.0

4.8
2.2
4.9

13.6
25.6
54.6

102.6
181.8
297.0
393.5
510.0
737.2
512.0
853.8

1>147.1
807.3
784.9

lExcludeedeathsof nonresidentsof the UnitedStates.
%cludes all races and bothsexes.
~Ageadjustedby the direotmethodto the total populationof the UnitedStatesas enumeratedin 1940, using 11 age groups.
flncludee black males. .

Slncludee black females.

NOTE The Intemaf/ona/ C/asaifioafionof Diseaws, Adapted for Use in the United States revisions and code numbers for malignant neoplasms are Sixtfr
Revkiorr, Nos. 140-205, for 1850 and 1955 Seventh Revision, NIX 140-205, for 1960 and 1M and EighthRevision, Nos. 14(3-2(X), for 1970-77.

SOURCES National Center for Health Statistics Vital Statistics of the United States, Vol. 11,1950-77. Public Health Service. Washington. U.S. Government
Printing Officq Data computed by the Division of Analysis from data compiled by the Division of Vital Statiaticq U.S. Bureau of the Census Population estimates
and projections. Current Population Reports. Series P-25, Nos. 310, 519, 64S, and 721. Washington. U.S. Government Printing Office, June 1965, Apr. 1974,
Jan. 1977, and Apr. 1978; 1950 Nonwhite Population by Race. Special report P-E No. 3B. Washington. U.S. Government Prfnting Office, 1951; General
population characteristics, United States summary, 1960 and 1970, U.S. Census of Poprdation. Final reports PC(I )-1 B and PC(l)-BI, Washington. U.S.
Government Printing Office, 1961 and 1972.
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Table 18. Daath rates for cancer of the resplratwy system, acoordlng to race, sex, and a- United Statas,

selactwf yeara 1950-77

(Dats are baser.. on the national vital registration system)

Year
Race, sex, and age

1950 1955 1960 1965 197(7 79751 197P 197P

Totalz Number of deaths per 100,000 resident population

All ages, ageadjusteds . . . . . . . . . . . . . . . . . . . . . . . 12.8 16.0 19.2 23.0 28.4 32.5 33.5 34.3
All ages, crude . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 14.1 18.2 22.2 26.9 34.2 40.7 42.5 44.0

Under 25 year n. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

65-7’4 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75+34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

White male

All ages, age adjustecls . . . . . . . . . . . . . . . . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Under 25 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
3544 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
56-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 yeara and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

85-7’4 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75-64 years . . . . . . . . . ..’ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

White female

All ages, age adjusted . . . . . . . . . . . . . . . . . . . . . . . . .
All ages, crude . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Under 25 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

65-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75-,years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

See footnotesat end of table.

0.2
0.9
5.1

22.9
55.2
69.0
69.3
69.3
64.0

21.6
24.1

0.2
1.2
7.9

39.1
95.9

116.1
119.5
109.1
102.8

4.6
5.4

0.1
0.5
2.2
6.5

15.5
31.6
27.2
40.0
43.9

0.1
1.0
5.9

27.4
86.5
90.2
92.9
88.2
85.8

28.5
32.5

0.2
1.4
8.9

47.2
125.3
184.4
172.1
155.2
105.1

4.6
5.7

0.1
0.6
2.6
6.8

14.8
31.2
26.7
39.1
42.7

0.1
1.1
7.3

32.0
81.5

111.0
117.2
102.9

79.1

34.6
39.6

0.1
1.6

10.4
53.0

149.8
211.7
225.1
191.9
133.9

5.1
6.4

0.1
0.6
3.4
9.8

16.7
30.6
26.5
36.5
45.2

0.1
1.0
9.3

38.4
93.5

136.1
142.9
129.2

97.1

41.5
47.5

0.1
1.4

12.9
60.7

169.7
270.8
282.5
259.2
181.5

6.8
8.6

0.1
0.6
4.5

14.8
23.4
36.7
33.1
41.1
51.2

0.1
1.0

11.6
46.2

116.2
170.1

174.6
175.1
113.5

49.9
58.3

0.1
1.4

15.4
67.6

199.3
341.7
344.8
360.7
221.8

10.1

13.1

0.1
0.6
6.0

22.1
39.3
50.0
45.4
56.8
57.4

0.1
0.9

11.0
52.3

131.9
202.2
205.3
212.4
142.8

54.6
65.8

0.1
1.3

13.4
73.0

206.3

398.0
385.2
452.0
298.2

13.8
18.8

0.0
0.5
7.1

27.7
58.9
69.6
86.1
71.3
73.1

0.1
0.9

10.7
53.4

135.6
211.4
212.5
226.2
152.5

55.6
67.9

0.1
1.0

13.4
72.7

209.3
411.3
391.8
477.5
329.6

14.8
20.5

0.1
0.7
6.7

29.1
63.0
77.3
76.3
79.4
76.4

0.1
1.0

10.6
55.1

137.3
218.9
219.2
237.3
156.3

56.4
69.6

0.1
1.2

12.4
74.0

208.5
423.3
399.8
501.1
340.1

15.6
21.7

0.1
0.6
7.1

30.8
65.3
81.5
80.9
83.6
78.8
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Table 18. Death rates for carwr of the raapiratory ayatsrn, accodng to rata, sex, and agw Unltad 8tatea,
aaktad years 1956—77-Continuad

(Data are baaed on the national vital registration system)

Year
Race, sex, arid age

1950 ;955 1960 1965 1970 1979 197@ 197i7

All other maid

All ages, age adjusted . . . . . . . . . . . . . . . . . . . . . . . . . 17.0
Ail ages, crude . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 14.5

Under 25 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0.2
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2.1
35-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9.3
45-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 40.5
55-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 79.1
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 60.7

65-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 67.6
75-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 48.5
85 yaws and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10.5

Black male:

All ages, age adjusted . . . . . . . . . . . . . . . . . . . . . . . . . 16.9
All ages, crude . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 14.3

Under 25 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0.2
25.W yearn . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2.1
35-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9.4
45-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 41.1
55-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 78.8
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 56.9

65-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 65.2
75-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . }

42.4

“) All other females

All ages, age adjusted . . . . . . . . . . . . . . . . . . . . . . . . . 4.1
All ages, crude . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3.4

Under 25 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0.1
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.1
35-44 yeara . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2.6
45-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8.7
55-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15.5
65 yearn and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 18.3

65-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 17.8
75-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 19.6
85 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 19.2

.%e footnotesat end of table.

Number of deaths per 100,000 resident population

24.0
20.6

0.1
2.2

12.9
56.3

108.0
93.7

100.6
63.2
45.8

.
—

—
—
—
.
—
—
—
—
.

5.2
4.5

0.1
0.7
3.3

10.9
19,6
25.0
25.2
25.0
23.5

35.6
30.5

0.1
2.5

19.8
70.4

154.2
170.2
183.4
145.4
114.8

36.6
31.1

0.1
2.6

20.7
75.0

161.8
166.4
164.6
126.3
110.3

5.6
4.9

0.1
0.7
3.5

12.5
20,2
27.2
22.5
35.8
44.7

42.6
36.0

0.2
1.7

24.5
64.7

171.0
219.6
240.2
177.8
147.1

44.7
37.6

0.2
1.8

26.1

90.4
182.7
224.0
246.1
172.6
140.0

7.1
6.3

0.1
0.9
6.1

16.7
25.8
29.3
29.5
27.7
34.7

56.3
47.6

0.1
2.4

29.3
113.1
231.5
285.3
301.2
278.7
156.8

60.8
51.2

0.2
2.9

32.6
123.5
250.3
302.9
322.2
290.6
154.4

10.4
9.5

0.0
0.5
9.4

23.3
35.3
49.0
47.7
53.2
45.8

66.8
56.7

0.1
1.6

27.3
122.9
290.0
m.4
378.2
346.9
218.8

72.5
61.8

0.1
1.6

30.7
136.9
313.2
363.3
404.7
370.7
220.8

13.4
12.5

0.0
0.7
8.4

30.7
52.3
62.6
62.9
64.4
55.5

68.2
58.3

0.1
1.5

23.8
129.0

295.4
369.1
364.3
372.2
223.5

73.8

63.3

0.1
1.5

26.7
142.6
319.4
384.0
406.8
401.5
226.8

14.3
13.4

0.0
0.8
8.3

34.4
54.7
66.0
65.8
70.1
56.2

71.4
61.5

0.2
2.1

24.6
131.2
305.0
397.3
408.4
412.0
252.8

78.3
67.8

0.2
2.3

27.6
147.5
331.9
430.4
435.9
469.6
255.0

15.7
14.7

0.1
0.9

10.5

36.4
63.3
66.9
70.1
65.6
50.8
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Table 18. Death rates for cancer of the respiratory system, aocordlng to race, sax, and w Unltad States,

selaoted yearn 1950-77-Continued

(Data are based on the national vital registration system)

Year
Race, sex, andage

1950 1955 1960 1965 19707 19757 197tY 1977

Black female Number of deaths per 1~,000 resident population

All ages, age adjustecls . . . . . . . . . . . . . . . . . . . . . . . . . 4.1 –- 5.5 7.1 10.9 14.2 15.2 16.7

All ages, crude . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3.4 — 4.9 6.3 10.1 13.4 14.5 15.8

Under 25 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0.1 — 0.1 0.1 0.1 0.0 0.0 0.0
25-34 years. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.2 — 0.8 0.9 0.5 0.7 0.8 1.1
35-44 )rears . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2.7 — 3.4 6.3 10.5 9.5 9.1 11.8
45-54 yeara. . . . . . . . . . . . . . . . . . ... . . . . . . . . . . . . . . . . . . . . . . . 8.8 — 12.8 17.6 25.3 33.6 36.4 41.0
55-84 years.., . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15.3 — 20.7 26.0 36.4 55.0 57.9 66.0
65 years and over. . . . . . . . . . . . . ... . . . . . . . . . . . . . . . . . . . . . 17.2 — 25.3 27.3 50.0 83.2 66.6 67.1

85-74. years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16.4 — 20.7 28.2 49.3 83.7 66.3 71.3
7~4. years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

}
19.2 — 33.1 24.5 52.6 85.5 73.9 65.6

85 yeare and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . -— 44.7 30.4 47;6 53.5 49.5 45.4

1Excludes deaths of nonresidents of the United States.
Zlncludes all races and both sexes.
sAge adjusted by the direct method to the total population of the United States as enumerated in 1940, using 11 age groups.
flncludes black males.
Slncludes black females.

NOTE The /rrternatiorra/Classificationof Diseases, Adapted for Use in the United States revisionsand code numbers for cancer of the respiratory system are
Sixth Revislorr, Nos. 160-164,for 1950 and 195!3 Seventh Revision, Nos. 160-164, for 19M and 196$3 and Hghth Revision, Nos. 160-163, for 1970-77.

SOURCES National Center for Health Statistics: Vita/ Statistics of the Un/ted States, Vol. 11,1950-77. Public Health Service. Washington. U.S. Government
Printing OffiCq Data computed by the Division of Analysis from data compiled by the Division of Vital Statiati~ U.S. Bureau of the Census Population estimates
and projections. Current Popr,r/atlon Repotis, Series P-25, Nos. 310, 519, 643, and 721. Washington. U.S. Government Printing Office, June 1965. Apr. 1974,
Jan. 197i’, and Apr. 1978 7950 Nonwhite PoprJation by Race. Specialreport P-E No. 38. W~hington. U.S. Government Printing Office, 1951; General
population characteristics, United Statee summwy, 1960 and 1970, U.S. Census of Popu/atior?. Final reporta PO(1)-1B and PC(1)-Bl, Washington. U.S.
GovernmentPrintingOffice, 1961 and 1972.
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Tabfa 19. Infanta wefghlng 2,506 grams or Iaaa af bfrth, according to cofor or rata, gaographk dMaIon, and Sfata:
Unftad Stataa avaraga annual 1965-67, 1976-72, and 1975-77

(Data are based on the national vital registration system)

1965-67 1970-72 1975-77
Geographic division

and State Total White
All

Totalz White
otherl

Black Totalz Vthite Black

United States . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

New England . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Maine . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
New Hampshire . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Vermont . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Massachusetts . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Rhode Island . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Conn*ticut . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Middle Atlantic . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

New York . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
New Je~y . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Pennsylvania . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

East North Central . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Ohio . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
lndana . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
lllinois. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Mic~gan . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Wsconsin . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

West North Central . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Minnwta . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
iowa . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Misouri . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
North Dakota . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
South Dakota . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nebraska . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Kan . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

South Atlantic . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Delaware . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Ma@and . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
District of Columbia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Wrginia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Weat Virginia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

A North Carolina . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
South Carolina . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Georgia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Florida . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

East South Central . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Kentuc~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Tennessee . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Alabama . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Mississippi . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

See footnotesat end of table.

Infants weighing 2,500 grams M less at birth per 100 total live births

8.3 7.2 13.7 7.8 6.6 13.6 7.2 6.1 13.3

7.9

7.4
7.6
7.8
7.8
8.3
8.4

8.6

9.0
8.4
8.1

7.8

7.9
7.6
8.2
7.9
6.9

6.9

6.3
6.2
7.9
6.4
6.3
6.8
7.0

9.4

9.0
9.2

13.0
8.9
8.4
9.4
9.7
9.6
9.2

9.0

8.3
9.1
9.0
9.7

7.6

7.4
7.5
7.8
7.5
7.9
7.7

7.4

7.7
7.1
7.0

6.9

7.1
6.9
6.8
6.9
6.5

6.4

6.2
6.1
6.6
6.4
6.1
6.5
6.6

7.5

7.3
7.5
7.4
7.4
8.2
7.7
7.6
7.3
7.5

7.4

7.7
7.5
7.1
6.8

14.2

13.2
*9.3
*2.7
13.3
14.7
15.1

15.5

15.2
15.0
16.6

14.5

15.0
14.0
14.4
14.6
13.5

13.1

9.7
13.3
14.7

7.0
7.4

12.8
12.9

13.7

15.7
15.1
14.5
13.4
13.7
13.3
12.7
13.7
13.7

13.0

14.2
14.9
12.4
12.3

7.2

6.8
6.8
7.1
7.2
7.3
7.6

8.2

8.4
8.1
7.7

7.5

7.5
6.9
8.0
7.8
6.4

6.6

6.1
6.1
7.5
5.7
6.0
6.6
6.8

8.7

8.3
8.1

12.6
8.3
7.8

8.9
9.1
9.1
8.4

8.5

7.8
8.3
8.7
9.3

6.8

6.7
6.7
7.0
6.8
6.7
6.8

6.9

7.2
6.7
6.7

6.4

6.6
6.4
6.4
6.5
6.1

6.1

5.9
5.9
6.4
5.7
5.9
6.3
6.3

6.9

6.4
6.5
7.1
6.8
7.5
7.0
6.8
7.0
6.8

6.9

7.2
6.9
6.7
6.6

14.1

*9.3
*1 0.0
*1 4.5

13.6
17.2
14.3

14.4

14.2
14.6
14.8

13.9

13.8
12.1
14.2
14.4
12.5

13.3

12.5
12.9
13.5
10.1
*9.4
12.8
12.7

13.5

15.5
13.4
13.5
13.6
13.2
13.9
12.9
13.5
13.1

12.8

13.4
13.6
12.7
12.4

6.6

5.7
6.2
6.5
6.5
6.8
7.0

7.7

8.0
7.6
7.2

7.0

7.0
6.5
7.6
7.4
5.8

6.1

5.4
5.6
7.1
5.2
5.5
5.8
6.5

8.2

7.9
7.9

12.6
7.5
7.1
8.3
9.0
8.7
7.9

8.0

7.2
7.9
8.2
9.1

6.2

5.7
6.2
6.5
6.2
6.4
6.2

6.4

6.6
6.2
6.2

5.9

6.1
5.8
5.9
6.1
5.3

5.6

5.2
5.5
5.9
5.0
5.3
5.5
5.9

6.3

6.2
5.9
6.6
6.1
7.0

6.3
6.3
6.4
6.3

6.4

6.6
6.5
6.2
6.3

12.3

*6.7
*7.7

*1 2.5
11.1
13.2
13.7

13.4

13.2
13.6
13.9

13.4

13.2
11.9
13.8
13.7
12.6

13.2

12.0
10.8
13.7
11.8
*8.7
11.9
13.4

12.9

13.8
13.2
13.8
12.4
10.8
12.9
13.0
12.9
12.7

12.3

12.6
12.9
11.9
12.3
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Table 19. Infanta wdlghlng 2,580 grams or Ieaa at bltih, according to color or race, geographic divlalon, and Statw
United Statoa average annual 190S-87, 1970-72, and 1976-77-Contlnuad

(Data are based on the national vital registration system)

1965-67 1970-72
Geographic division

1975-77

and (Nate Total White
All

Totalp
otherl

White Black Totalz White Black

West South Central . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Arkansas . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Louisiana . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Oklahoma . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Texas . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Mountain . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Montana . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
ldaho . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Wyoming . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Colorado . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
New Mexico . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Arizona . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Utah . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nevada . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Pacific . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Washington . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Oregon . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
California . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Alaska . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Hawaii . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Infants weighing 2,500 grams or less at birth per 100 total live births

8.7

8.8
10.1

7.7
8.4

8.8

8.0
7.2
9.2

10.4
10.1

7.8
7.1
9.5

7.4

6.8
6.3
7.5
7.1
9.0

7.3

7.4
7.1
7.0
7.4

8.5

8.0
7.2
9.0

10.1
10.0

7.4
7.0
8.9

6.7

6.5
6.1
6.8
6.3
7.5

13,8

12.1
14.6
11.4
14.0

11.1

8.5
10.0
12.9
15.8
11.0

9.9
10.6
13.0

11.3

10.9
10.8
12.0

8.7
9.6

8.2

7.9
9.3
7.7
8.0

7.9

7.5
6.5
9.1
9.4
9.2
7.0
6.4
9.1

6.6

6.4
5.9
6.7
6.3
8.1

6.8

6.6
6.7
7.0
6.9

7.7

7.5
6.5
8.9
9.1
9.2
6.8
6.3
8.1

6.0

6.1
5.7
6.0
6.0
6.4

13.6 7.8

12.0 8.0
13.6 8.9
14.9 7.6
13.9 7.5

14.3 7.1

14.9 6.7
*5.7 5.7
18.8 8.7
15.2 8.7
15.4 8.4
11.9 6.4
10.8 5.4
16.8 ‘ 7.5

12.3 6.1

12.6 5.6
14.0 5.4
12.2 6.1
10.3 5.4
11.6 7.6

6.5

6.4
6.3
6.8
6.5

6.9

6.5
5.7
8.5
8.4
8.5
6.2
5.4
6.7

5.4

5.3
5.3
5.5
5.0
6.0

13.2

i2.7
12.8
13.3
13.5

13.3

*1 0.0
*6.9
16.4
14.6
12.5
11.7
15.1
13.8

11.5

9.8
11.6
11.6

9.1
9.3

1Data by birth weight for the black population not available for these years. In the Middle Atlantic, Eeet North Central, South Atlantic, East South Central, end
Weet South Central divisions, mow than 95 percent of the births in the “all other” color category were black. However, In the Mountsin and Pacific States most
of the births in the “all other” color category were not black. Overall, 91 percent of the births in the “all other” color category were black for the 3-yeer period.

,.

Based on more recent data, infants other than black of the “all other” color category have a much lower low-birth-weight ratio than black infsnte. 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.

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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I

TaMa 20. Live births,acoordlngto monthof pragnanoypranatalcara baganand race:UnitadStates,rapodng arms, 1976-78

(Data are based on the national vital registration ayatem)

All
Month of pregnancy prenatal care began

No
Race and year live 1st or

3rd 4th 5th St/r 7th 8th 9tfr
prenatal

births 2nd
month month month month month month

care
month

month

Totall

1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1971 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1972 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1973 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1974 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

White

1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1971 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1972 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1973 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1974., . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Black

1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1971 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1972 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1973 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1974 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

100.0

100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0

100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0

100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0

41.2
41.4
42.4
43.8
44.9
45.5
46.7
47.4
49.0

44.5
44.7
45.7
47.1
48.0
48.5
49.6
50.2
51.9

23.7
24.8
26.4
28.2
30.1
31.6
33.2
34.4
36.0

26.7
27.2
27.0
27.0
27.2
26.8
26.7
26.6
25.9

27.9
28.3
27.9
27.8
27.9
27.4
27.2
27.1
26.3

20.6
21.8
22.6
23.2
23.8
24.2
24.5
24.6
24.2

12,1
12.2
12.0
11.6
11.4
11.4
11.0
10.9
10.6

11.3
11.3
11.1
10.6
10.4
10.5
10.1
10.0

9.7

16.2
16.5
16.7
16.3
16.1
16.0
15.7
15.3
14.9

Percent diatrfbution

7.3
7.2
7.1
6.8
6.4
6.3
6.1
6.0
5.7

6.2
6.1
6.0
5.7
5.4
5.4
5.2
5.1
4.9

13.1
13.0
12.5
11.9
11.3
10.8
10.3
10.0

9.7

4.8
4.7
4.5
4.2
3.9
3.9
3.7
3.5
3.4

3.9
3.8
3.7
3.4
3.2
3.2
3.1
2.9
2.8

9.8
9.2
8.5
7.9
7.3
6.9
6.4
6.1
5.9

3.4
3.1
3.0
2.8
2.6
2.6
2.4
2.3
2.2

2.7
2.6
2.4
2.3
2.2
2.2
2.0
1.9
1.9

6.9
6.1
5.5
5.0
4.7
4.4
3.9
3.8
3.6

2.0
1.8
1.7
1.7
1.6
1.5
1.4
1.3
1.3

1.6
1.5
1.4
1.4
1.3
1.3
1.2
1.1
1.1

3.8
3.3
3.0
2.8
2.6
2.4
2.2

0.8
0.7
0.7
0.7
0.6
0.6
0,6
0.5
0.5

0.7
0.6
0.6
0.6
0.5
0.5
0.5
0.5
0.5

1.5
1.2
1.1
1.2
1.1
1.0
0.9

2.2 “ 0.8
2.0 0.9

1.7
1.6
1.6
1.5
1.4
1.3
1.4
1.4
1.4

1.2
1.1
1.1
1.1
1.0
1.0
1.1
1.1
1.1

4.4
4.0
3.6
3.4
3.0
2.7
2.9
2.8
2.9

Ilnclwke all other races not shown separately.

NOTE: In 1970 and 1971, month of pregnancy prenatal care began was repxtad by 39 States and the Dietriit of Oolumbku in 1972, by 40 States and the Oiatrict
of ColumbiW In 1973-75, by 42 Statas and the Districtof Oolumbia; in 197&78, by 44 States and the District of Oolumbia. Figures for 1970 and 1971 are baaed
on a W-percent sample of birth% for 1972-78, they are based on 100 percent of births in selected States and on a S)-percent sampIe of births in all other States.
Percents are based only on records for which month of pregnancy prenatal care began is stated.

SOURCE National Center for Health Statistics Wtal Statistics of the United States, Vol. 1,for data yeare 197&1975, Public Health service. Washington. U.S.
Government Printing OfficW for data yeare 1976-1978, Public Health 3ewica, DHHS, Hyattaville, Md. To be Wblished.
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Table 21. Inilanis born ta evar-marrhsd women 15-44 years of age and psrosnt breast fed, acoordlng to
selected maternal charectarieticrr: United Stetee, 1970-72 and 1972-75

Maternal characteristics

Year of infant’s birth

1970-72 1973-75

Number of Percent of Number of Percent of
infants in infants infants in infants
thousands breast fed thousands breast fed

Totall . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9,339 24.5 8,862 31.2

Education

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

Poverty level income

Less than 150 percent of poverty income . . . . . . . . . . . . . . . . . . . . .
150-299 percent of poverty income . . . . . . . . . . . . . . . . . . . . . . . . . . . .
300 percent or more of poverty income . . . . . . . . . . . . . . . . . . . . . . .

Race

Wtite . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Black . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Employment history

Never worked . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Ever worked . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

2,860
4,556
1,923

2,534
4,060
2,745

8,145
1,070

590
8.749

17.3 2,278 18.7
22.0 4,072 28.1
41.2 2,295 48.9

23.8 2,102 23.6
21.2 3,431 31.3
30.0 2,206 39.3

25.8 7,485 32.9
13.0 969 19.6

21.7 820 23.1
24.7 7.647 32.2

!Includee all other races not shown separately. For 1973-75, includes births to women whose education, poverty level, and employment history ware not etated.

NOTE Only infants who resided with their mother for 2 months or more are included.

SOURCE Oivisionof Vital Statistics,NationalCenterfor HealthStatistics Data fromthe NationalSurveyof FamilyGrowth. I

L
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Tabfe22. Immunlzatfonand infactlonstatusof chlldran1-4 yaaraof agw Unffad6tataa,1970-79

(Data are baaed on household interviews of a sample of the civilian noninstitutionalized population)

History of—

Population
DTPr Polio

Year
1-4 years Measles Rubella Mumps

in
vaccination vaooination vaooi-

thouaands lnf&- Vacci- lnfeo- Vacci- 3 do6es O 3 doses O nation

tion nation tion nation or more doses or more dosea

Percent of population

1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 14,123 8.1 57.2 14.4 37.2 76.1 7.0 85.9 10.8 (2)
1971 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 14,112 8.7 61.0 13.9 51.2 78.7 5.8 67.3 8.6 F’)
1972 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 13,905 7.4 62.2 12.3 56.9 75.6 6.9 62.9 10.7 w
1973 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 13,874 6.3 61.2 12.8 55.6 72.6 6.2 80.4 13.9 34.7
7974 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 13,210 5.1 64.5 12.2 59.8 73.9 5.2 63.1 11.7 39.4
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12,729 4.8 65.5 11.3 61.9 75.2 4.5 64.8 10.3 44.4
19763 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12,276 4.3 65.9 10.0 61.7 71.4 3.7 61.6 9.5 48.3
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12,071 3.8 63.1 10.0 59.4 68.5 3.3 80.1 8.7 46.1
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12,187 3.3 62.8 7.8 61.7 88.0 3.8 61.4 7.9 51.1
1979 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12,386 3.1 63.5 7.0 62.7 85.4 2.6 59.1 6.0 55.4

Wiptheria-tetanus-psrtusais.
2Mumps vaccination was first reportad in 1973.
%sgkrnlng In 1976, the category “don’t know” was added to response categories. Prior to 1976, the lack of the ‘“don’t know” option resulted in some forced
positive answera which were particularly apparent for those vaccinations which require multipledose schedules, i.e., polio and DTP.

NOTE The proportions of the population ever infected or vaccinated are not mutually excIusive.

SOURCE Center for DiseaseControl: United States Immunization Survey, 1979. PublicHealth Service, DHHS, Atlanta, Ga. To t-s published.
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Table 23. Selected notifiable disease rates, according to dleease: Unlfed States, seleoted years 1950-78

(Data are based on reporting by State health departments)

Disease
Year

1950 1955 7960 1965 7970 1975 1977 1978

Chickenpox . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Diphtheria . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Hepatitis A . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. I
Hepatitis B . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ..~
Measles (rubeola) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Mumps . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Pertussis (whooping cough). . . . . . . . . . . . . . . . . . . . . .
Poliomyelitis, total . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . .

PaalNtc . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1
Rubella (German measles) . . . . . . . . . . . . . . . . . . . . . . . .
Salmonellosis, excluding typhoid fever . . . . . . . . . .
SMgellosis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Tubercul&isZ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Venereal diseases%
SypMli@ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Primary and secondary . . . . . . . . . . . . . . . . . . . . . . .
Early latent . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Late and late latent . . . . . . . . . . . . . . . . . . . . . . . . . .
Congenital . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ...’

Gonorrhea . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Chancroid . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Granuloma inguinale . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Lymphogranuloma venereur n. . . . . . . . . . . . . . . . . .

(9
3.83

(’)

211.01

(’)

79.82

22.02

(’)
(’)

15.45
80.50

146.02
16.73
39.71
76.22

8.97
192.45

3.34
1.19
0.95

(’)
1.21

19.45

337.88

(’)

38.21
17.84

8.43

(’)
3.32
8.47

46.60

76.15
4.02

12.48
53.83

3.33
146.96

1.65
0.30.
0.47

Number of cases per 100,000 population

(’)
0.51

23.15

245.42

(’)

8.23
1.77
1.40

(’)
3.85
6.94

30.83

68.78
9.06

10.11
45.91

2.48
145.33

0.94
0.17
0.47

(’)
0.08

17.48

135.33

(’)

3.51
0.04
0.03

(’)
8.87
5.70

25.33

58.81
12.16

9.10
35.09

1.86
169.36

0.51
0.08
0.46

(’)
0.21

27.87
4.08

23.23
55.55

2.08
0.02
0.02

27.75
10.84

6.79
18.22

45.46
10.94

8.11
25.05

0.97
298.52

0.70
0.06
0.30

78.11
0.14

16.82
6.30

11.44
27.99

0.82
0.00
0.00
7.81

10.61
7.78

15.95

38.00
12.09
12.57
12.81

0.43
472.91

0.33
0.03
0.17

97.63
0.04

14.40
7.78

26.51
10.02

1.02
0.01
0.01
9.43

12.87
7.42

13.93

30.10
9.50
9.94

10.39
0.22

466.83
0.21
0.03
0.16

80.42
0.03

13.53
6.89

12.32
7.81

0.95
0.01
0.00
8.38

13.49
8.95

13.08

30.00
10.00

9.07
10.64

0.20
468.30

0.24
0.03
0.13

jNot reportednationally.
zNewlyreportedactivecases.
sNewlyreportedciviliancases.
ilncludes stage of syphilis not stated.

NOTE Rates greater than O but lees than 0.005 are shown as 0.00. The total resident population was used to calculate all ratea except venereal diseases, for
which the civilian resident population was used.

SOURCES: Center for Disease Control: Reported morbidity and mortality in the Unitad Statea, 1978, Morbidifyand Mortality Wee/r/yReporf 27(54). Public
Health Service, Atlanta, Ga., Sept. 197% National Center for Health Statistics Data computed by the Division of Analysis from data compiled by the Center for
Disease Control; Venereal Disease Control Division, Center for Disease Control: Selected data.
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Tabte24. Self-aeaessmantof healthand Ilmltatfonof actfvity,accordingto aelecfedcharacterfatfrx
UnitactSfatea,1973and 1978

(Data are baaed on household interviews of a sample of the civilian nonin~[tutionalized population)

Wth limitation of activity
Self-assessment

of frea/th as Limited but timited in Unable to

Characteristic fair or poor Total not in major amount or kind carry on
activi~ of major activity major activity

1973 1978 1973 1978 1973 1978 1973 1978 1973 1978

Totall ,2,3 . . . . . . . . . . . . . . . . . . .

Age

Under 17 years . . . . . . . . . . . . . . . . .
17-44 years . . . . . . . . . . . . . . . . . . . . . .
45-64 years . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . .

Sex?

Male . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Female . . . . . . . . . . . . . . . . . . . . . . . . . . .

Racel

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

Family incomel,A

Less than $7,000 . . . . . . . . . . . . . . .
$7,000-$9,999 . . . . . . . . . . . . . . . . . . .
$10,000-$14,999 . . . . . . . . . . . . . . . . .
$15,000-$24,999 . . . . . . . . . . . . . . . . .

S25,000 or more . . . . . . . . . . . . . . . .

Geographic regionl

Northeast . . . . . . . . . . . . . . . . . . . . . . . .

North Central . . . . . . . . . . . . . . . . . . . .
South . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
West . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Location of residence!

Within SMSA . . . . . . . . . . . . . . . . . . . .
Outilde SMSA . . . . . . . . . . . . . . . . . . .

Percent of population

12.2 11.9 13.3 13.6 3.3 3.5 7.0 6.8 3.1 3.3

4.2
8.5

22.3
31.5

11.3
12.9

11.1
21.0

22.1

15.4

12.2

9.7

6.3

10.0

10.9
15.4
11.2

11.1
14.3

4.4
8.5

21.6
30.1

11.3
12.5

10.9
20.5

21.9
15.0
11.2

8.3
6.1

10.6
10.7
14.7
10.6

11.2
13.5

3.4
8.5

23.3
44.1

14.0
12.7

13.0
16.8

21.1
15.4
12.6
11.1

9.5

12.1
12.6
14.5
14.1

12.9
14.2

3.9
8.5

23.6
45.0

14.4
13.0

13.3
17.1

21.2
16.3
12.8
11.3

9.8

12.8
12.8
14.2
15.0

13.1
14.7

1.5
3.1
4.9
6.4

3.3
3.1

3.3
2.8

4.0
3.3
2.9
3.2
3.1

2.8
3.5
3.1
4.0

3.3
3.3

1.9
3.2
5.0
6.7

3.4
3.6

3.6
2.9

4.0
3.8
3.3
3.4
3.5

3.3
3.2
3.2
4.6

3.5
3.6

1.6
4.4

13.2
21.7

5.6
8.0

6.8
8.7

10.8
8.5
7.1
5.8
4.7

6.6
6.4
7.7
7.0

6.7
7.5

1.8
4.2

12.4
21.7

5.5
7.8

6.6
8.7

10.8
7.7
6.6
5.8
4.6

6.4
6.9
7.0
6.8

6.5
7.4

0.2
1.0
5.2

16.1

5.0
1.5

2.8
5.4

6.3
*3.6
*2.6
2.3

*1.7

2.7
2.6
3.7

*3.1

2.9
3.5

0.2
1.0
6.1

16.6

5.5
1.5

3.1
*5.5

6.5
*4.7
*2.9
*2.1
*1.7

*3.O
*2.6
4.0

*3.6

3.1
3.7

~Age adjusted by the direot method to the 1970 civilian noninstitutionalized population, using 4 age intervsk.
%cludes all other races not shown separately.
Slncludee urrUnownfamily income.
4Family income categories for 1978. Corresponding income categories in 1973, adjusting for inflation, were lees than $5,00rJ S5,000-36,999 S7,000-$9,993
$10,000-$14,99% 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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Tmblsr 25. Restrlctad-wtivlty and kted-disability days, aooording to selected characteristlca: United States, 1973 and 1978

(Data aria based” on household interviews of a sample of the civilian noninstitutionalized population)

Restricted-activity days Bed-disability daya
Characteristic

1973 1978 1973 1978

Totall ,2,3 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Age

Under17 yearn . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
17-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Sex~

Male . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Female . . . . . . . . . . . . . . . . . . . . . . ... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Race!

Wtite . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Black . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Family incomel.4

Less than $7.000 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
$7.000.$9.999 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
$10,000-$14,999
$l5,OO&$24,999:::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::
$25,000 or more . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Geographic area!

Notiheast . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
North Central . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
South . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
w*t . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Location of residence

Within SMSA . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Outaide SMSA. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Number per person per year

16.4 18.4 6.3 7.0

10.7
13.6
22.6
33.5

15.0
17.6

-15.9
21.3

25.5
17.4
15.9
14.0
13.2

13.6
15.4
18.5
18.2

18.3

16.5

11.3
14.8
25.8
40.3

16.4
20.1

17.9
22.9

28.8
21.1
16.1
15.4
13.3
.

17.3
16.8
19.1
20.7

18.5
17.8

4.5
5.4
7.8

13.1

5.4
7.2

6.1
8.9

9.7
6.6
6.4
5.6
5.1

5.4
5.8
7.4
6.7

6.4
6.1

5.2
5.7
8.8

14.5

6.1
7.9

6.8
9.9

11.0
8.5
5.9
5.9
5.3

6.9
6.4
7.5
7.5

7.2
6.6

,.

~Age adjusted by the direct metho(dto the 1970 civilian noninstitutionaiized population, using 4 age intervals.
Zlncludes all other races not shown separately.
%3udee unknown family income.
4Family income categories for Iw%. corresponding income categories in 1973, adjusting for inflation, were: leSS than $5,000 $5,000-$6,99% $7,000-$9,99% .

$10,000-$14,999 and $15,000 or more.

SOURCE:Divieion of Health Interview Statistic, National Center for Health Statistics Data from the National Heslth Interview Survey,

I

.
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Table 26. Diaabillty days associated with acute condhlons and lncktanoa of acute condltfons, according to egw
United States, 1970-76

(Data are based on household interviews of a sample of the civilian noninatitutionalized population)

Age
Yesr ending June 30

1970 7971 1972 1973 1974 1975 1976 1977 1978

Restricted-activity days

All ages . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Under 17 yeara . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
17-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Bed-disability daysz

All ages . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Under 17 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
17-44 yeara . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Incidence of acute conditions

AllagSl . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Under 17 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
17-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Number per person

8.5 8.6 9.3 9.2 9.3 9.7 9.4 9.4 9.8

8.6 9.5 9.4 9.3 9.9 9.4 9.7 10.0 10.0
8.0 8.0 8,8 8.9 8.9 9.4 8,8 9.1 9.5
8.7 7.2 9.3 8.6 8.2 9.8 9.1 8.6 8.8
9.8 10.3 10.9 10.8 10.7 12.1 11.6 10.1 12.1

3.8 3.8 4.1 4.0 4.0 4.2 4.2 4.2 4.5

4.0 4.5 4.3 4.1 4.5 4.0 4.6 4.8 5.0
3.5 3.6 3.9 4.0 3.8 4.2 4.0 3.9 4.3
3.8 3.1 3.6 3.6 3.5 4.0 3.8 3.7 3.6
4.0 4.0 4.7 4.3 4.1 5.3 4.7 4.5 5.1

Number per 100 persons

204.q 209.8 220.9 ~199.6 ~174.2 3199.1 218.4 222.6 224.2

290.3 310.6 307.9 280.1 254.8 282.6 305.7 315.0 310.6
193.2 194.2 215.1 196.0 170.2 194.7 2+5.3 216.1 222.3
132.8 125.3 144.0 124.6 98.3 123.4 136.7 142.2 143.0
103.0 105.6 109.2 98.1 75.7 91.3 105.5 102.4 111.0

lAge adjustedby the direct methodto the 1970 civiliannoninsfitutionalizedpopulation,using4 age intervals,
2Asubsetof restricted-activitydays.
~The1974 estimatesare artificiallylow because of modHioationsin the questionnairede&gn for the 1973 and 1974 surveys.Since the data are collected on a
calendaryear basis,the 1973 and 1975 estimatesare also partiallyaffected.

SOURCE Oivisionof Health InterviewStatistics,NationalOenterfor Health Statistics Data fromthe NationalHealth InterviewSurvey.
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Tabla 27. Cigaratte ●moklng ●talus of parsons 20 yaara of age and ovar, aocording to SSIG race, and w
Unitad Statea, 1965, 1976, and 1979

(Data are, based on household intewiews of a sample of the civilian noninstitutionalized population)

1979 Smuking status

Sex, race, and age
population

Current srnokerp Former smoker
in

thoussndsl 1965 1976 1979 1965 1976 1979

MALE

Tota18J

All ages, 20 years and over . . . . .

20-24 years ..,...............;..........,..
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
3544 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 years and over . . . . . . . . . . . . . . . . . . . . . . . .

White

All ages, 20 years and over . . . . . . . .

20-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-44 year . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . .

Black

All ages, 20 years anti over . . . . . . . .

20-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . .

Peroent of persons

67,836 52.4 41.9 37.8 20.5 28.9 30.0

9,040 59.2 45.9 37.1 9.0 12.2 12.6
16,561 60.7 48.5 43.8 14.7 18.3 20.3
11,943 58.2 47.6 42.0 20.6 27.3 28.3
20,675 51.9 41:3 39.1 24.1 37.1 38.0

9,616 28.5 23.0 20.1 28.1 44.4 47.9

80,191 51.5 41.2 37.1 21.4 30.0 31.2

7,859 58.1 45.3 35.8 9.6 13.3 13.3
14,582 6CL1 47.7 43.6 15.5 18.9 20.9
10,466 57’.3 46.8 41.3 21.5 28.9 30.0
18,627 51.3 40.6 38.5 25.1 38.1 39.1
8,657 27.7 22.8 19.3 28.7 45.6 49.3

.

5,801 60.8 50.5 45.1 12.1 19.3 19.4 I
835 67.4 52.8 46.3 3.8 4.1 *4.7

1,458 68.4 59.4 48.1 6.7 11.8 14.9
1,080 67.3 58.8 49.0 12.3 13.8 15.6 I

1,653 57.9 49.7 47.4 15.3 28.6 25.9 IL
774 36.4 26.4 27.9 21.5 33.0 35.1

FEMALE

Totals.i

All ages, 20 years and over . . . . .
76,958 34.1 32.0 29.7 8.2 13.8 15.4

20-24 yeara . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

65 years and over . . . . . . . . . . . . . . . . . . . . . . . .

10,239
17,509
12,728
22,749
13,733

41.9
43.7
43.7
32.0

9.6

34.2
37.5
38.2
34.8
12.8

33.5
33.8
36.8
30.8
13.5

7.3
9.9
9.6
8.6
4.5 “

10.4
,12.9
15.8
15.9
11,7

11.4
15.2
17.0
17.6
13.9

~:

All ages, 20 years and over . . . . . . . .

20-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . .

67,222

8,605
14,999
11,026
20,147
12,445

41 J

43.4
43.9
32.7

9.8

31.8

34.4
37.1
38.1
34.7
13.2

30.0

33.9
34.4
37.3
30.7
14.2

8.5

8.0
10.3

9.9
8.8
4.5

14.4

11.4
13.7
17.0
16.4
11.5

16.1

12.3
16.0
17.9
18.0
14.2

See footnotesat end of table,
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Tabf. 27. Clgaratte smoking status of paraona 20 yaara of aga and ovar, according W aax, raoa, and agm
Unftad Sfataa, 1965, 1976, and 1979—Contfnuad

(Data are based on household intewiews of a sample of the civilian noninstitutionalizedpopulation)

1979 Smoking status

Sex, race, and age
population

Currentsmokerz
in Former smoker

thousands$ 1965 1976 1979 1965 1976 1979

Black Percent of persons

All ages, 20 years and over. . . . . . . . 7,684 “ 34.4 35.1 30.7 6.0 9.9 10.6

20-24 years. . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,252 44.2 34.9 31.8 2.5 5.0 *4.3
25-34 years.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,866 47.8 42.5 34.5 6.7 8.9 10.6
35-44 years. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,328 42.8 41.3 37.3 7.0 9.6 10.1
45-84 years. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,082 25.7 38.1 34.8 6.6 11.9 14.9
65 years and over. . . . . . . . . . . . . . . . . . . . . . . . 1,115 7.1 9.2 7.5 4.5 13.3 10.5

~lncludes persons with unknown present smoking status.
2Acurrentsmoker is a person who has smoked at least 100 cigarettes and who now smokeq includes ocosaional smokers.
$Baae of percent excludes persons with unknown smoking status.
Zlncludea all other races not shown separately.

SOURCE Division of Health Interview Statistloa, National Center for Health Statiatb Data from the National Health lntewiew Sutvey.
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Table 28. ClgarMtea smoked per day by persons :!0 years of age and over, aocordlng to sex, race, and age
United States, 1965, 1976, and 1979

(Data are Ibased on household interviews of a sample of the civilian noninatitutionalized population)

1979 Cigarettes smoked per day
current

Sex, race, and age
Less than 15

smokers?
15-24 25 or more

in
thousands

1965 1976 1979 1965 1976 1979 1965 1976 1979

MALE

Totalz,s

All ages, 20 years and over . . . . . .

20-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over..., . . . . . . . . . . . . . . . . . . . . .

White

All ages, 20 years and over . . . . . . . . .

20-24 years . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . .

Black

All ages, 20 years and over . . . . . . . . .

20-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . .

FEMALE

Totalz.s

All ages, 20 years an,d over . . . . . .

20-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
35-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 yeara and over . . . . . . . . . . . .. . . . . . . . . . . .

White

All ages, 20 years and over . . . . . . . . .

20-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

35-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-64 years . . . . . ... . . . . . . . . . . . . . . . . . . . . . . . . . .
65 yeara and over . . . . . . . . . . . . . . . . . . . . . . . . .

See footnotes at end of table.

Percent of current smokers

25,451 28.3 24.2 24.3 46.3 44.8 41.6 25.4 31.0 34.7

3,341
7,209
“4,967
8,016
1,919

22,179

2,806
6,323
4,285
7,107
1,657

2,596

387
699
529
765
216

22,765

34.9
25.7
23.7
26.7
47.1

25.9

32.3
22.8
21.3
24.6
44.6

48.1

52.7
47.8
42.5
46.9
84.9

43.6

31.6
25.5
19.6
18.5
39.1

21.4

27.5
22.1
17.2
16.2
37.5

43.8

56.9
446.0
38.5
:35.9
53.0

36.5

30.3
25.7
20.2
19.9
37.8

20.6

25.4
22.1
16.1
16.8
35.1

49.9

57.5
51.4
43.9
45.9
59.7

33.2

49.7
50.0
44.8
45.3
39.0

46.8

50.8
51.1
44.8
45.4
40.3

42.6

41.9
41.7
45.5
43.7

31.9

42.2

49.9
45.8
41.2
44.1
42.7

44.9

52.8
46.5
40.4
43.3
42.2

44.8

34.2
43.5
44.8
50.8
47.0

43.8

49.7
43.2
36.5
39.8
42.2

42.4

52.6
44.5
35.9
40.0
43.5

37.9

39.4
34.9
40.6
39.1
33.6

44.0

15.4
24.3
31.5
28.0
13.8

27.4

16.9
26.1
33.9
30.0
15.1

9.3

*5.3
10.5
12.0

9.4
*3.2

14.2

18.5
28.7
39.2
37.4
18.2

33.7

19.7
31.4
42.5
40.4
20.4

11.5

*8.9
10.5
16.7
13.3

*.

19.6

20.0
31.1
43.3
40.3
20.0

37.0

21.9
33.4
48.0
43.2
21.4

12.2

*3.1
13.6
15.5
14.9
*6.2

22.8

3,422
5,884
4,657

6,952
1,849

20,043

2,911
5,123
4,088
6,161
1,760

48.4 43.1 39.2 41.9 42.4 42.8 9.7 14.5 18.0
41.4 94.3 31.3 43.1 45.2 44.3 15.5 20.5 24.4
39.1 33.8 28.4 43.7 44.4 46.1 17.1 21.8 25.5
44.4 34.3 31.9 42.0 44.2 43.5 13.6 21.5 24.6
62.6 49.3 45.5 31.0 38.9 42.0 6.4 11,8 12.5 ~:

r
41.0 :13.2 29.5 43.9 45.2 45.8 15.1 21.6 24.7 I

45.3 39.3 34.2 44.4 44.3 44.8 10.4 16.4 21.0
37.9 30.6 27.7 45.4 46.8 46.0 16.7 22.6 26.3
36.2 29.5 25.0 45.3 45.4 48.0 18.4 25.1 26.9
42.4 32.0 27.8 43.2 45.1 45.7 14.5 23.0 27.0
61.5 45.7 43.8 31.8 41.7 43.5 6.8 12.6 12.7
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Table 28. Cigarettes arnoked par day by paraons 2U yaara of aga and ovar, according to q rm, and agw
United Statea, 1%5, 1976, and 1979

(Data are based on household interviews of a sample of the civilian noninstitutionalizedpopulation)

Sex, race, and age

1979 Cigarettes smoked per day
current

Less than 15
amokersl

15-24 25 or more

in
thousands

1966 1976 1979 1965 1976 1979 1965 1976 1979

Black Percent of current smokers

All ages, 20 years and over. . . . . . . . . 2,335 67.7 80.0 62.2 26.4 33.8 29.7 5.9 6.1 8.1

20-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 396 73.4 85.7 72.8 22.1 31.3 27.2 *4.5 *3.O
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 847 88.2 58.8 59.9 25.1 33.6 34).1 8.7 *7.7 *1 0.0
35-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 493 83.4 80.4 52.0 30.4 38.1 33.7 *6.2 *1.4 14.4
45-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 715 69.4 53.2 84.0 26.9 36.7 29.5 *3.6 10.1 *6.5
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . 64 83.2 100.0 *76.2 *1 6.8 *. *1 5.5 *. *. *8.3

1Acurrentsmokerisa personwho hassmokedat least100 cigarettesand who nowsmokes includesoccasionalsmokers.
ZBasaof percent excludesunknownamountsmoked.
~lncludesall other races not shown separately.

SOURCE Divisionof Health InterviewStatistics,NationalCenter for Health W&t& Data from the NationalHealth InterviewSurvey.

165



Table 29. Teenage cigarette smoking, according to parentel srnotdng etetue, eex, and ege: United States, 1974 fMtd 1979

(Data are based on telephone interviews of samples of the noninstitutionalized population)

Parental smoking status

Year, sex, and age
Neither

Both parenta Father only Mother only parent
current smokers current smoker current smoker current

smoker

1974

Both sexes, 12-18 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Male

12-18 yearn . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

12-14 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
15-16 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
17-18 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . .

Female

12-18 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

12.14'years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
15-18 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
17-18 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

1979

Both sexes, 12-18 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Male

12-18 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

12-14 yeara . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
15-16 !fears . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
17-18 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Female

12-18 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

12-14 ~(ears. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
15-16 ]~ears. . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
17-18 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Percent of teenagers who are current smokers

21.4 14.7 15.6 9.5

22.1

4.9
23.2
43.2

20.7

7.9
33.8
27.6

14.3

15.7

10.5
16.4
23.8

13.6

6.3
18.3
22.0

10.3

13.8

0.0
20.9
29.7

17.6

8.5
19.4
30.6

11.7

11.3

2.4
12.4
23.1

7.7

1.7
7.1

17.7

6.1

13.5 8.5 9.9 5.6

3.9 2.7 4.2 0.5
21.3 12.9 5.9 6.0
20.0 15.1 25.6 12.6

15.1 12.2 13.7 6.5

5.0 4.3 3.3 1.6
17.4 11.6 13.6 6.8
33.3 22.1 32.4 13.9

NOTE A currentsmokerisa personwhosmokesat leastonce a week.

SOURCE: Green, D.E.: TeenageSmoking,hmneck?teand Long-TermPatterns.ClintonResearchServices.ContractNo. 400-7S-001 O. Prepared for the National \

Institute of Education. Washington. U.S. Government Printing Office, Nov. 1979.
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Table 30. Alr pollution, according to aouroa and typa of pollutati Unitad Stat@, aalaotad yam 1970-78

(Data are calculated emissions estimates)

Source

Type of pollutant
and year All Transpor-

Stationary
fuel

Industrial Solid
sources tation

Other
combustion

processes waste

Particulate matter

1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Sulfur oxides

1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Nitrogen oxides

1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Hydrocarbons

1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Carbon monoxide

1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

23.2
14.6
14.1
13.6
12.5

29.8
26.2
27.4
27.2
27.0

19.9
20.9
22.5
23.4
23.3

28.3
25.3
27.0
27.1
27.8

102.6
97.2

102.9
102.4
102.1

1.1
1.0
1.0
1.2
1.3

0.7
0.8
0.8
0.8
0.8

7.4
8.6
9.0
9.4
9.4

11.7
10.8
11.0
11.0
10.7

80.6
82.3
85.4
86.1
85.5

Emissions in 106 metric tons per year

7.2
5.1
4.7
4.8
3.8

22.7
20.9
22.2
22.2
22.1

11.3
11.3
12.5
13.0
12.9

0.4
0.3
0.3
0.3
0.3

1.5

1.3
1.2
1.2
1.2

12.8
7.4
7.0
6.4
6.2

6.2
4.5
4.4
4.2
4.1

0.7
0.7
0.7
0.8
0.8

11.2
11.1
12.2
12.6
13.6

7.7
6.7
7.1
7.4
7.6

1.1
0.5
0.5
0.5
0.5

0.1
(’)
(’)
(’)
(9

0.3
0.2
0.1
0.1
0.1

1.8
0.9
0.9
0.9
0.8

6.5
3.2
3.1
2.9
2.7

1.0
0.6
0.8
0.7
0.7

0.1

:’

(’)
(’)

0.2
0.1
0.2
0.1
0.1

3.2
2.2
2.6
2.3
2.4

6.3
3.7
6.1
4.8
5.1

*Emiaaions of leas than 50,000 metric tons per year.

NOTE Becauaa of modifications in methodology and use of more refined emission factors, data from ttis table should not be compared with data in HeaM,
UnitedStates, f979.

SOURCE Monitoring and Data Analysis Oivision National Air Pollutant EmissionEstimates, 1970-1978. EPA-450/4-60-O02. U.S. EnvironmentalProtection
Agency. Research Triangle Park, N.C., Jan. 1980.
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Table 31. Physlclan visits, accordlfrg to source or place of care and aalaotad patient characteriatkx
Unltad States, 1973 and 1978

(Data are baaed on household interviews of a sample of the civilian noninatitutionalized population)

Source & place of care

All sources
Doctor’s office Hoepital

Characteristic
or places~

or clinic or outpatient Telephone
group practice depaftmentz

1973 1978 1973 1978 1973 1978 1973 1978

Visits per 1,000 population

Totap,46. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4,991.0 4,717.0 3,440.7 3,158.3 533.6 642.7 640.8 569.8

Age

Under 17 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4,164.6 4,108.3 2,595.1 2,579.5 494.9 554.6
17-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5,045.9 4,528.3 3,486.7 2,995.4 553.4 652.8
45-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5,454.5 5,286.2 4,019,3 3,668.3 553.2 751.8

65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6,542.3 6,294.2 4,911.0 4,618.6 547.7 669.3

Sex3

Male . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4,363.8 4,100.0 2,964.2 2,655.8 501.5 650.5
Femaie . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5,552.5 5,280.9 3,870.8 3,617.7 562.2 637.7

Races

White . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5,053.4 4,723.6 3,535.7 3,230.2 458.2 566.0
Black . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4,723.6 4,859.4 2,833.5 2,788.7 1,145.0 1,188.8

Family incomas.G

Less than $7,000 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5,435.2 5,567.2 3,343.9 3,264.7 883.5 1,060.0
$7,000-$9,999 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4,752.1 4,891.4 3,374.2 3,213.2 562.2 836.1
$10.00&$14.999 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4,648.7 4,673.0 3,455.3 3,061.4 486.9 657.4
$15,000-$24,999 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5,092.4 4,671.1 3,466.7 3,249.7 508.5 522.0
$25,000 or more . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5,142.2 4,591.1 3,588.3 3,330.8 457.9 435.3

Geographic regions

Notiheast . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4,904.6 4,874.3 3,206.$ 3,001.3 626.1 753.7
North Central . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5,022.3 4,593.6 3,514.6 3,163.2 470.3 564.5
South . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4,829.0 4,470.0 3,326.2 3,067.8 529.4 589.2
wst . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5,351.1 5,164.7 3,858.3 3,525.5 514.9 721.5

Location of residences

Within SMSA . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5,230.3 4,905.3 3,501.1 3,207.9 605.3 , 715.6
Outside SMSA . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4,468.0 4,321.7 3i308.3 3,060.1 374.9 486.2

778.5
581.6
586.9
615.9

500.2
767.1

699.0
*252.8

528.0
464.6
627.5
751.3
721.8

633.6
727.4
581.3
620.0

712.7
463.2

689.8
495.1
498.5
599.4

451.2
675.0

622.3
*245.8

694.0
613.0
436.5
594.3

549.1
515.1
620.7
654.1

*581 .9

613.3
480.4

llncludesall other sources or places of care not shown aaparately.
Zlncludea hospital outpatient clinic or emergency room.
aAge adjusted by the direct method to the 1970 civilian nonkratitutionalized population, using 4 age intervals.
41ncludes all other races not shown separately.
%cludes unknown family income.
sFamily income categories for 1978. Corresponding income categories in 1973, adjusting for inflation, were leas than $5,00Q $5,000-66,999; $7,000-S9,966;
$10,000-$1 4,99% and $15,000 or more.

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics Data from the National Heaith Interview Survey.
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Table32. lnt@ral sinca last physlclanvisit accordingto selectedpatientCharactariatiwUnitedStates,1973and t978

(Data are based on household interviews of a sample of the civilian noninstitutionaiized population)

Population
Interval since last physician visit

Characteristic
in thousands Leaa than 1 year-lees

2-4 years
5 years

1 year than 2 yeara or more

7973 1978 1973 1978 1973 1978 1973 1978 1973 1978

Percent of population

Totail,zs . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 205,799 213,828 74.4 75.4 10.9 11.1 10.0 9.2 3.9 3.3

Age

Under 17 years . . . . . . . . . . . . . . . . . . . . . . . . . . . 63,997
17-44 year . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 79,016
45-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 42,534
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . 20,253

Sexl

Male., . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 99,241
Female . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 106,558

Race!

White . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 179,808
Black . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 23,702

Family incomel,~

Less than S7,000 . . . . . . . . . . . . . . . . . . . . . . . . . 34,9o9
s7,00&s9,998 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 21,541

$10,000-S14,999 . . . . . . . . . . . . . . . . . . . . . . . . . . . 30,081
$15,000-S24,969 . . . . . . . . . . . . . . . . . . . . . . . . . . . 50,927

S25,000 or more . . . . . . . . . . . . . . . . . . . . . . . . . . 53,541

Geographic regionl

Northeast . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 48,745
North Central . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 56,335
South . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 65,099
West . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 35,620

Location of reaidencel

Within SMSA . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 141,736
Outside SMSA . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 64,06S

59,012
88,627
43,403
22,788

103,174
110,655

185,052
25,695

39561
20,444
36,662
53,884
42,336

48,667
57,356
69,206
38,599

146,441
67,387

73.0
76.2
72.6
76.5

70.5
78.0

75.0
70.9

73.2
71.1
73.8
75.4

77.7

75.6
74.2
73.6
74.9

75.7
71.7

75.8
74.3
74.5
79.8

71.2
79.2

75.6
75.1

75.4
73.9
74.5
76.7
77.5

76.2
76.0
74.1
75.8

76.4
73.2

13.5
10.5

9.3
6.5

11.9
9.9

10.7
11.4

10.0
11.3
11.6
11.0
10.3

11.2
10.4
11.0
10.7

10.5
11.7

i 3.4
11.3

9.2
6.2

12.1
10.1

11.0
11.6

10.1
11.1
11.4
10.9
11.0

11.0
10.9
11.5
10.6

10.8
11.6

9.8
9.6

11.2
9.3

11.9
8.2

9.8
10.6

10.2
11.9
10.0

9.7
8.7

9.0
10.8

9.9
9.8

9.4
11.0

7.7
10.2
10.2

8.1

11.2
7.2

9.2
8.1

9.2
9.9
9.9
8.8
8.3

8.4
9.0
9.8
9.3

8.6
10.4

2.5
2.9
6.2
7.2

4.7
3.2

3.7
5.0

5.3
4.9
3.9
3.3
2.7

3.6
3.9
4.2
3.6

3.5
4.7

1.8
3.0
5.1
5.2

4.1
2.5

3.2
3.4

3.7
4.0
3.5
2.8
2.4

3.2
3.2
3.3
3.2

3.0
3.9

~Ageadjuetedby the dkect methodto the 1970 civiliannoninstitutionalizedpopulation,using4 age intervals.
%cludes all other races not shown separately.
%rcludes unknown family income.
fFamilyincomecategories for 197& Correspondingincome categories in 1973, adjueting for inflation, ware leas than S5,00Q $5,000-S6,999 $7,00C-S9,~
$10,000-$14,9S% and S15,CO0 or more.

SOURCE Division of Health Interview Statistics, National Oanter for Health Statistic% Data from the National Health Intewiew Survey.
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l’al~le 33. Otflca vlsita to physlciana, according to sax, ago, aalssctadprlnolpal dlagnoalq and ICDA coda: U$lltad States, 1973
and 1978

(Data are based on reporting by a sample of office-based physicians)

Age and Both sexes Male Female
principal diagnosis ICDA codel

1973 1978 1973 1978 1973 1978

Visits per 1,000 population

2,842.0 2,718.5 2,360.4 327.9 3,280.0 3,081.5All agesz,s . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Medical or special exams . . . . . . . . . . . . . . . . . . . . . .
Acute URI,4 except influenza . . . . . . . . . . . . . . . . . .
Prenatal care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Medical and surgical aftercar@ . . . . . . . . . . . . . . .

Diseases of the heart . . . . . . . . . . . . . . . . . . . . . . . . . .

Hypertension., . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Under 15 yeara3 . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Medical or special exams . . . . . . . . . . . . . . . . . . . . . .
Acute URI,4 except influenza . . . . . . . . . . . . . . . . . .
Diseases of ear and mastoid process . . . . . . .
Infections and inflammations of skin . . . . . . . . .
Bronchitis, emphysema, asthma. . . . . . . . . . . . . . .
Medical and surgical aftercar@ . . . . . . . . . . . . . . .

15-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Acute URI,4 except influenza . . . . . . . . . . . . . . . . . .
Medical or special exams . . . . . . . . . . . . . . . . . . . . . .
Medical and surgical aftercares . . . . . . . . . . . . . . .

.Prenatal care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Neuroses and nonpsybhotic disorders . . . . . . . .
Sprains and strains . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

45%4 year.s3. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Diseases of the heart . . . . . . . . . . . . . . . . . . . . . . . . . .

Hypeti(snsion . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Arthritis and rheumatism . . . . . . . . . . . . . . . . . . . . . . .
Medical and surgical aftercar@ . . . . . . . . . . . . . . .
Bronchitis, emphysema, aathma . . . . . . . . . . . . . . .

65 years and ovens...... .. ......

Diaeasas of the heart . . . . . . . . . . . . . . . . . . . . . . . . . .

Hypertension . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Arthritis and rheumatism . . . . . . . . . . . . . . . . . . . . . . .
Eye diseases, except refractive . . . . . . . . . . . . . . .
Medical and surgical aftercares . . . . . . . . . . . . . . .
Diabetes mellitus . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

...

Yoo
460465
Y06
Y~ o
390-398, 402, 404,
410414, 420429 t

400, 401, 403

...

Yoo
460-465
380-S89
680-698
490-493
Y1 o

...

460+65
Yoo
Y1 o
Y06
300-309
840-848

...

390-398, 402, 404,
410-414, 420429 )
400,401,403
710-718
Y1 o
490493

...

390-398, 402, 404,
410414, 420-429 }
400,401,403
710-718
360-369,371-379
Y1 o
250

171.2
209.0
106.1
144.3

206.2
175.0

95.9
49.1

147.2
194.2

138.9

173.2
161.2

.

42.0

193.8
222.5
206.0
149.6

237.1
188.1
166.8

56.2

107.7 92.2 119.0 112.8 97.8 74.7

101.4 109.4 79.5 101.0 119.4 114.7

1,976.0 2,160.1 2,042.5 2,208.5 1,906.8 2,109.7

288.9
339.5
141.6
102.4

73.4
81.9

377.7
325.1
237.2
122.6

96.4
23.2

291.3
353.4
163.5
116.2

79.6
96.5

373.0
322.8
248.4
122.9
115.4

24.2

286.4
325.0
118.7

86.0
67.0
66.7

382.6
327.5
225.5
122.3

76.6
22.1

2,710.9 2,496.8 1,852.0 1,778.1 3,520.1 3,178.2

172.6
160,7
129.9
257.2
144.2

94.6

131.4
167.5

50.2
232.7
117.2

90.6

134.2
108.3
104.5

103.8
105.9

36,8

208.7
210.1
153.9
499.4
188.6

79.6

157.4
225.9

62.9
453.3
136.3

75.8
97.0

110.4
97.0

106,3

3,498.7 3,276.7 2,958.6 2,787.6 3,985.2 3,724.1

198.5 177.0 240.8 235.0 160.4 123.9

236.8
169.7
201.4
107.7

271.5
155.6

72.7
92.3

193.7
113.8
190.0

86.6

260.6
111.7

51.4
78.6

275.6
220.1
211.6
126.8

281.2
195.7

92.2
104.8

4,588.1 4,134.2 4,180.1 4,025.0 4,875.3 4,210.7

592.4 496.3 612.2 564.6 578.4 448.5
{

462.9
293.0
362.0

52.8
166.5

404.1
306.6
263.0
269.8
179.3

364.5
249.2
341.1

71.2
156.8

300.1
183.6
187.9
302.1
152.2

272.5
186.6
311.2

97.5
142.9

477.2
393.3
315.9
247.0
198.4

IDiagnosticgroupingsand code mumberinclualonsare based on the EighthRevis/on/rrtemat/ona/C/asaif/catiorrof D/seaaes,Adapted for Use in the Unhd
States.
2Age adjuated by direct method to the 1970 civilian noninstitutionalized population, using 4 age intervals.
Zlncludes office visits to physicians for the most common and all other principal diagnoses.
Wpper respiratory infections.
5A change in coding procedures after 1976 is responsible for the drop in visits attributed to this diagnosis.

NOTE: Rates are baaed on the civilian noninstitutkmalized population, excluding Alsska and Hawaii.

SOURCE: Oivision of Health Resclurces Utilization Ststiatics, National Center for Health Statistics: Data from the National Ambulatory Medical Care Survey.
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Table 34. Oftice vlslts to physlclans, eocordlng to physklan apaolatty ●nd setacM patient charactwlstks: Unfted Ststea, 1973 and 4978

(Data are based on repxting by a sample of office-based physicians)

Speolalty

Characteristic All spacialitiesl
Genwal and Interred Obstetks and General

family practice medidrre
Pediatrics

gynecology eurgery

1973 1978 1973 1978 1973 1978 1973 1978 1973 1978 1973 f978

Tota12. . . . . . . . . . . . ... ,.,

Age

Under 15 years . . . . . . . . . . .
1544 years . . . . . . . . . . . . . . . .
45-64 years . . . . . . . . . . . . . . . .
65 years and over . . . . . . . .

Sex2

Male . . . . . . . . . . . . . . . . . . . . . . . .
Female . . . . . . . . . . . . . . . . . . . . .

Color2

White . . . . . . . . . . . . . . . . . . . . . . .
AH other. . . . . . . . . . . . . . . . . . . .

vieifg per 1,000 txxwiation

2,842.0 2,718.5 1,193.7 972.8 320.4 305.4 207.2 238.0 219.3 3SS.8 195.2 149.7

1,976.0 2,160.1 739.5 646.4 31.7 19.6 11.6 12.1 714.3 1,106.5 68.3
2,710.9

47.2
2,498.8 1,137.8 921.9 244.9 210.3 433.6 4s5.0 24.7 41.3 181.8 1s4.4

3,498.7 3,276.7 1,5ss.4 1,244.7 571.4 59s.7 116.9 154.2 8.3 8.1 322.4 243.9
4,588.1 4,134.2 2,054.5 1,564.7 967.7 935.8 32.4 53.6 9.2 1.8 359.4 319.4

2,380.4 2,327.9 1,029.8 848.0 276.3 2S4.5 4.9 10.6 228,7 S47.6 16s.4 136.6
3,280.0 3,081.5 1,341.9 1,0S7.2 359.0 323.9 396.3 452.2 209.5 329.6 223.0 159.8

2,889.8 2,7SS.4 1,184.0 989.5 313:3 305.4 208.4 233.2 233.6 367.9 200.6 150.0
2,542.6 2,306.3 1,219.5 877.4 365.3 298.9 i96.4 266.6 141.0 197.0 15?.3 144.6

Vncludaeother specialtiesnotshownseparately.
2Ageadjuetedby thedlreot methodto the 1970 civiliannonlnstitutlonalizedpopulation,using4 age intervals.

NOTE Rates are basedon the civiliannonlrwtltutionallzedpopulation,excludlngAlaska and Hawaii.

SOURCE Divisionof Health ReeourcesUtilizationStatistics,NatlcnalOenterfor Health Statistics:Data fromthe NationalAmbulatoryMedicalCare Survey.



Table 35. Office visits fo phyaiclans,, according to aalactest vlslt and pathmf chsractartstlcw United $tatea, 1973 and 1978

(Data are based on reporting by a sample of office-based physicians)

Visit characteristic

Patient’s
Wit

Patient lasted 10
Return

first
characteristic

visit
minutes

w“sit
or le.ss~

scheduled

1973 1978 1973 1978 1973 1978

Percent of visits

Totatp . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16.5 15.4 51.2 50.0 58.8 58.5

Age

Under 15 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 17.2 14.4 61.0 80.8 47.8 48.7
15-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 20.5 19.4 49.4 49.3 59.6 59.4
45-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 11.8 12.0 44.0 41.4 65.2 64.5
65 year% and over . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . 7.6 8.4 44.8 39.1 74.0 70.8

Sex2

Male . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . 19.0 16.6 50.7 49.8 55.9 56.1
Female . . . . . . . . . . . . . . . . . . . . . . . . ... . . . . . . . . . . . . . . . . . . . . . . . 15.3 14.7 51.6 50.1 60.0 59.7

White . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15.9 14.8 50.7 49.8 58.6 58.3

All other . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 21.2 19.7 55.2 51.8 60.1 59.7

Location of residence2

Within SMSA . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16.6 15.5 48.2 47.8 61.8 60.3

Outeide SMSA . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 16.2 14.9 59.9 56.3 50.2 53.2

Time spel?t in face-to-face contact between physician and patient.
ZAgeadjusted by the direct methodl to the 1970 civilian noninstitutionalized population, using 4 age intervele.

NOTE: Ratesare baeedonthe civiliannoninstitutionaiizedpopulation,excludingAlaskaand Hawaii.

SOURCE Divisionof Health Resources UtilizationStatistics,National Center for Health Statietioe:Date from the NationalAmbulatoryMedical Care Survey.
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Table 36. Dantal wish and Interval since Isst visit, according to selected patient chamctd- United States, 1973 and 1978

(Data are based on household intewiews of a sample of the civilian nonirrstiionaiized population)

Visits per 1,000
Interval since last dental tieit Never

Characteristic
population Less than 1 year-less 5 yems visited

1 year than 2 years
2-4 years

or more dentist

1973 1978 1973 1978 1973 1978 1973 1978 1973 1978 1973 1978

Percent of population
To&ll,2,3 ................. 1,617.1 1,505.9 48.8 49.9 10.9 13.1 13.7 12.3 13.7 12.8 11.8 10.5

Age

1.’5
9.5

22.0
44.3

32.5
2.3
0.8
0.9

Under 17 year. . . . . . . .
1744 yeara . . . . . . . . . . . . .
45-64 yeara . . . . . . . . . . . . .
65 yearn and over . . . . .

1,599.5 1,610.2
1,690.5 1,623.4
1,743.7 1,747.2
1,122.5 1,217.3

49.2
55.2
46.9
27.3

46.7
50.8

51.2
32.2

36.1
37.3
43.0
51.0
64.5

53.9
50.1
43.3
50.2

50.9
44.3

50.7
54.3
48.8
32.3

48.1
51.6

52.3
33.7

37.0
36.7
45.2
55.3
66.9

55.0
51.7
43.9
51.8

51.8
45.6

9.1
14.3

9.8
6.6

11.2
10.7

10.8
11.7

10.5
11.3
11.8
11.2
10.1

10.7
10.5
11.2
11.6

11.0
10.7

10.8
16.9
12.3

7.8

13.3
12.9

12.6
15.9

13.7
13.6
13.2
13.4
11.8

12.4
12.8
13.1
14.3

13.3
12.6

6.8
17.5
17.3
15.4

14.5
13.1

13.1
18.8

16.7
17.1
15.6
13.8
10.0

12.0
14.2
14.7
13.9

13.4
14.7

6.5
15.6
15.0
13.9

12.8
11.9

11.6
16.9

15.5
15.8
14.2
11.1

8.3

10.8
11.6
14.0
12.2

11.7
13.6

1.4
9.5

24.1
49.0

14.2
13.2

13.2
17.4

18.4
16.8
15.1
12.3

8.2

12.5
14.1
15.1
12.0

12.5
16.2

29.4
1.9
0.6
0.6

10.8
10.3

9.8
14.6

14.6
*14.3
*12.2

*8.8
*5.2

*8.5
*9.5
12.9

*1 0.4

10.2
11.3

Male . . . . . . . . . . . . . . . . . . . . .
Female . . . . . . . . . . . . . . . . . .

1,430.5 1,446.9
1,791.7 1,754.8

13.4
12.3

12.2
11.3

Racel

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

1,721.4 1,666.8
*874.9 *1 ,023.7

12.4
16.8

10.7
18.3

Family incomel,t

Le88 than S7,000 . . . . . .
$7,000-$9,999 . . . . . . . . . .
$10,000-S14,999 . . . . . . . .
$1 5,000-$24,999 . . . . . . . .
$25,000 or more . . . . . . .

1,171.7 1,102.7
1,149.9 1,135.9
1,S32.9 1,455.6
1,667.3 1,601.0
2,255.9 2,339.6

18.2
16.4
13.9
10.2

6.5

17.3
*1 6.8
*13.8
*1 0.8

*6.3

Geographic regionl

Northeast . . . . . . . . . . . . . . .
North Central . . . . . . . . . . .
South . . . . . . . . . . . . . . . . . . . .
west . . . . . . . . . . . . . . . . . . . . .

1,956.5 1,865.9
1,564.8 1,624.2
1,245.5 1,313.6
1,922.8 1,775.2

11.9
13.2
14.6
10.1 ~

10.0
10.3
14.5
11.3

Location of residence

Within SMSA . . . . . . . . . . .
Outside SMSA . . . . . . . . . .

1,758.1 1,722.0
1,309.5 1,353.1

11.5
15.7

11.1

13.1

lAge adjtrated by the direct method to the 1970 civilian noninstitutionalized ~pulation, using 4 age intervals.
%oludes all other racea not shown separately.
%cludaa unknown family income.
tFamily income categories for 1978. Corresponding income categories in 1973, adjuating for inflation, wwa Ma than $5,00U S5,000-S8,~ $7,000-$9,889;
S10,000-$14,99% and S15,000 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. Diaoharges from and daye of care In ahott-etay hospitals, according to type of hospital and ownerehlp Unltad States, 1973 and 1978

(Data are based on reporting by facilities)

Year and type
All Community hoapitak Ail other hospitals

of ownership
short-stay
/rospita/s Total General Specialty Total General Psychiatric Other

1973

All ownerships . . . . . . . . . . . . . . . . . . . . . . . .

Government . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Federal . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

State-local . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Proprietary . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nonprofit . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

; 27’6

All ownerships . . . . . . . . . . . . . . . . . . . . . . . .

Government . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Federal . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
State-local . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Proprietary . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nonprofit . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

1973

All ownerships . . . . . . . . . . . . . . . . . . . . . . . .

Government . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Federal . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
State-local . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Proprietary . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nonprofit . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

1978

AH ownerships . . . . . . . . . . . . . . . . . . . . . . . .

Government . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Federal . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
State-local . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Proprietary . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nonprofit . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Number of discharges

34,298,089 32,389,169 32,030,132 359,037 1,908,920 1,765,775 107,112 36,033

8,745,316 6,946,394 6,900,269 4S,125 1,798:922 1,750,742 36,997 l<,i83
. --- .-,-
1,WJ8,4W 1,668,462 i ,663,948 4,514
7,056,854 6,946,394 6,900,269 46,i 25 i 10,460 66,794 36,997 6,669
2,547,42i 2,493,483 2,431,039 62,444 53,938 . 38,438 i5,500

23,005,352 22,949,292 22,698,824 250,466 56,060 i 5,033 31,677 9,350

37,071,977 34,9i9,748 34,538,024 38i ,724 2,i52,229 i ,9i 6,790 178,295 57,i44

9,282,057 7,275,423 7,229,794 45,629 2,006,634 1,903,195 80,i 05 23,334
i ,865,293 i ,865,293 i ,855,43i 9,862
7,416,764 7,275,423 7,229,794 45,629 i41 ,34i 47,764 80,i05 i3,472
3,i 04,6i i 3,027,897 2,955,5i2 72,385 76,714 54,653 22,06i

24,685,309 24,6i 6,428 24,352,7i 8 263,7i0 66,88i i3,595 43,537 ii ,749

Number of days of care

282,833,407 253,565,874 250,876,556 2,669,3i8 29,267,533 26,562,222 2,i83,37i 5oi ,940

8i ,933,353 54,447,644 53,818,261 629,383 27,485,719 26,529,035 7i4,276 242,408
26,260,686 - 2S,260,686 26,i48,6Cr5 1i 2,08i
55,672,677 54,447,644 53,818,26i 629,383 i ,225,033 380,430 714,276 i 30,327
17,829,834 i6,872,492 16,514,539 357,953 957,342 802,624 i54,7i8

i 83,070,2i O 182,245,738 180,543,756 1,70i ,982 824,472 53,i67 666,47i 104,8i4

294,904,239 263,752,360 260,438,255 3,314,105 31 ,i5i ,879 24,625,376 5,5i2,407 i,0i4,096

82,232,446 53,6i 8,441 52,665,i45 953,296 28,6i4,005 24,570,90i 3,483,28i 559,823
24,467,4il . 24,467,4i i 24,209,935 257,476
57,765,035 53,6i8,447 52,665,i45 953,296 4,i46,594 360,966 3,463,281 302,347
20,949,3i4 i9,597,533 i 9,267,974 329,559 i ,351 ,78i l,ii7,i95 234,586

19i ,722,479 i90,536,386 i 88,505,136 2,031,250 1,186,093 54,475 9i 1,93i 2i9,667

NOTE: Communityhospitalskrclude all non-Federal short-stay hospitals classified by the American Hoqital Aaewiation according to one of the following
services General medical and surgical; obstetrics and gynecologfi eye, ear, nose, and throa~ rehabilltatio~ orthopedic other special~, children’s genera~
children’s eye, ear, nose, and throat children’s rehabilitatio~ children’s orthopedic; and children’s other specialty.

SOURCE: Division of Health Manpower and Facilities Statistics, National Center for Health Statistic-s Data from the National Master Facility Inventory.



Tabfa 38. Dlachargaa tmm and daya 01 cam in non-Fadarai short-stay hoaplfals, according to aexj ~, aalacbd ffrat-llatad
diagnoais, and ICDA codw Unitsd Stataa, 1973 and 1978

(Data are baaed on a sample of hospital records)

Discharges Days of care
Sex, age, and first-listed diagnosis ICDA code?

T973 1978 1973 1978

Both sexesz,a

Tota14. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Diseases of the heart . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Malignant neoplasm . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Fracture . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Neuroses and nonpsychotic disorders . . . . . . . . . . . . . .
Pneumonia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Male

Under 15 year@ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Pneumonia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Fracture . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Congenital anomalies . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Inguinal hernia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Bronchitis, emphysema, asthma . . . . . . . . . . . . . . . . . . . . .
Intercranial injury . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

15-44 years+ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Fracture . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Neuroses and nonpsychotic disorders . . . . . . . . . . . . . .
bcerations . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Sprains and strains . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Diseases of the heart . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Intercranial injury . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

45-64 year . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Diseases of the heart . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Malignant naoplasms . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Neuroses and nonpsychotic disorders . . . . . . . . . . . . . .
Inguinal hernia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Fracture . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Ul@r . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

65 years and over+ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Diseases of the heart . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Malignant neoplasm . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Cerebrovascular disease . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Hyperplasia of prostate . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Pneumonia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

3ee footnoteeat end of table.

...

Number per 1,000 population

154.0 159.8 1,192.3 1,165.4

380-396, 402, 404,
410-414, 420-429 1
140-209
800-829
300-309
480-466

...

480-486
800-829
740-759
550, 552
480-493
850-654

...

600-829
300-309
870-907
640-648
390-398, 402, 404
410-414, 420-429 ‘!

850-654

...
390-396, 402, 404,
410-414, 420-429 }

140-208
300-309
550, 552
600-629
531-534

...
380-396, 402, 404, ‘
410414, 420-429 [
140-209
430-436
600
460-486

11.3

6.6
5.5
4.4
3.6

78.8

5.3
4.4
3.7
3.2
2.9
2.3

91.7

6.8
5.2
4.3
2.7

3.0

2.4

179.1

28.0

11.9
8.0
7.7
5.2
4.8

367.0

70.0

40.1
22.6
18.5
13.2

12.9

7.9
5.6
5.6
4.0

75.2

5.6
4.1
3.6
2.7
3.0
2.7

96.7

7.2
7.5
3.9
3.4

2.8

2.6

191.9

33.2

13.8
10.7

6.8
5.0
3.5

412.1

78.7

49.6
20.8
19.4
16.8

130.2

90.4
62.1
43.5
31.9

353.4

36.1
27.0
23.6

8.6
13.2

6.6

623.3

56.1
48.2
22.4
16.1

27.8

13.4

1,662.3

300.3

160.2

70.6
54.6
56.2
46.7

4,247.1

822.6

604.0
295.4
229.8
155.4

125.3

86.1
59.1
53.2
33.5

335.4

32.0
23.7
21.2

6.2
11.7

8.9

614.1

57.1
63.9
19.3
18.6

20.4

14.0

1,619.4

297.9

171.5

96.6
37.1
53.7
32.3

4,330.4

809.5

641.7
275.9
195.1
187.8
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Table 38. Discharges from and daya of care in non-Federal short-stay hoapltals, according to eez age, aeleoted Iket-llsfed
dlagnoeio, and ICDA cod= United Stetea, 1973 and 1978—Continued

(Data are based on a sample of hospital records)

Discharges Days of care
Sex, age, and first-listed diagnosis ICDA codef

1973 1$78 1973 1978

Female

Under 15 year.# . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Pneumonia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Fracture . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Congenital anomalies . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Bronchitis, emphysema, asthma . . . . . . . . . . . . . . . . . . . . .
Eye diseases and conditions. . . . . . . . . . . . . . . . . . . . . . . .

1544 year.@ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Dehvey . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Disorders of menstruation . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Benign neoplasm . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Neuroses and nonpsychotic disorders . . . . . . . . . . . . . .
Malignant neopiasms . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Choletithiasis (gallston~) . . . . . . . . . . . . . . . . . . . . . . . . . . . .

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

Diseases of the heart . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Malignant neoplaams . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Benign neoplasm . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Disorders of menstruation . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Neuroses and nonpsychotic disorders . . . . . . . . . . . . . .

65 years and over+ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Diseases of the heart . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Malignant neoplasm . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Fracture . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Cerebrovascular disease . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Eye diseases and conditions . . . . . . . . . . . . . . . . . . . . . . . .
Arthritis and rheumatism . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

,..

480-486
800-829
740-759
490493
360-379

...

650-662
626
210-228
300-309
140-209
574

...
390-398, 402, 404,
410414, 420429 }

140-209
210-228
628
300-309

...
390-398, 402, 404,
410414, 420429 t

140-209
800-629
430438
360-379
710-718

62.4

4.0
2.5
2.2
1.8
1.4

212.9

66.2
8.2
7.0
6.3
3.0
3.0

185.0

13.8

13.2
9.3
7.2
5.4

323.5

56.8

25.4
21.8
20.4
12.4

9.6

Number per 1,000 population

62.1

4.1
2.5
2.5
2.0
1.4

210.5

67.2
8.4
6.3
6.9
3.1
2.8

194.2

16.8

16.4
7.1
7.2
6.5

360.7

64.3

29.6
22.6
20.1
16.0
10.9

288.5

24.7
15.2
15.1

8.6
5.4

1,116.1

273.6
33.6
42.7
60.4
26.0
26.0

1,658.0

144.6

172.4
64.8
30.6
56.6

4,051.7

745.3

400.0
388.2
293.2

85.8
132.8

272.9

21.2
14.4
15.1
8.0
3.2

1,024.4

252.9
29.7
33.2
61.9
28.3
22.2

1,656.4

149.9

201.8
43.3
25.4
71.6

4,081.2

706.3

416.0
378.7
285.4

73.4
146.8

lDiagnoaticgroupingsand code numberinclusionsare based on the Eighth Revision hrtemationa/ C/assiffcst/on of Diseases, Adapted for use in the United
States.
ZAgeadjustedbythe directmethodto the 1970 civiliannoninstitutionalizedpopulation,using4 age intervals.
$Includaadata for which=x was notstated.
%cludes alldiagnoses.

NOTE Ratesare basedon the civiliannoninstitutkmalizedpopulation.

SOURCE Divisionof HealthResourcesUtilizationStatistics,NationalCenterfor HealthStatistics Data fromthe NationalHospitalDischargeSurvey.
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Table 39. Dlachargae from and days of care in non-Federal shorkstay hospitals for all patients and for patients wfth suf’gary,
aooording to bad siza of hospital and sw of patfenk United Stafas, 1973 and 1978

(Data are based on a sample of hospital records)

Discharges Days of care
Bed size of
hospital and

age of patient

All Patients All Patients
patients with surgery patients w“thsurgery

1973 1978 7973 1978 1973 1978 1973 1978

All sizes

All ageal,z . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Number per 1,000 population

154.0 159.8 63.7 65.9 1,192.3 1,165.4 504.0 500.4

Under 15 yeara . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
15-44 yeara . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

6-99 beds

All agesl,z . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Under 15 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
15-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

100-199 beds

All agesi,z . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Under 15 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
15-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. I . . . . . . . . . .
45-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

200-299 beds

All agesl,z . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Under15 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
15-44 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
“65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

70.8
154.4
182.3
341.8

31.6

14.3
28.8
36.0
86.7

26.3

12.4
27.1
28.5
60.1

27.0

13.4
27.1
30.9
56.7

66.8
155.1
193.1
381.9

30.8

12.5
28.2
36.1
85.6

27.1

11.5
26.4
31.7
67.0

28.4

12.7
28.0
32.5
66.3

33.5
69.1
77.1

102.4

9.2

5.7
10.2
10.2
13.6

10.1

5.3
11.9
10.7
15.6

11.8

6.8
12.3
14.2
19.9

28.7
71.5
81.0

121.6

8.2

3.9
9.5
8.9

13.9

10.5

4.1
12.4
12.0
18.8

12.6

5.8
13.8
14.6
24.1

321.9
878.5

1,661.0
4,136.4

203.2

52.4
126.4
246.9
889.6

189.8

50.6
136.6
239.7
718.9

206.3

56.7
155.3
264.0
705.8

304.8
824.7

1,638.7
4,183.8

186.1

43.9
128.4
236.6
747.2

179.9

44.8
124.0
240.8
693.1

204.4

53.4
142.3
270.6
760.3

134.3
4?4.0
751.3

1,465.8

56.6

17.4
49.8
73.2

167.8

70.7

17.8
63.1
91.8

216.9

93.1

24.3
75.8

136.8
279.7

120.5
390.5
742.4

1,589.1

46.3

11.4
43.7
61.7

150.2

66.9

14.0
57.7
93.7

228.5

92.4

21.6
71.1

127.6
320.2

See footnotesat end of table.
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Tabta :39. Dlashargea trom and daya o!I care In non-Federal ●horl-stay hoapiltals for atl .patlenta and for patients wtth surgery,
according ho bed alza aIf hospital and age ot patlenk United 3tataa, 1973 and 1978—Continued

,(Data are baaed on a sample of hosrrital records)

Discharges Days of care
Bed size of
hospital and

All Patients All Patients

age of pallient
patients with surgery patients w“th surgery

1973 1978 1973 1978 1973 1978 1973 1978

300-499 beds Number per 1,000 population

All\ages~.Z . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 39.4 37.1 18.4 16.7 331.2 289.6 151.5 134.4

Under 15 years . . . . ... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 18.0 16.4 9.5 7.2 83.7 72.9 38,4 28.7
15-44 y(9ars. . . . . . . . . . . . . . . . . ..l . . . . . . . . . . . . . . . . . . . . . . . . 39.5 35.6 19.2 17.1 243.8 203.4 116.9 100.0
45-64 years . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . 49.3 46.7 23.6 22.0 492.7 426.9 238.1 208.6
65 years and over . . . . . . . . . . . ... . . . . . . . . . . . . . . . . . . . . . . 82.6 85.4 30.9 32.6 1,099.6 1,012.3 452.3 439.0

500 beds or more

All agesl,z . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 29.6 36.4 14.1 17.8 261.9 305.3 132.1 156.4

Under 15 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12.7 15.7 8.2 7.7 78.5 89.8 36.4 44.8
15-44 yt>ars. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 31,9 36.9 15.6 18.8 214.4 226.6 108.4 118.0
45-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 37.6 46.0 18.4 23.5 397.7 461.8 211.4 250.8
65 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 53.8 75.6 22.5 32.2 722.4 950.8 349.1 451.1

IIncludes age not stated.
2Age adjusted by the direct methocl to the 1970 civilian noninstitutionallzed population, using 4 age intervals

NOTES: Excludes newborn infants. Rates are baaed on the civilian noninstiiulionalizad population.

SOURCE Oivision of Health Resources Utilization Statistics, National Center for Health Statiatim Data from the National Hospital Discharge Survey.

.
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Table40. Dischargsafrom and days of cars In short-stayhoapltals,accoKMngto Wlecisd cha~-
UnHsdStates,1973and 1978

(Data are based on household interviews ofasample of the civilian noninstitutionalizedpopulation)

Discharges Daya of carel
Characteristic

1973 1978 1973 1978

_fota]2,3,4 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Age

Under 17 yearn . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
17-44 years. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-84 yearn. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65 yeara and over. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Sext

Male . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Female . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Raca2

WNte . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Black . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Family incoma2,s

Lees than S7.~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
S7,000-S9,889 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
$10,000-S14,999
Sl5,~24,W9:::::::::::::::::::::::::::::::::::::::::::::::::
$25,000 or more . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Geographic areaz

Northeast . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
North @ntral . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
So@h. .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
wm . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Location of residenca2

Within SM~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Outside SMSA. . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

123.9

Number per 1,000 pqwlation

122.6 1,056.7 i ,008.1

58.6
119.7
166.1
237.8

118.4
129.0

124.3
120.6

155.9
134.1
128.4
116.2
110.2

107.9
130.0
133.8
118.9

116.7
139.8

67.0 385.8 846.3
104.3 608.6 680.0
176.0 1,688.9 1,614.8
287.7 2,889.7 3,192.6

121.0 1,081.8 1,117.5
124.8 1,028.0 627.6

122.2 1,028.5 883.5
130.6 1,287.2 1,480.0

149.7 1,473.5 1,422.6
144.9 1,346.3 1,292.9
120.9 1,050.3 924.2
116.1 934.7 880.2
102.6 638.6 719.9

105.4 1,029.0 962.6
132.0 1,085.9 1,068.4
1S5.8 1,148.6 1,068.4
107.2 875.4 844.5

117.0 1,036.8 1,016.0
134.6 1.101.6 992.2

*Excludlngdeliveries.
2Age adjusted by the direct method to the 1970 civilian nonlnstitutionalized population, using 4 ageintervals.
Wmludes all other races not shown separately.
tlncludes unknown family income.
5Family income categories for 1978. Corresponding income ostegork+s in 1973, adjusting for inflation, wam leas than SW@ S5,000-66,W S7,000-69,W&
$10,00C-$14,99% and $15,000 or more.

SOURCE: Oivision of Health Intem.ew Statiatioe, National Oenter for Health Ststiatioa Data from the National Health Interview Survey.
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Table 41. Operations for Inpatianfe dlachargad from non-f%deral short-day hoapltal~ ecoordlng to eex, age, leading swgloal
category, and ICDA code: United States, 1973 and 1978

(Data are based on a sample of hospital records)

Sex, age, and leading surgical category ICDA codel
Operations

1973 1978 1973 1978

Both sexesz

Toki~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Bopsy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Dilation and curettage of uterus. . . . . . . . . . . . . . . . . . . . . . . . . .
Hysterectomy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Tonsillectomy with or without adenoidectomy . . . . . . . . . . .
Repair of inguinal hernia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Male

Under 15 yearns. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Tonsillectomy, with or withlout
adenoidectomy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Myringotomy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Repair of inguinal hernia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Closed reduction of fracture without fixation . . . . . . . . . . . .
Appendectom~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

15-44 years8 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Repair of inguinal hernia.., . . . . . . . . . . . . . . ... . . . . . . . . . . . . . . . .
Excision of semilunar catillage of knee joint . . . . . . . . . . . .
Appendectom~: . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Suture of skin or mucous membrane . . . . . . . . . . . . . . . . . . . .
Biopq! . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

45-64 yearss . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Repair of inguinal hernia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
mopsy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Cardiac catheterization . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Prostatwtomy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Excision of lesion of skin and

subcutaneous tissue . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

65 years and ovens. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Prostat*tomy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Biopsy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Repair of inguinal hernia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Extraction of lens . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Local excision and destruction of

lesion of bladder . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

See footnotesat end of table.
.

Number in Number per 1,000
thousands population

... 18,426 20,754 88.4 93.1

Al -M
7’0.3-74.7
69.1 -69.5
21.1 -21.2
3,8.2-38.3

...

21.1 -21.2
17.0
38.2-38.3

482.0
41.1

...

38.2-38.3

86.5
41.1
92.5
A7 -A2

38.2-38.3
Al -A2
30.2
513.1-58.3

92.1 .92.2

...

513.1-58.3
Al -A2
38.2-38.3

414.4-14.6

56.1 -56.2

919
1,019

690
864
525

1,337

317
116
101

67
59

2,347

112
64
94
66
63

1,904

160
115

60
71

65

1,348

175
106

90
71

43

1,172
1,052

844
548
510

1,094

175
121

77
53
44

2,728

119
94
88
82
78

2,154

14!3
169
117

86

63

1,854

226
179
107

91

59

4.4
4.9
3.2
4.5
2.5

47.2

11.2
4.1
3.6
2.4
2.1

55.6

2.6
1.5
2.2
2.0
1.5

93.8

7.9
5.7
3.0
3.5

3.2

159.9

20.8
12.5
10.7

8.4

5.1

5.2
4.6
2.8
2.9
2.4

42.3

6.8
4.7
3.0
2.1
1.7

57.8

2.5
2.0
1.9
1.7
1.6

103.8

7.0
8.1
5.7
3.3

3.0

197.1

24.0
19.0
11.4

9.7

6.2
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Tabfe 41. Operationsfor inpatientsdlmhargadhorn non-Federalshort-stayhospftal~accordingto
cetagwy,and ICDA cock UnfiedStalaa,1973and 1978-ConUnuad

(Data are based on a sample of hospital records)

Sax age, fsdhlg surgical

Sex, age, and leading surgical category
Operations

ICDA codel
1973 1978 1973 1978

Female

Under 15 year.s3. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Tonsillectomy, with or without
adenoidectomy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

M~ingotomy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Appendatom~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Dilation of urethra . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Closed reduction of fracture without fixation . . . . . . . . . . . .
Adenoidectomy without tonsillectomy . . . . . . . . . . . . . . . . . . . . .

15-44 yearss . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Dilation and curettage of uterus . . . . . . . . . . . . . . . . . . . . . . . . . .
H@erectomy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Ceaarean section . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Ligation and division of fallopian tubes, bilateral . . . . . . .
Bopsy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Oophorectomy, salpingo-oophorectomy . . . . . . . . . . . . . . . . . .

45-84 year# . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Bopsy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Dilation and curettage of uterus . . . . . . . . . . . . . . . . . . . . . . . . . .
HyWer@tomy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Oophorectomy, salpingo-oophorectomy . . . . . . . . . . . . . . . . . .
Cholw~tectomy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

65 years and ovens. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Biop~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Extraction of lens . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Reduction of fracture with

fixation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Chol=~tectomy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Excision of lesion of skin and

subcutaneous tissue . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Dilation and curettage of uterus . . . . . . . . . . . . . . . . . . . . . . . . . .

...

21.1 -21.2
17.0
41.1
57.5

482.0
21.3

...

70.3, 74.7
69.1 -69.5
77.0-77.9
68.5
AI-A2
67.2-67.5

...

AI-A2
70.3, 74.7
69.1 -69.5
67.2-67.5
43.5

...

AI-A2
414.4-14.6

482.2
43.5

921-92.2 .
70.3, 74.7

Number in
thousands

988

330
62
44
50
36
26

6,05S

678
415
244
285
259
239

2,92tl

222
297
243
165
114

1,504

122
117

49
68

38

40

813

165
87
36
25
32
35

7,025

745
408
50s

274
257

3,0i2

255
257
197
148
113

2,072

182
174

47
71

57
44

Number per 1,000
population

38.3

12.1
.3.0
1.6
1.8
1.3
0.9

134.6

15.0
9.2
5.4
6.5
5.7
5.3

130.7

10.0
13.3
10.9

7.4
5.1

126.8

10.3
9.9

4.1
5.6

3.2
3.4

32.7

7.4
3.5
1.5
1.0
1.3
1.4

141.2

15.0
8.2

10.2
10.9

5.5
5.2

132.9

11.3
11.3

8.7
6.5
5.0

154.7

13.5
13.0

3.5
5.3

4.2
3.3

LSurgicslgroupingsand code numberinclusionsare baaed on the Eighth RevisionInternationalC/assh7caticvr of Diseases, Adapted for Use in the United Sfatq
2Ageadjustedby the direct methodto the 1970civiliannorrirrstitutionalizedpopulation,using4 age interwk
Wcludes operationsnot listedintable.
4Theeecodesare modificationsof ICDA codesfor usein the NationalHospitalDischargeSurvey.
%imitedto estimatednumberof appendectomies,excludingthcee performedincidentalto other abdominalsurgery.

NOTE: Excludesnewborninfants.Ratesare baaed on the civiliannoninatitutionalizedpopulation.

SOURCE Divisionof Health ResourcesUtilizationStatistics,NationalOenterfor Health Statistics Data fromthe National HospitalDischargeSurvey.
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Table 42. Nursing home resldenta, according to aeleoted funotlonal status and ag~ United 8tetea, 1972-74 and 1977

(Data are based on a sample of nursing homes)

1973-741 1977

Functional status All Under 85 85-74 75-84 85 yeare All Under 65 65-74 75-64 85 years
ages yeare yeare yeare and over ages years years years and over

Number of residents

All residents . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,075,800 114,300 163,100 384,900 413,800 1,303,100 177,100 211,400 464,700 449,900

Total . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Dressing

Independent . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Requires assistance, includes those

who do not dress . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Using toilet room

Independent . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Requires asistance . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Does not use toilet room . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Mobility

Walks independently . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Walks with assistance . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Chaitiast . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Bed fast . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Continence

No difficulty controlling bowel
or bladder . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Difficulty controlling bowel . . . . . . . . . . . . . . . . . . . . . . . . . . .
Difficulty controlling bladder . . . . . . . . . . . . . . . . . . . . . . . . .
Difficulty controlling both bowels and

bladder . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Ostomy in either bowel or bladder . . . . . . . . . . . . . . . . .

See footnotesat end of table.

Percent distribution

100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

29.3

70.8

47.5
30.8
21.7

48.6
20.2
26.5

4.7

66.2
1.1
4.2

28.1
0.4

34.8

65.2

56.4
21.6
22.0

58.2
11.1
24.8

5.s

72.6
*0.8
2.4

23.4
*0.8

34.4

65.6

53.6
27.3
19.1

55.4
15.5
24.9

4.1

70.9
*1.2
4.4

23.0
*0.4

30.2

69.9

48.0
31.5
~Q5

49.6
20.4
25.9

4.1

66.8
1.1
4.2

27.5
*0.4

25.0

75.1

42.2
34.1
~3.JJ

42.2
24.4
28.2

6.2

61.9
1.2
4.7

31.9
*0.3

30.6

69.4

47.5
42.5
fo,?

33.9
28.8
32.0

5.3

54.7
3.7
9.0

25.9
6.7

44.8

55.2

61.8
28.1
?0.1

53.6
15.7
25.5
5.2

88.0
3.0
5.8

16.8
6.4

38.8

61.2

53.1
37.8

Q,t

43.2
21.4
30.5

5.0

62.4
3.7
6.5

20.6
6.8

27.5

72.5

45.7
44.7

9.6

33.2
30.5
31.5

4.9

52.9
4.0
9.4

26.9
6.9

24.2

75.8

41.0
48.0
11.0

22.5
35.6
35.9
6.1

47.6
3.8

11.1

30.8
6.5



Table 42. Nursing home maldente, according to SOlectadfunctional status and age: Unfted States, 1973-74 and 1977—COMWd

(Data are based on a sample of nursing homes)

1973-741 1977

Functional status All Under 65 55-74 75-64 85 years All Under 65 65-74 75-64 85 yearn
ages years years yeara and over ages years years years and over

Eating Percent distribution

independent . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 65.2 67.0 68.1 66.0 62.8 67.4 73.8 72.9 66.2 83.5
Requires assistance, includes those

who are tube or intravenously fed . . . . . . . . . . . . . . . . . 34.8 33.0 31.9 34.0 37.2 32.6 26.2 27.1 33.8 36.5

Vision

Not impaired . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 53.5 70.6 62.3 53.8 45.0 67.2 81.0 75.4 67.9 57.2

Partially impaired . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 33.7 21.7 26.8 35.0 37.6 19.0 11.0 13.4 19.6 24.1

Severely impaired . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10.0 5.0 6.3 8.9 14.0 6.6 2.2 3.3 6.1 10.4

Completely lost . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2.8 2.7 2.6 2.3 3.5 3.0 2.2 2.6 2.8 3.8

Unknown . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ... ... ... ... ... 4.3 3.8 5.3 3,9 4.5

Hearing

Not impaired . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 67.8 88.4 60.3 70.0 55.2 69.5 87.6 81.0 71.6 54.9

Partially impaired . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 26.1 9.2 17.0 25.5 34.8 21.7 6.6 11.4 21.2 33.1

Severely impaired . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5.1 1.6 1.9 3.8 6.7 4.3 *0.4 1.9 3.0 8.4
Completely lost . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.0 *0.8 *0.8 0.7 1.4 0.7 *1,1 *0.7 *0.6 *0.7
Unknown . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ... ... ,.. ... ... 3,7 4.4 5.0 3.6 3.0

lExcludesresidents[npersonalcare or domiciliarycare homes.

SOURCE: Divisionof Health Resources UtilizationStatistics,National Center for Health Statistics Unpublished data from the National Nursing Home Survey.



Tabla 43. Nuralng home and pamcmal owe ttoma raaldenta 65 yaara of aga and H and numbw par 1,060 population, according to aax and colon Unltad
Slataa, 1963, 165S, 1973-74, and 1977

(Dsfa are based on a sample of nursing homes)

Year and age

sex Color sex Color
Total

All
Total

Male Female Whitel Male Female Whitel
All

other other

1963

65 years and over . . . . . . . . . . . . . . . . . . . . .
65-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 years and over . . . . . . . . . . . . . . . . . . . . .

1969

65 years and over . . . . . . . . . . . . . . . . . . . . .
65-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75-84 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 years and over . . . . . . . . . . . . . . . . . . . . .

1973-742

~~ yeare=nd over . . . . . . . . . . . . . . . . . . . . .

65-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

75-64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 years and over . . . . . . . . . . . . . . . . . . . . .

19773

65 Years and over . . . . . . . . . . . . . . . . . . . . .
65-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75-S4 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
85 years and over . . . . . . . . . . . . . . . . . . . . .

445,600
89,600

207,200
148,700

722,200
138,500
321,800
261,900

961,500
163,100
364,900
413,600

1,126,000
211,400
464,700
449.900

Number of residents

141,000 304,500 437,700
35,100 54,500 64,400
65,2041 142,000 202,000
40,700 108,000 145,400

207,100 515,200 695,000
52,200 86,300 129,500
90,800 231,100 310,900
64,100 197,800 254,500

265,700 695,800 920,600
65,100 96,100 150,100

102,300 282,800 369,7CK)
98,300 315,300 400,800

284,000 632,000 1,059,900
80,200 131,200 187,51M

122,100 ‘ 342,600 443,200
91,700 368,200 429,100

13,800

5,200
5,300
3,300

27,300
9,000

10,900
7,400

40,90Q
13,000
15,200
12,800

66,100
23,800
21,500
20,800

Number per 1,000 population

~~.A ~g.? 31.1 26.6 <0.3
7.9 6.0 8.8 8.1 5.9

39.6 29.1 47.5 41.7 13.8
148.4 105.6 175.1 157.7 41.8

37.1 25.0 46.1 36.8 17.6
11.6 9.9 12.9 11.7 9.6
51.7 36.0 62.3 54.1 22.9

203.2 130.8 247.6 221.9 52.4

45.1 30.2 55.5 47.3 21.9
12.3 . 11.3. 13.1 12.5 10.6
59.4 40.8 71.1 61.9 30.1

253.7 180.4 290.6 269.0 91.4

47.9 30.7 59.7 49.7 30.4
14.5 12.7 15.9 14.2 16.8
66.0 47.4 80.6 70.6 38.6

216.4 140.0 251.5 229.0 102.0

llncludaa Hispanics.
ZExcludes residents inpersonalcare homes.
Slncludes residents in domiciliary care homes.

SOURCES: National Center for Health Statistics Characteristics of residents in institutions for the aged and chronically ill, United States, April-June 19SS, by G.S. Wunderlich. Vital and Hea/fh Sfatisti&?.
Series 12-No. 2. DHEW Pub. No. (PHS) 1000. Public Health Service. Washington. U.S. Government Printing Office, Sept. 196% Measurea of chronic illness among residents of nursing and personal care
homes, United Statsa, by D.K. ingrain. Vita/ and Health Statisfke. Series 12-No. 24. DHEW Pub. No. (HRA) 74-1709. Health Resources Administration. Washington. U.S. Government Printing Office, Mar.
197% Unpublished data from the National Nursing Home Survey.



Tabfe 44. Addlhns to mental IIWIfttr facilftfea end prcant ohange, according to aervfce mode and type d faclllty: United States, 1971 and 1977

(Data are baaed on reporting by faciliti~)

Service mode

Inpatient Outn3tient Day treatment
Type of facility

Percent Percent Percent
1971 1977 change 1971 1977 change 1971 197P

1971-77
change

1971-77 1971-77

Ali facilities . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Non-Federai psychiatric hospitals . . . . . . . . . . . . . . . . . . .
State and county hospitals . . . . . . . . . . . . . . . . . . . . . . . .
Private hospitals . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Veterans Administration hospitaisz . . . . . . . . . . . . . . . . . .

Non-Federai generai hospitai psychiatric units . . . .
Government hospitai psychiatric units . . . . . . . . . . .
Private hospital psychiatric units . . . . . . . . . . . . . . . . .

Residential treatment centers for emotionally
disturbed children . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Federally-funded community mentai haaith
centew . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Freestanding outpatient ciinios . . . . . . . . . . . . . . . . . . . . . .
Government . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Private . . . . . . . . . . . . . . . ..m. . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Other mentai health facilities . . . . . . . . . . . . . . . . . . . . . . . .

Number of additions Number of additions Number of additions

1,269,029 1,586,964 25.2 1,378,822 2,366,962 73.1 75,545 171,116 126.5

494,640 552,854 11.8 747,383 146,797 -0.4 18,448 14,530 -21.2
407,640 414,703 1.7 129,133 107,127 -17.0 16,554 10,631

87,0C0
-35.8

138,151 58.8 18,250 39,670 117.4 1,894 3,899 105.9

134,065 1S3,461 36.8 51,645 123,893 139.9 4,023 6,978 73.5

519,926 552,437 6.3 282,877 225,765 -20.1 11,563 13,260
215,158

14.7
135,460 -37.0 139,077 99,543 -28.4 4,291 3,480

304,768
-18.9

416,977 36.8 143,600 126,222 -12.1 7,272 9,780 34.5

11,148 15,152 35.9 10,156 18,155 78.6 994 3,147 218.8

75,900 257,347 239.1 335,648 876,121 161.0 21,092 102,493 385.9

484,677 889,569 83.5 10,642 21,149 98.7
. 273,358 340,953 “24,7 7,737 8,059 4.2
. 211,319 548,636 159.6 2,905 13,090 350.6

33,360 27,713 -16.9 66,636 106,662 50,1 8,783 9,561 8.9

1Provisionalestimates.
%wludesVeteransAdministrationneuropsychlatrlohospitalsand Veterans Adminlstratlongeneral hospitalswithseparatepsychiatricmodalities.

SOURCE NationalInstituteof Mental Health Unpublisheddata fromthe Divisionof Biometryand Epidemiology.



Table 45. Paraons enuptoyed In the health sarvtca industry, according to placa of employmati Unitad States, 1976-79

(Data are baaed on household interviews of a sample of the civilian noninatitutionalized population)

Placa of employment
Year

19701 1975 1976 1977 1978 1979

Number of persons in thousands

Total . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4,246 5,865 6,122 6,326 6,673 6,849

Offices of physicians. .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 477
Offices of dentists . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 222
Offices of chiropractors. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 19
HupiMls . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,690
Convalescent Institutions. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 509
Offices of other health practitioners. . . . . . . . . . . . . . . . . . 42
Other health service sitea . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2ss

807
327

30
3,394

884
80

583

641
325

27
3,588

945
68

548

677
321

29
3,645

949
75

832

753
360

755
365

3,781
1,009

83
687

3,843
1,035

84
747

fApril1, derivedfromdecennialcensus all otherdata yeara are July1 estimates.

NOTE Totsls exclude personsir!health-relatedoccupationswho are workingin nonhealthindustries,as classifiedby the U.S. Bureau of the Census,such as
pharmacistsemployedin drug-stores,schoolnurses,and nursesworkingin privatehouseholds.

SOURCES U.S. Bureau of the Census 1970 Census of Population, occupation by industry. Subject Reports. Final Report PC(2}7C. Washington. U.S.
GOVernMW PrintingOffice, Oct. 1972, p. 473 U.S. Bureau of Labor Statiatios Employmentand Earnings, March 1977, January 197S, January 1979, and
January 1SS0. Vol. 24, No. 3, VOL 25, No. 1, Vol. 26, No. 1, and Vol. 27, No. 1. Washington.U.S. GovernmentPrintingOffice, Mar. 1977, Jan..197S,Jan. 1979,
andJan.1980,and unpublisheddata.
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Tabla 46. persons16 yearsof aga and ovsi’amployadIn aalactadhealth-t’datadocctfpatloM UnIisd Stataa,
b salaotad yaara1970-79

(Data are based on household interviews of a sample of the civilian noninetitutionalizedpopulation)

Year

19701 1975 1976 1977 1978 1979

Number of ptvsons in thousands

Total, 16 yeara and over. . . . . . . . . . . . . . . . . 3,103 4,169 4,341 4,517 4,753 4,951

Physicians, medioal and osteopathic . . . . . . . . . . .
Dentists .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Pharmacista. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Registered nurses. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
~erapi* . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Health technologists and technicians. . . . . . . . . . .
Health administrators. . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Dental assistants . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Health aidea, excluding nursing. . . . . . . . . . . . . . . . .
Nursing aides; orderlies, and attendants. . . . . . .
Practical nurses . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

281
91

110
830

75
260
84
88

119
718
237

354
110
119
935
?57
397
152
126
211

1,001
370

368
107
123
999
159
436
162
122
229

1,002
381

403
105
138

1,063
178
462
175
123
234

1,006
371

424
117
136

1,112
189
498
184
130
270

1,037
402

431
131
135

1,223
207
534
185
134
281

1,024
376

Other health-related occupations. . . . . . . . . . . . . . . 210 237 253 257 254 290

*Baaed on the 1970 decennial canauq all other yeara are annual averagea dmfvad from the Current Population Survey.
Zlncludes ohiropractora, optometrists, podiatrists, veterinarians, dietitians, embalmers,funeral directors, opticianq lens grinders and polishers, dental lab
technicians, lay midwives, and health trainees.

NOTE Data were compiled by the U.S. Bureau of the Census from the Currant Population Survey. These data differ from thaw published by the National Canter
for Health Statistics in various editions of Health Resourcas Statistics, because the latter are derived from a variely of aouroea.

SOURCES U.S. Bureau of the Oensus: Oaneus of Population, 1970, Detailed Characteristics. Final Report PO1-(D). Washington. U.S. Government Printing
office, Feb. 1973 U.S. Bureau of Labor Statistkx Employment and Earnings, January 1978, January 1979, and January 1980. Vol. 25, No. 1, Vol. 26, No. 1, and
Vol. 27, No. 1.Washington. U.S. Government Printing Office, Jan. 1978, Jan. 1979, and Jan. 19S0, and unpublished data.
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Table 47. Professionally active plhysiclans (M.D.’s and D.O.’s), eccordlng to type of phyalclan, and number per 10,000
population: United States and olutlylng U.S, areas, selected 1950-79 ostimatee end 1980, 1985, and 1990 p%jeotions

(Data are based on reporting by physicians and medical schools)

Type of physician Professionally

Doctors Dootora active
Year

Total
of of physicians

medicine osteopathy per 10,000

(M. D.) (D.O.) population

Number of physicians

1950 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 219,900 209,000 10,900 14.2

1960 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 259,500 247,300 12,200 14.2
1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 323,200 311,200 12,300 15.5

“ 1971 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 334,100 322,000 12,100 15.9
1972 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 345,000 332,400 12,600 16.3
1973 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 350,100 337,000 13,100 16.4
1974 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . : 362,500 348,900 13,800 16.8
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ...4.. 378,600 384,500 14,100 17.4
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ..- 390,600 376,100 14,700 17.9
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 395,200 380,200 15,400 17.9
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 419,520 403,420 16,100 18.8
1979 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 433,800 416,700 , 16,900 19.3

1980 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 444,000 429,800 17,700 19.7
1985 . . . . . . . . . . . . . . ... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 519,000 500,570 23,200 21.9
1990 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 594,000 568,500 29,900 23.9

NOTES: The population for selected years 195[)-79 includes residents in the 50 States, District of Columbia, and civilians In Puerto Rico and other U.S. outlying
areaq LLS. citizens in foreign ccwntrieq and the Armed Forces in the United States and abroad. For 1980,1985, and 1990, the .!%ries II projectionsof the total
populationfrom the U.S. Bureau of the Censusare used. Estimation and projection methods used are from the Bureau of Health Professions. The numbem of
M.D.’s differ from American Medical Aseociatia,n figures because a variant proportion of the physicians not classified by specialty is allooated into the totals.

SOURCES: Bureau of Health Manpowec A Report to the Prm”dent and Congress on the Status of Health Professions Personnel in the Unit~ States. DHEW
Pub. No. (HRA) 78-93. Health Resources Administration. Hyatfsville, Md., Aug. 1978 Division of Manpower Analysie, Bureau of Health Professions, SfJp@y of
Manpower in Se/ected Hea/th Occupations, 79!70-1980. HRA Pub. No. 80-35. Health Resources Administration. Hyattsville, Md., Jan. 1980, end selected data
from Manpower Analysis Branch; U.S. Bureau of the Census Current Population Reports. Series P-25, Nos. 336, 603, 704, 731, and 803. Washington. U.S.
Government Printing Office, Apr. 1986,July 197!5, July 1977, Sept. 1978, and June 1979, and unpublished data.
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Table 48. Phyalciane (M. D.’s), according to aotivlty Untied Statea, aalactad yaara 1976-78

(Data are baaed on reporting by physicians)

Activi~
Year

1970 1975 1976 1977 1978

Doctors of medicine . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Professionally active physicians . . . . . . . . . . . . . . . . . . . . . . . .
Non.Federal . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Patient care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ... . . . . . . . . .
Office-baaed practice . . . . . . . . . . . . . . . . . . . . . . . ...’..

General practice! . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Other specialty . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Hospital-baaed practice . . . . . . . . . . . . . . . . . . . . . . . . . .
ResidentaZ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Full-time hospital staff . . . . . . . . . . . . . . . . . . . . . . . . .

Other professional activity . . . . . . . . . . . . . . . . . . . . . . . .
Federal . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Patient care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Office-baaed practice .: . . . . . . . . . . . . . . . . . . . . . . . . . .

General practicel . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Other specialty . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Hospital-based practice . . . . . . . . . . . . . . . . . . . . . . . . . .
ResidentsZ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Full-time hospital staff . . . . . . . . . . . . . . . . . . . . . . . . .

Other professional activity . . . . . . . . . . . . . . . . . . . . . . . .

Inactive physicians . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Not cla~ifiedi . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Unknowns . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

328,020

Number of physicians

3SS,626 404,338 416,645 432,434

304,926
278,855
252,778
187,537

50,415
137,222

85,144
45,514
19,627
26,077
26,071
20,566

2,819
806

1,913
17,747

5,173
12,574

5,505

19,533
357

3,204

335,608
309,410
285,345
211,776

45,863
185,913

73,569
53,150
20,419
24,0S5
26,198
22,325

1,641
557

1,2s4
20,484

4,0s9
16,395

3,873

343,876
318,089
292,152
213,117

45,503
167,614

79,035
5S,482
20,553
25,937
25,787
22,086

1,652
519

1,133
20,434

3,934
16,500

3,701

359,515
340,503
312,872
229,20S

44,548
164,680

83,664
56,517
25,147
27,731
18,912
15,774

902
238
654

14,872
3,527

11,345
3,13s

21 ,3s0 22,024 28,231
25,790 29,8S1 17,953

5,8SS 8,757 10,946

371,343
352,390
322,835
237,071

44,s49
192,422

85,754
56,866
28,898
29,555
18,953
15,777

865
231
634

14,912
3,297

11,615
3,176

26,698
25,102

9,291

%cludes generalpracticeand familypractice.
%mludesinternsand residents,all years.
Wncludesmedical teaching, administration, research, and other.
ilnformatiorr not available.
sPhysicians 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 [n the United States, 1970. Chicago. American Medical Association, 1971.
(Copyright 1971: Used with the permission of the Ameriosn Medical %sociation.] Goodman, L.J., and Mason, H. R.: Physician Distribution and Medics/
L/censure in the U.S., 1975. Chicago. American Medical Association, 1976. (Copyright 1976 Used with the Perrniw.on of the American Medical Association.]
Gocdmsn, L.J.: Physician Distribution and &fedlca/Licensure in tfre U.S., 1976. Chicago. American Medical Association, 1977. (Copyright 197Z Used with the
permission of the American Medical Assooiatlon.] Department of Statistical Analysis Pt@cian Distributiuz and Medical Ltcerrsure in the U.S., 1977.Chicago.
American Medical Association, 1979. (Copyright 1979 Used with the permission of the American Medical Aaociation.] Department of Statistical Analysis
f?’ydclan EYstribufionand Medics/ Licensure {n the U.S., 1976. Chioago. American Medical Association, 1~. (Copyright 1W. Used with the permission of the
American Medical Association.)
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Table 49. Profeaskmally active phyalclans (M.D.%), according to prlmmy Spaclalw Unitad Statas, selactsd years 1976-78

(Data are based on reporting by physicians)

Primary specialty
Year

1970 1975 1976 1977 1978

Professionally active physicians . . . . . . . . . . . . . . . . .

Primary care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
General practical . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
lnterndmedicine . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Pediatri~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Other medical specialties . . . . . . . . . . . . . . . . . . . . . . . . . .
Dermatology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Pediatric allergy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Pedatric cardiology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Internal medicine subspc+cialtiesz. . . . . . . . . . . . . . . . . . . . . . .

Surgical specialties . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
General surge~ . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Neurological surgery . . . . . ... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Obstetrics andgynecolo$~y . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Ophthalmology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Orthopedic surgery . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Otolayngology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Pl*ticsurge~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Colon and rectal surgery . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Thoracic surgery . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Urology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

other specialties . . ... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . .
fvumoer or prrysfcfans

304,926 335,608 343,876 359,515 371,343

“115,505
56,804
41,196
17,505

17,127
3,937

388
471

12,331

84,545
29,216

2,537
18,498

9,793
9,467
5,305
1,583

663
1,779
5,704

87,749
10,725

3,027
10,135

193
20,901

2,067
1,443

“10,380
1,941

855
26,082

128,745
53,714
53,712
21,319

18,743
4,594

439
527

13,163

94,776
31,173

2,898
21,330
11,011
11,267

5,670
2,224

655
1,960
6,588

!33,344
12,741

4,085
11,603

186
23,683

2,557
1,615

11,417
3,500
1,161

20,796

134,051
54,631
57,312
22,108

18,702
4,755

469
537

12,941

97,416
31,899

2,959
21,908
11,326
11,689

5,788
2,337

667
2,020
6,823

93,707
13,074

4,374
11,815

203
24,196

2,618
1,665

11,627
3,794
1,202

19,139

139,248
54,361
61,278
23,609

19,656
4,844

485
563

13,764

100,059
32,014

3,049
23,038
11,483
12,223

5,910
2,509

652
2,131
7,050

100,552
13,815

4,577
12,260

206
24,689

2,877
1,742’

12,062
4,236
1,305

22,783

141,610
55,414
62,056
24,140

22,277
5,032

431
575

16,239

101,216

31,699
3,071

23,591
11,798
12,553

6,040
2,610

673
2,025
7,156

Anesthesiolo~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Neurology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Pathology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Forensic pathology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Psyclliat~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Child p~chiat~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Physical medicine and rehabilitation. . . . . . . . . . . . . . . . . . .
Radiology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Diagnostic radiology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Therapeutic radiology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Miwellaneouss . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

106,240
14,137

4,873
12,517

232
25,379

2,897
1,851

11,495
5,388
1,389

26,082

Vnclucles general practice and family practice.
Plncluclesgastroenterology, pulmonary diseases, allergy, and cardiovascular diseases.
%clucles occupational medicine, general preventive medicine, aerospace medicine, public health, other specialties not listed, and unspecified specialties.

NOTE: Active Federal and non-Federal doctors of medicine (M. D.’s) in the 50 States and the Dietrict of Columbia are included. Physicians not classified, inactive
physicians, and physicians with unknown address in the United States are excluded. For 1978, this includes 25,102 physicians not classified, 26,69S physicians
inactive, and 9,291 physicians with unknown address.

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: Usad with the permission of the American Medical Association.~ Goodman, L.J., and Maeon, H.R.: Physician Distribution and Medical
Licensure in the U.S., 1975. Chicago. American Medical Association, 197’6. (Copyright 1976 Used with the permission of the American Medical Association.~
Goodman, L.J.: Physician Distribution and Medics/ Licensure in the U.S., 1976. Chicago. American Medical Association, 1977. (Copyright 1977 Used with the
permission of the American Me[dicsl Aaaociation.~ Department of Statistical Analysis Physician DLstributiorrand Medics/ Licensure in the U.S., 1977. Chicsgo.
American Medical Association, 1979. (Copyright 1979: Uaad with the permission of the American Medical Association.] Department of Statistical Analysis
Physician Distribution and Medical Licensure iri the U.S., 7978. Chicago. American Medical Association, 1960. (Copyright 1960: Used with the permission of the
American Medical Association.)
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Table 50. Active non-Fedaral phyalcians (M.D.%) par 10,000 civilian popuktlon, sccordlng k gaographk region, primary
specialty, and actlv~ United States, 1973 and 1978

(Data are based on reporting by physicians)

United
Geographic region

states North- North
east Central

South wet
Year, specialty, and activity

-1973 Number of physicians par 10,000 civilian population

14.8 19.0 12.8 12.3 16.9TotalI . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Patient care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Office based . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Hospital based . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Other professional activitieaz . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

13.0
9.5
3.5
1.2

16.3
10.7

5.6
1.7

11.4
8.2
3.1
0.9

10.9
8.3
2.5
0.9

14.9
11.9

3.0
1.3

Primary cares . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Patient care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Office based . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Hospital based . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Other professional activitieaz . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

5.5

5.1
4.0
1.2
0.3

6.7 4.9 4.6 6.3

6.2
4.4
1.8
0.5

4.7
3.7
1.0
0.2

4.3
3.5
0.8
0.2

5.9
4.9
1.0
0.3

Other medical specialties @.........................,.. 0.7 1.0 0.6

V.5
0.4
0.1
0.1

0.6

0.5
0.5
0.1
0.1

0.9

Patient care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Office based . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Hospital based . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Other professional activities . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

0.6
0.6
0.1
0.1

0.9
0.7
0.1
0.1

0.6
0.7
0.1
0.1

Surgical specialties . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.1 4.9 3.5 3.7

3.6
2.8
0.8
0.1

4.6

Patient care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Office based . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Hospital based . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Other professional activities . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

3.9
3.0
0.9
0.1

4.7
3.4
1.3
0.2

3.4
2.5
0.8
0.1

4.4
3.7
0.7
0.2

1978

TotalI . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 17.4 21.5 15.2 15.3 19.4

Patient care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Office bas4 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Hospital based . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Other professional activities . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

14.9 17.9 13.1 13.2 16.8
10.9 12,1 9.5 1.0 13.4

4.0 5.8 3.6 3.2 3.4
1.4 2.0 1.1 1.1 1.5

Primary cares . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6.2 7.4 5.7 5.4 6.8

Patient care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Office based . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Hospital based . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Other professional activities . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

5.8 6.8 5.4 5.1 6.4
4.3 4.6 4.0 3.8 5.1
1.5 2.1 1.4 1.2 1.3
0.4 0.6 0.4 0.4 0.4

Other medical specialtie.# . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.0 1.3 0.8 0.8 1.1

Patient care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Office based . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Hospital baaed . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Other professional activitieez . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

0.8 1.1 0.6 0.7 1.0
0.7 0.9 0.6 0.7 0.9
0.1 0.1 0.1 0.1 0.1
0.1 0.2 0.1 0.1 0.1

See footnotesat end of table.
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Table 50. Active non-lFederal physicians (M. D.’s) per lC1,000 clvllian population, aocorvling to gmgraphlc region, prlrnery
speolalty, and aotlvim United States, 1973 and 1978-Continued

(Data are based on reporting by physicians)

Year, specialty, and activity
United

Geographic region

states North- North
east Central

South WM

Number of phyeiciane per 10,000 civilian population

Surgical specialties . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.5 5.2 3.8 4.2 4.9

Patient care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.3 5.0 3.7 4.1 ‘ 4.7

Office based . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3.4 3.7 2.8 3.3 4.0
Hospital based . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.0 1.3 0.9 0.8 0.8

Other professional activities . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0.2 0.2 0.1 0.1 0.2

%cludes active non-Federal doctors of medicine (M.D. ‘s) in all other specialties not shown separately and those not classified.
%cludes medical teaching, administration, research, and other professions! activities.
Slncludes general practice, internal medicine, and pediatrics.
ilncludee dermatology, pediatric allergy, pediatric cardiology, gastroenterology, pulmonary diseases, allergy, and cardiovascular diseases.
%cludee general and neurological surgery, olmtetrics and gynecology, ophthalmology, orthopedic surgery, otolaryngology, plastic surgery, colon and rectal
surgery, thoracic surgery, and urology.

SOURCES: Roback, G.A.: Distribution ofl+rysiciarrs in the U.S., 1973. Chicago. American Medical Association, 1973. (Copyright 1974 Used with the permission
of the American Medical Association.} Department of Statistical Analysis Physic/an Lktrbutlon and Mediosl Licerraure in the U.S., 7978. Chicago. American
Medical Association, 1980. (Copyright 1980 Used with the permission of the American Medical Aeaociation.J U.S. Bureau of the Censuw Population estimates
and projections. Current Population Reperk. Series P-25, Noe. 727 and 88S. Washington. U.S. Government Printing Office, July 1978 and Nov. 1979.
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Tabfo 51. Graduatea of health professions schools and numbar of aohools, according fo profaaaiom Unftad Safaa, aalactad
1956-78 aatfrnatea and 1986 and 1996 pmJectf&

(Data are based on reporting by health professions schools)

Profession
Year

Medicine Osteopathy Dentistry Optometry Pharmacy

1950 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5,553 373
19m . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7,061 427
1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8,367 432
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12,714 702
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 14,393 963

19m . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 15,346 1,029
1990 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 17,604 1,665

19m . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 79 6
19m . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 86 6
1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 103 7
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 114 9
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 124 14

Number of grsduatea

2,565
3,253
3,749
4,969
5,324

5,380
5,460

Number of sohools

42
47
53
59
60

60
60

961
364
445
806

1,011

1,046
1,046

10
10
11
12
13

13
13

—
3,497
4,758
6,686
7,785

6,900
6,900

—
76
74
73
72

1980 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 124 14
19w . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 124 14

72
72

SOURCES Bureau of Health Manpowec A Repvrt to the Presidentand Congresson the Status of Health ProfessionsPersonnelin the United States. DHEW
Pub. No. (HRA) 7&93. Health ResourcesAdministration.Hyattaville,Md., Aug. 1976 Divisionof Manpower Analysis,Bureau of Health Professions Supplyof
Manpowerin Sekoktd Health OocupstJona,7950-W90. HRA Pub. No. SO-35.Health RasouroesAdministration.HyattsvilIe,Md., Jan. 1S80, and selected data.
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Tabla 52. Profaaalonally aotlva phyaklana (M.D.%), according to primary ●paclalty: Ufdted Stataa and outlylng U.S. areas, 1975
and 1979 estlmatea and 1980, 1985, and 1990 proJecUons

(Data are based on reporting by physicians and medical schools)

Primary specialty
Year

1975 1979 1980 1985 1990

Number of physicians

All specialty* . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 364,480 416,660 426,350 500,570 566,500

Primary carel . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 139,920 157,480 166,670 203,489 240,500
Other medical specialties. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 20,360 31,950 24,520 33,820 41,190
Surgical specialty* . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 102,640 109,260 113,820 122,150 130,000
Other specialties.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 101,350 117,980 119,340 141,120 156,810

1Includes general practice, family practice, internal medicine, and pediatrics.

NOTE: Estimation and projection methods used are from the Bureau of Health Professions, Health Resources Administration. These date differ from American
Medical-Association data because a variant proportion of the physicians not classified by specialty is allocated into the data

SOURCES: Bureau of Health Manpower: A Report to the Presidentand Congresson the Status of Hea/th Professionsf’ereonne//n the UnitedStates. DHEW
Pub. No. (HRA)7S-93. Health Fkesources Administration. Hyattevilla, Md., Aug. 1978 Division of Manpower Analysie, Bureau of Health Professions Supp/yof
Manpowerin Se/ected Health Occupations,19W-1990. HRA Pub. No. eO-35. Health Resources Administration. Hyattsville, Md., Jan. 1SS0, and selected date.
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Table 53. 6hCMt-Stiyhospitals and bsds, accordl~ to typs of b8@td and ownushi~ Unittd Stales, 1973 md 1978

(Data are baaed on reporting by facilities)

Year and type
All

short-
Community hospitals All other hc%spitals

of owne~ip stay
hospitals Total General Specialty Total General Psychiatric Other

1973

All ownerships . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Government . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Federal . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
State.local . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Proprieta~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nonprofit . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

1978

All ownerships . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Government . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Federal . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
State40cal . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Proprieta~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nonprofit . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

1973

All ownerships . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Government . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Fderal . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Stat&local . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Proprietay . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nonprofit . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

1978

All ownerships . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Government . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Federal . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Stat*local . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Proprieta~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nonprofit . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Nuntw of hospitals

6,711 6,132 5,884 136 579 432 106 41

2,255 1,818 1,802 16 437 407 21 9
346 - - - 346 345 - 1

1,809 1,818 1,602 16 91 62 21 8
931 856 817 41 73 49 24

3,525 3,456 3,375 81 68 25 36 8

6,595 5,882 5,650 142 603 386 153 54

2,251 1,819 1,796 21 432 375 43 14
332 - - - 332 330 - 2

1,919 1,819 1,786 21 100 45 43 12
665 791 756 35 84 66 26

3,459 3,362 3,296 86 77 21 42 14

Nwnber of beds

1,034,422 926,793 916,048 10,745 107,629 86,361 8,849 2,319

309,300 208,620 207,366 2,252 98,660 85,579 3,006 1,095
92,361 92,361 91,845 - 516

216,939 208,620 207,366 2,252 7,319 3,734 3,006 579
74,133 69,805 66,314 1,591 4,228 3,415 813

650,989 647,266 640,366 6,802 3,721 782 2,526 411

1,100,366 867,480 974,018 13,472 112,678 89,30S 19,742 3,628

315,433 212,773 209,317 3,456 102,660 6s,717 11,607 2,136
86,647 - 86,647 85,897 - 950

228,586 212,773 208,317 3,456 15,813 2,820 11,607 1,186
91,018 65,375 63,208 1,766 5,64s 4,706 935

693,917 669,342 661,082 6,250 4,575 591 3,227 757

NOTE Community hospitals include all non-Federalshort-stay hospitalsclassifiedby the Am”can Hospital Association according to one of the following
aervicex general medical and surgical; obstetrics and gynecology eye, ear, nose, and throat rehabilitatiorq orthopedic other apecial~ children’s gened
children’s eye, ear, nose, and throat children’s rehabilitatio~ children’e ortho@iG and children’s other apeclalty.

SOURCE Oivision of Health Manpower and Facilities Statistics, National Center for Health Statiatiw Data from the National Master Facilii Inventory.
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Table 54. Community ho$ipital beds per 1,000 population and averege annual rate of change, acoordlng to geographic dMsion
and State: United States, aeleoted yeara 1840-78

(Data are based on reporting by facilities)

Year Period
Geographic

division and State 194(Y 19501 19602 7970 1975 1977 1978
1840- 1960- 1970- 1975-
601,2 702 75 78

United States . . . . . . . . . . .

New England . . . . . . . . . . . . . .

Maine . . . . . . . . . . . . . . . . . . . . . . . . . . . .
New Hampshire . . . . . . . . . . . . .. . . .
Vermont . . . . . . . . . . . . . . . . . . . . . . . . .
Massachusetts . . . . . . . . . . . . . . . . . .
Rhode Island . . . . . . . . . . . . . . . . . . .
Connecticut . . . . . . . . . . . . . . . . . . . . .

Middle Atlantic . . . . . . . . . . . .

New York. . . . . . . . . . . . . . . . . . . . . . .
New Jersey . . . . . . . . . . . . . . . . . . . . .
Pennsylvania . . . . . . . . . . . . . . . . . . . .

East North Central . . . . . . . .

Ohio . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Indiana . . . . . . . . . . . . . . . . . . . . . . . . . .
Illinois. . . . . . . . . . . . . . . . . . . . . . . . . . . .
Michigan, . . . . . . . . . . . . . . . . . . . . . . .
Wisconsin . . . . . . . . . . . . . . . . . . . . . . .

West North Central . . . . . . .

Minnesota . . . . . . . . . . . . . . . . . . . . . . .
Iowa . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Misaouui . . . . . . . . . . . . . . . . . . . . . . . . .
North Dakota . . . . . . . . . . . . . . . . . . .
South Dakota. . . . . . . . . . . . . . . . . . .
Nebraska . . . . . . . . . . . . . . . . . . . . . . . .
Kansas . . . . . . . . . . . . . . . . . . . . . . . . . .

South Atlantic . . . . . . . . . . ... .

Delaware . . . . . . . . . . . . . . . . . . . . . . . .
Maryland . . . . . . . . . . . . . . . . . . . . . . . .
District of Columbia . . . . . . . . . . .
Virginia . . . . . . . . . . . . . . . . . . . . . . . . . .
West Virginia . . . . . . . . . . . . . . . . . . .
North Carolina . . . . . . . . . . . . . . . . . .
South Carolina . . . . . . . . . . . . . . . . .
Georgia . . . . . . . . . . . . . . . . . . . . . . . . .
Florida . . . . . . . . . . . . . . . . . . . . . . . . . . .

East South Central . . . . . . .

Kentucky. . . . . . . . . . . . . . . . . . . . . . . .
Tennessee . . . . . . . . . . . . . . . . . . . . . .
Alabama . . . . . . . . . . . . . . . . . . . . . . . . .
Mississippi . . . . . . . . . . . . . . . . . . . . . .

See footnotesat end of table.

Community hospital beds per 1,000 populatiorP Average annual rate of change

3.2 3.3 3.6 4.3 4.6 4.6 4.6 0.6 1.8 1.4 -

4.4

3.0
4.2
3.3
5.1
3.9
3.7

3.9

4.3
3.5
3.5

3.2

2.7
2.3
3.4
4.0
3.4

3.1

3.9
2.7
2.9
3.5
2.8
3.4
2.8

2.5

4.4
3.9
5.5
2.2
2.7
2.2
1.8
1.7
2.8

1.7

1.8
1.9
1.5
1.4

4.2

3.2
4.2
4.0
4.8
3.8
3.6

3.8

4.1
3.2
3.8

3.2

2.9
2.6
3.6
3.3
3.7

3.7

4.4
3.2
3.3
4.3
4.4
4.2
3.4

2.8

3.9
3.6
5.5
2.5
3.1
2.6
2.4
2.0
2.9

2.1

2.2
2.3
2.0
1.7

3.9

3.4
4.4
4.5
4.2

3.7
3.4

4.0

4.3
3.7
4.1

3.6

3.4
3.1
4.0
3.3
4.3

4.3

4.8
3.9
3.9
5.2
4.5
4.4
4.2

3.3

3.7
3.3
5.9
3.0
4.1
3.4
2.9
2.8
3.1

3.0

3.0
3.4
2.8
2.9

4.1

4.7
4.0
4.5
4.4
4.0
3.4

4.4

4.6
3.6
4.7

4.4

4.2
4.0
4.7
4.3
5.2

5.7

6.1
5.6
5.1
6.8
5.6
6.2
5.4

4.0

3.7
3.1
7.4
3.7
5.4
3.8
3.7
3.8
4.4

4.4

4.0
4.7
4.3
4.4

4.2

4.7
4.2
4.8
4.6
3.8
3.5

4.6

4.7
4.0
4.7

4.7

4.6
4.4
4.9
4.5
5.1

5.8

6.0
6.0
5.5
6.7
5.5
6.1
5.7

4.3

3.5
3.2
7.1
4.1
5.8
4.0

3.9
4.4
4.9

4.9

4.3
5.4
4.9
4.9

4.2

4.8
4.0
4.7
4.6
3.7
3.5

4.6

4.7
4.1
4.8

4.7

4.7
4.5
5.0
4.5
5.0

5.9

5.9
5.8
5.8
7.1
5.7
6.1
5.8

4.5

3.7
3.3
7.2
4.1
5.6
4.2

3.9
4.6
5.1

5.0

4.4
5.5
5.0
5.1

4.2

4.8
4.0
4.6
4.5
3.7
3.5

4.6

4.6
4.2
4.8

4.7

4.7
4.5
5.0
4.4
5.1

5.9

6.0
5.8
5.8
7.1
5.5
6.1
5.8

4.5

3.7
3.4
7.3
4.1
5.6
4.2

3.9
4.6
5.1

5.1

4.4
5.5
5.1
5.2

-0.6

0.6
0.2
1.6

-1.0

-0.3
-0.4

0.1

.

-0.6
0.8

0.6

1.2
1.5
0.8

-1.0
1.2

1.8

1.0
1.9
1.5
2.0
2.4
1.3
2.0

1.4

-0.9
-0,8
0.4
1.6
2.1
2.2
2.4
2.5
0.5

2.9

2.6
3.0
3.2
3.7

0.5

3.3
-0.9

0.5
0.8

1.0

0.7
1.5
1.4

2.0

2.1
2.6
1.6
2.7
1.9

2.9

2.4
3.7
2.7
2.7
2.2
3.5
2.5

i .9

.

-0.6
2.3
2.1
2.8
1.1
2.5
3.1
3.6

3.9

2.9
3.3
4.4
4.3

0.5

-

1.0
1.3
0.9

-1.0
0.6

0.9

0.4
2.1

.

1.3

1.8
1.9
0.8
0.9

-0.4

0.3

-0.3
1.4
1.5

-0.3
-0.4
-0.3
1.1

1.5

-1.1
0.6

-0.8
2.1
1.4
1.0
1.1
3.0
2.2

2.2

1.5
2.8
2.6
2.2

0.7
-1.6
-1.4
-0.7
-0.9

-0.7
1.6
0.7

0.7
0.8
0.7

-0.7

0.6

-1.1
1.8
2.0

.
-

0.6

1.5

1.9
2.0
0.9

.-1.2
1.6

1.5
1.3

1.3

0.8
0.6
1.3
2.0

196



Table64. Communityhospltelbeds per 1,000populationand averageannualrateof change,accordingto geographicdMsion
and StatwUnitedStates,selectedyears1946—78-Conttnued

(Data are based on reporting by facilities)

Year Period
Geographic

division and State 19401 19507 19602 1970 1975 7977
1940-

1978 ~,=
1980- 1970- 7975-
702 75 78

West South Central . . . . . . .

Arkansas . . . . . . . . . . . . . . . . . . . . . . . .
Louisiana . . . . . . . . . . . . . . . . . . . . . . . . .
Oklahoma . . . . . . . . . . . . . . . . . . . . . . .
Texas . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Mountain . . . . . . . . . . . . . . . . . . .

Montana . . . . . . . . . . . . . . . . . . . . . . . . .
Idaho . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Wyoming . . . . . . . . . . . . . . . . . . . . . . . .
Colorado . . . . . . . . . . . . . . . . . . . . . . . .
New Mexico . . . . . . . . . . . . . . . . . . . .
Arizona . . . . . . . . . . . . . . . . . . . . . . . . . .
Utah . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nevada . . . . . . . . . . . . . . . . . . . . . . . . . .

Pacific . . . . . . . . . . . . . . . . . . . . . .

Washington . . . . . . . . . . . . . . . . . . . . .
Oregon . . . . . . . . . . . . . . . . . . . . . . . . . .
California . . . . . . . . . . . . . . . . . . . . . . . .
Alaska . . . . . . . . . . . . . . . . . . . . . . . . . . .
Hawaii . . . . . . . . . . . . . . . . . . . . . . . . . . .

Community hospital hsds per 1,000 popuiatiofl

2.1 2.7 3.3 4.3 4.7 4.7 4.7

1.4 1.6 2.9 4.2 4.6 4.8 4.9
3.1 3.8 3.9 4.2 4.7 4.7 4.7
1.9 2.5 3.2 4.5 4.6 4.6 4.6
2.0 2.7 3.3 4.3 4.7 4.7 4.7

3.6 3.8 3.5 4.3 4.0 3.9 3.9

4.9 5.3 5.1 5.8 5.2 5.1 5.7
2.6 3.4 3.2 4.0 3.9 3.9 3.7
3.5 3.9 4.6 5.5 4.5 4.2 3.9
3.9 4.2 3,8 4.6 4.4 4.4 4.2
2.7 2.2 2.9 3.5 3.4 3.2 3.2
3.4 4.0 3.0 4.7 3.8 3.8 3.8
3.2 2.9 2.8 3.6 3.2 3.1 3.2
5.0 4.4 3.9 4.2 4.3 4.7 4.1

4.1 3.2 3.1 3.7 3.9 3.8 3.6

3.4 3.6 3.3 3.5 3.4 3.3 3.2
3.5 3.1 3.5 4.0 3.9 3.8 3.6
4.4 3.3 3.0 3.8 4.0 3.9 3.8

... ... 2.4 2.3 2.2 2.4 2.3

... ... 3.7 3.4 3.3 3.1 3.1

Average annual rate of change

2.3 2.7 1.8 -

3.7 3.8 1.8 2.1
1.2 0.7 2.3 -
2.6 3.5 0.4 -
2.5 2.7 1.8 -

-0.1 2.1 -1.4 -0.8

0.2 1.3 -2.2 3.1
1.0 2.3 -0.5 -1.7
1.4 1.8 -3.9 -4.7

-0.1 1.9 -0.9 -1.5
0.4 1.9 -0.6 -2.0

-0.6 3.2 -1.5 -
-0.7 2.5 -2.3 -
-1.2 0.7 0.5 -1.6

-1.4 1.8 1.1 -2.6

-0.1 0.6 -0.6 -2.0
1.3 -0.5 -2.6

-1.9 2.4 1.0 -1.7
... -0.4 -0.9 1.5
... -0.8 -0.6 -2.1

V 940 and 1950 data are estimatedbased on publishedfigures.
21980 includeshospitaluniteof institutions.
Wivilisnpopulation.

NOTE Communityhospitalsinclude all non-Faderalshoti-stay hospitalsclassified by the American HospitalAssociation according to one of the following
services general medicaland surglcat obstetricsand gynecolcg~ eye, ear, nose, and throat rehabilitation;orthopadiq other specialty children’sgenera~
children’seye, ear, nase,and thrca~ children’srehabiiitatiomchildren’sorthopedic and children’sotherspecialty.

SOURCE$ AmericanMedical Association:Hospitalservice in the United States. JAMA116(11) 1055-1144,1841, and 14S(2} 109-1S4, 1951. (Oopyright1941
and 1951: Used with the permision of the American Medical Association.} American Hospital Aascciatiw Hospitals. JAHA 35(15} 3S3-420, Aug. 1, 1961.
(Copyright1961:Ueed with the permissionof the American HospitalAssociation.] Oivisionof Health Manpower and FacilitiesStatistics, National Center for
Health Statistiw. Data fromthe National Master Facilitylnvento~ U.S. Bureauof the Ceneus CurrentPopulationFkpcRs. Serlee P-25, Nos. 72,304, 4S0, 640,
642,780, and 86S.Washington.U.S. GovernmentPrintingOffice, 1953,1865,1971,1976, 1978, and 1979, and unpublisheddata.
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Tabkr 55. Ocoupancy rate In oommunlty hospitals and awraga annual rats of change, according to gaographlc dlvlslon and
State United SHIES, selected years 1949-78

(Data are based on reporting by facilities)

Geographic division Year Period

and State 19401 19602 1970 1975 1977 1978 1940-601.2 196L170z 1970-75 1975-78

United States . . . . . . . . .

Percent of beds occupied Average annual rate of change

69.9 74.7 77.3 74.2 73.3 73.2 0.3 0.3 -0.8 -0.5

New England . . . . . . . . . . . .

Maine . . . . . . . . . . . . . . . . . . . . . . . . . .
New Hampshire . . . . . . . . . . . . . .
Vermont. . . . . . . . . . . . . . . . . . . . . . .
Massachusetts . . . . . . . . . . . . . . . .
Rhode Island . . . . . . . . . . . . . . . . .
Connecticut . . . . . . . . . . . . . . . . . . .

Middle Atlantic . . . . . . . . . .

New York . . . . . . . . . . . . . . . . . . . . .
New Jersey . . . . . . . . . . . . . . . . . . .
Pennsylvania . . . . . . . . . . . . . . . . . .

East North Central . . . . . .

Ohio. .. ... .. .. .. .. .. .. .. .. .. .. .
Indiana . . . . . . . . . . . . . . . . . . . . . . . .
Illinois. . . . . . . . . . . . . . . . . . . . . . . . . .
Michigan . . . . . . . . . . . . . . . . . . . . . .
Wisconsin . . . . . . . . . . . . . . . . . . . . .

West North Central . . ...

Minnesota . . . . . . . . . . . . . . . . . . . . .
Iowa . . . . . . . . . . . . . . . . . . . . . . . . . . .
Misaourl . . . . . . . . . . . . . . . . . . . . . . .
North Dakota . . . . . . . . . . . . . . . . .
South Dakota . . . . . . . . . . . . . . . . .
Nebraska . . . . . . . . . . . . . . . . . . . . . .
Kansas . . . . . . . . . . . . . . . . . . . . . . . .

South Atlantic . . . . . . . . . . .

Delaware . . . . . . . . . . . . . . . . . . . . . .
Maryland . . . . . . . . . . . . . . . . . . . . . .
District of Columbia . . . . . . . . .
Virginia . . . . . . . . . . . . . . . . . . . . . . . .
West Virginia . . . . . . . . . . . . . . . . .
North Carolina . . . . . . . . . . . . . . . .
South Carolina . . . . . . . . . . . . . . .
Georgia . . . . . . . . . . . . . . . . . . . . . . .
Florida . . . . . . . . . . . . . . . . . . . . . . . . .

East South Central . . . . .

Kentucky . . . . . . . . . . . . . . . . . . . . . .
Tennessee . . . . . . . . . . . . . . . . . . . .
Alabama . . . . . . . . . . . . . . . . . . . . . . .
Mississippi . . . . . . . . . . . . . . . . . . . .

72.5

72.4
65.3
68.8
71.8
77.7
75.9

75.5

78.9
72.4
7-i .3

71.0

72.1
68.5
73.1
71.5
65.2

65.7

71.0
63.6
68.6
61.9
59.1
59.0
60.4

66.7

59.2
74.6
76.2
70.0
62.1
64.6
69.1
62.7
57.5

62.6

61.6
65.5
59.0
63.8

75.2

73.2
66.5
66.5
75.6
75.7
78.2

78.1

79.4
78.4
76.0

78.4

81.3
79.6
76.0
80.5
73.9

71.8

72.3
72.6
75.8
71.3
66.0
65.6
69.1

74.8

70.2
73.9
80.8
78.0
74.5
73.9
76.9
71.7
73.9

71.8

73.4
75.9
70.8
62.8

79.7

73.0
73.4
76.3
80.3
82.9
82.6

82.4

82.9
82.5
81.5

79.5

81.8
80.3
79.3
80.6
73.2

73.6

73.9
71.9
79.3
67.1
66.3
69.9
71.4

77.9

78.8
79.3
77,7
81.1
79.3
78.5
76.4
76.5
76.2

78.2

79.6
78.2
80.0
73.6

77.6

71.1
71.4
70.7
79.1
82.2
78.6

81.4

84.2
81.1
77.2

77.2

80.6
76.4
75.7
78.8
71.5

70.6

70.7
67.4
75.9
69.1
63.8
65.8
89.9

73.9

191.0
79.3
78.9
“?7.4
75.3
77.4
74.2
68.2
70.2

74.0

7’7.3
74.4
7’2.6
7’1.4

77.3

69.3
71.7
75.3
78.5
82.0
78.8

81.3

83.8
81.7
77.3

75.7

78.6
76.0
75.1
76.1
69.5

69.3

70.5
66.4
73.5
66.5
62.0
65.0
68.3

73.2

81.0
82.8
78.6
75.9
73,8
75.7
74.1
67.0
69.5

73.5

76.6
73.4
72.9
70.9

77.6

71.7
71.5
72.2
79.2
82.3
78.1

81.1

83.1
81.8
77.9

75.4

78.0
75.7
74.9
76.3
69.6

69.4

70.2
67.1
73.5
66.2
59.3
66.2
68.3

73.0

80.6
81.0
77.0
74.5
72.3
75.7
74.1
67.4
70.3

73.3

75.8
73.8
72.5
70.6

0.2

0.1
0.1

-0.0
0.3

-0.1
0.1

0.2

0.0
0.4
0.3

0.5

0.6
0.8
0.2
0.6
0.6

0.4

0.1
0.7
0.5
0.7
0.6
0.5
0.7

0.6

0.9
-0.0
0.3
0.5
0.9
0.7
0.5
0.7
1.3

0.7

0.9
0.7
0.9

-0.1

0.6

-0.0
1.0
1.1
0.6
0.9
0.5

0.5

0.4
0.5
0.7

0.1

0.1
0.1
0.4
0.0

-0.1

0.2

0.2
-0.1
0.5

-0.6
0.0
0.6
0.3

0.4

1.2
0.7

-0.4
0.4
0.6
0.6

-0.1
0.7
0.3

0.9

0.8
0.3
1.2
1.6

-0.5

-0.5
-0.6
-1.5
-0.3
-0.2
-1.0

-0.2

0.3
-0.3
-1.1

-0.6

-0.3
-1.0
-0.9
-0.5
-0.5

-0.8

-0.9
-1.3
-0.9
0.6

-0.8
-1.2
-0.4

-1.0

0.6

0.3
-0.9
-1.0
-0.3
-0.6
-2.3
-1.6

-1.1

-0.6
-1.0
-1.9
-0.6

0.0

0.3
0.0
0.7
0.0
0.0

-0.2

-0.1

-0.4
0.3
0.3

-0.8

-1.1
-0.3
-0.4
-1.1
-0.9

-0.6

-0.2
-0.1
-1.1
-1.4
-2.4
0.2

-0.8

-0.4

-0.2
0.7

-0.8
-1.3
-1.3
-0.7
0.0

-0.4
0.0

-0.3

-0.7
-0.3
0.0

-0.4

See footnotea at end of table.
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Table 55. Occupancy rate In communtty hoapltals and average annual rate of change, according to gaographk dkfebt and
State: United Stataa, aalactad yeara 1340-78-Conttnued

(Data are based on reporting by facilities)

Geographic division Year Period

and State 1940? 196(7 1970 1975 1977 1978 1940-601~ 1W7W 1970-75 1975-78

West South Central . . . . .

Arkansas . . . . . . . . . . . . . . . . . . . . . .
Louisiana . . . . . . . . . . . . . . . . . . . . . .
Oklahoma . . . . . . . . . . . . . . . . . . . . .
Texas . . . . . . . . . . . . . . . . . . . . . . . . . .

Mountain . . . . . . . . . . . . . . . . .

Montana . . . . . . . . . . . . . . . . . . . . . . .
Idaho . . . . . . . . . . . . . . . . . . . . . . . . . .
Wyoming . . . . . . . . . . . . . . . . . . . . . .
Colorado . . . . . . . . . . . . . . . . . . . . . .
New Mexico . . . . . . . . . . . . . . . . . .
Arizona . . . . . . . . . . . . . . . . . . . . . . . .
Utah . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nevada . . . . . . . . . . . . . . . . . . . . . . . .

Pacific . . . . . . . . . . . . . . . . . . . .

Washington . . . . . . . . . . . . . . . . . . .
Oregon . . . . . . . . . . . . . . . . . . . . . . . .
California . . . . . . . . . . . . . . . . . . . . . .
Alaska . . . . . . . . . . . . . . . . . . . . . . . . .
Hawaii . . . . . . . . . . . . . . . . . . . . . . . . .

62.5

55.6
75.0
54.5
59.6

80.9

62.8
65.4
47.5
62.1
47.8
61.2
65.8
67.9

69.7

67.5
71.2
69.9

...

...

Percent of beds occupied

8s.7

70.0
67.9
71.0
6s.2

69.9

60.3
55.9
61.1
80.6
65.1
74.2
70.0
70.7

71.4

63.4
85.8
74.3
53.8
61.5

73.2

74.4
73.6
72.5
73.0

71.2

65.9
66.1
63.1
74.0
69.8
73.3
73.7
72.7

71.0

69.7
69.3
71.3
59.1
75.7

69.1

70.3
88.8
69.3
69.0

68.4

61.4
68.2
55.9
69.1
63.6
73.5
73.6
67.2

66.2

67.7
66.6
66.0
83.3
88.1

67.5

88.4
68.8
66.1
67.3

66.6

59.3
65.9
53.6
88.0
62.8
71.0
68.4
67.7

66.0

65.9
6S.8
85.8
59.5
72.7

67.5

68.9
68.4
6s.5
67.2

68.8

64.0
65.9
54.6
67.4
65.0
71.3
66.5
66.1

68.1

68.6
85.8
65.9
SO.5
72.8

Average annual rate of change

0.5 0.6 -1.1 -0.8

1.2 0.6 -1.1 -0.7
-0.5 0.8 -1.3 -0.2
1.3 0.2 -0.9 -1.4
0.7 0.7 -1.1 -0.9

0.7 0.2 -0.8 -0.8

-0.2 0.9 -1.4 1.4
-0.8 1.7 0.6 -1.1
1.3 0.3 -2.4 -0.8
1.3 -0.9 -1.4 -0.8
1.6 0.7 -1.8 0.7
1,0 -0.1 0.1 -1.0
0.3 0.5 -0.0 -3.3
0.2 0.3 -1.6 -0.5

0.1 -0.1 -1.4 -0.1

-0.3 1.0 -0.6 -0.5
-0.4 0.5 -0.8 -0.4
0.3 -0.4 -1.5 -0.1

... 0.9 1.4 -1.5

... 2.1 -2.1 2.2

~1940 data are estimatedbased on publishedfigures.
219W 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
sawicex general medical and surgical; obstetrics and gyneoolo~ eye, ear, nose, and throafi rehabilikatiom orthopadiq other apeciai~ children’s general;
children’s eye, ear, nose, and throat children’s rehabilitetiom children’s orthopedic and children’s othw specialty.

SOURCES: American Medical Association: Hospital service in the United States. JAMA11S(11} 1055-1144,1941. (Oopyright 1941: Used with the permission of
the American Medical Association.~ American Hospital Association: Hospitals. JAHA 35(15} S83-430, Aug. 1,1961. (Cop@ght 1S61: Used with the permission
of the American Hospital Association.] Division of Health Manpower and Facilities Statistics, National Center for Health Statistics Data from the National
Master Facility lnvento~.
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Table 56. Full-time equivalent emplatyees per 160 avarego dally peflerrta In oommunlty hospftals and average annual rate of
change, according to geographic dlvlslon and State: Unltad Stataa, $ehMed yeara 196&78

(Data are based on reporting by facilities)

Geographic division Year Period

and State 19607 1970 7975 1977 1978 196&701 1970-75 1975-78

United States . . . . . . . . .

New England . . . . . . . . . . . .

Maine . . . . . . . . . . . . . . . . . . . . . . . . . .
New Hampshire. . . . . . . . . . . . . .
Vermont . . . . . . . . . . . . . . . . . . . . . . .
Massachusetts . . . . . . . . . . . . . . . .
Rhode Island . . . . . . . . . . . . . . . . .
Connecticut . . . . . . . . . . . . . . . . . . .

Middle Atlantic . . . . . . . . . .

New York . . . . . . . . . . . . . . . . . . . . .
New Jersey . . . . . . . . . . . . . . . . . . .
Pennsylvania . . . . . . . . . . . . . . . . . .

East North Oentral . . . . . .

Ohio . . . . . . . . . . . . . . . . . . . . . . . . . . ..
Indiana . . . . . . . . . . . . . . . . . . . . . . . .
Illinois. . . . . . . . . . . . . . . . . . . . . . . . . .
Michigan . . . . . . . . . . . . . . . . . . . . . .
Wisconsin . . . . . . . . . . . . . . . . . . . . .

West North Central . . . . .

Minnesota . . . . . . . . . . . . . . . . . . . . .
Iowa . . . . . . . . . . . . . . . . . . . . . . . . . . .
Missouri . . . . . . . . . . . . . . . . . . . . . . .
North Dakota . . . . . . . . . . . . . . . . .
South Dakota..., . . . . . . . . . . . . .
Nebraska . . . . . . . . . . . . . . . . . . . . . .
Kansas . . . . . . . . . . . . . . . . . . . . . . . .

South Atlantic . . . . . . . . . . .

Delaware . . . . . . . . . . . . . . . . . . . . . .
Maryland . . . . . . . . . . . . . . . . . . . . . .
District of Columbia . . . . . . . . .
Virginia . . . . . . . . . . . . . . . . . . . . . . . .
Weat Virginia . . . . . . . . . . . . . . . . .
North Carolina . . . . . . . . . . . . . . . .
South Carolina . . . . . . . . . . . . . . .
Georgia . . . . . . . . . . . . . . . . . . . . . . .
Florida . . . . . . . . . . . . . . . . . . . . . . . . .

East South Central . . . . .

Kentucky . . . . . . . . . . . . . . . . . . . . . .
Tennessee . . . . . . . . . . . . . . . . . . . .
Alabama . . . . . . . . . . . . . . . . . . . . . . .
Mississippi . . . . . . . . . . . . . . . . . . . .

See footnoteat end of table.

Number of employees per 100 average daily patients Average annual rate of change

226 302 349 369 379 2.9 2.9 2.8

249

227
240
227
252
270
247

225

233
225
214

226

232
216
226
239
199

212

220
208
217
177
188
220
210

217

243
237
240
193
198
196
185
233
245

227

229
231
233
207

351

289
310
318
365
383
347

311

336
278
287

299

302
280
301
313
277

273

273
256
289
254
247
276
270

295

328
354
363
289
255
277
257
264
295

275

276
264
266
270

412

359
347
346
436
433
397

352

375
306
340

343

334
320
357
364
315

305

286
293
326
273
294
298
313

343

390
391
443
323
298
319
302
364
346

292

315
306
300

432

401
375
332
453
450
421

362

375
320
364

388 “

360
346
379
386
350

332

325
325
353
292
306
315
338

358

394
387
494
326
321
340
330
381
361

321

304
330
328
315

436

402
383
346
456
460
428

372

386
328
375

379

372
351
391
401
358

335

317
335
357

310
347

366

403
401
497
333
335
350

367

316

333
337
317

3.5

2.4
2.6
3.4
3.8
3.6
3.5

3.3

3.7
2.1
3.0

2.8

2.7
2.6
2.9
2.7
3.4

2.6

2.2
2.2
2.9
3.7
2.8
2.3
2.5

3.1

3.0
4.1
4.2
4.1
2.6
3.5
3.3
2.4
1.9

1.9

1.9
2.1

‘1.3
2.7

3.3

4.4

2.3
1.7
3.6
2.5
2.7

2.5

2.2
2.1
3.4

2.8

2.0
2.7
3.5
3.1
2.6

2.2

1.6
2.6
2.4
1.5
3.5
1.5
3.0

3.1

3.5
2.0
4.1
2.2
3.2
2.9
3.3
4.4
3.2

2.2

1.1
2.1
3.0
2.1

1.9

3.8
3.3
0.0
1.5
2.0
2.5

1.9

1.0
2.1
3.3

3.4

3.7
3.1
3.1
3.3
4.4

3.2

2.3
4.6
3.1
3.1
5.3
1.3
3.5

2.4

1.1
0.8
3.9
1.0
4.0
3.1
3.8
2.8
2.0

2.3

2.7
1.9
3.0,
1.9
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Table 56. Full-the equivalent amployeas per 1W averaga dally petiaiste In communtty hospitals and average annual rate of
change, ecoordlng to geograpfdc dlvielon and Stetm Urdted States, selected yeare lWO-78-Contfnued

(Data are based on reporting by facilities)

Geographic division Year Period

and State 198i7 7970 7975 1977 7978 1980-7or 1970-75 7975-78

West South Central . . . . .

Arkansas . . . . . . . . . . . . . . . . . . . . . .
Louisiana . . . . . . . . . . . . . . . . . . . . . .
Oklahoma . . . . . . . . . . . . . . . . . . . . .
Texas . . . . . . . . . . . . . . . . . . . . . . . . . .

Mountain . . . . . . . . . . . . . . . . .

Montana . . . . . . . . . . . . . . . . . . . . . . .
Idaho . . . . . . . . . . . . . . . . . . . . . . . . . .
Wyoming . . . . . . . . . . . . . . . . . . . . . .
Colorado . . . . . . . . . . . . . . . . . . . . . .
New Mexico . . . . . . . . . . . . . . . . . .
Arizona . . . . . . . . . . . . . . . . . . . . . . . .
Utah . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nevada . . . . . . . . . . . . . . . . . . . . . . . .

Pacific . . . . . . . . . . . . . . . . . . . .

Washington . . . . . . . . . . . . . . . . . . .
Oregon . . . . . . . . . . . . . . . . . . . . . . . .
California . . . . . . . . . . . . . . . . . . . . . .
Alaska . . . . . . . . . . . . . . . . . . . . . . . . .
Hawaii . . . . . . . . . . . . . . . . . . . . . . . . .

Number of employees per 100 average daily patients

225 297 346 354 372

209 274 318 332 329
216 292 354 363 373
218 296 359 383 385
232 304 346 367 376

226 299 364 392 402

216
255
217
221
228
222
243
224

247
281
251
306
314
327
304
284

301
321
344
373
369
381
366
344

342
343
397
3s3
455
406
422
360

291

416
413
418
432
439
398

243 327 401 435 454

263 313 382 414 422
232 303 387 393 432
241 334 407 445 483
220 301 385 445 456
226 278 357 375 3s9

Average annual rate of change

2.8 3.1 2.4

2.7 3.0 1.1
3.0 3.9 1.8
3.1 3.9 2.4
2.7 2.6 2.8

2.8 4.0 3.4

1.4

1.0

1.5
3.3

3.3

3.9

2.3

2.4

4.0
2.7
6.5
4.0
4.4
3.1
5.0
3.9

-1.1
3.8
6.5
3.5
2.4
4.3
4.2
5.0

3.0 4.2 4.2

1.8 4.1 3.4

2.7 5.0 3.7
3.3 4.0 4.4
3.2 5.0 5.8
2.1 5.1 2.9

WS60 includes hospital unitsof institutions,but excludes students, interns, and residents.

NOTE Community hospitals include all non-Federal shorGstay hospitals classified by the American Hospital Association according to one of the following
sewic= general medical and surgical; obstetrics and gynecolog~ eye, ear, nose, and throat rehabilitatio~ orthopedic other special~ children’s generafi
children’s eye, ear, nose, and throat children’s rehabilitation; children’s orthopedhq and children’s other specialty.

SOURCES: American Hospital Association: i-lospitak JAI-IA 35(15) 3SS-430, Aug. 1, 19S1. (Copyright 1981: Used with the permission of the American Hospital
Association.] Division of Health Manpower and FacilitiesStatistics, National Center for Health Statistics Data from the National Master Facilii Inventory.
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Tahla 57. Outpatient vhdta par 1,000 patient days In community hoapltals and average annual rata ot change, according to
geographic dlvlalon and Statw Unltad Statae, aelactad pare 1976-78

(Data are based on re~ortinct by facilities)

Geographic division Year Period

and State 1970 1975 1977 1978 1970-75 1975-78

United States . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

NIBWEngland . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Maine .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
New Hampshire .. . . . . . . . . . . ... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Vermont . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Ma=chusetis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Rhode island . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Connecticut . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Middle Atlantic . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

New York . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
New J@rsey. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Pennsylvania . . . . . . . . . . . . . . ..o .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

East North Central . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Ohio . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
lndana . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
lllinois . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Wctigan . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Wsconsin . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

WeX North Central . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Minnesclta . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
lowa . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Mi~uri . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
North Dakota . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
South Dakota . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nebmska . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Kan=s . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

South Atlantic .. .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Delaware . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Ma~land . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
District of Columbia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Wrginia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
West Wrginia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
North Carolina . . . . . . . . . . . . . . . . . ... . . . . . . . . . . . . . . . . . . . . . . . . . . . .
South Carolina . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Georgia . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Florida . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

East South Central .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Kentucky . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Tennme(O . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Alabama . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
MSi*ippi . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Outpatient visits per 1,000 patient days
AVOElgO annual
rate of change

588 738 7&0 769 5.4 1.4

676

596
al 1
596
704
620
640

647

856
517
691

513

484
531
588
381

373

309
348
488
150
31.4
284
494

547

674
809
749
557
835
509
456
489
442

401

448
441
344
349

955

940
1,070

964
940
845

1,006

906

896
706

1,034

732

670
741
735
885
573

499

387
525
573
211
308
401
724

697

1,036
991
924
682
792
684
808
679
570

498

558
526
422
475

1,008

1,129
1,163

957
1,005

816
979

901

922
668

1,001

756

700
787
736
905
623

543

443
809
577
279
432
456
743

875

985
934
898
612
759
774
670
704
509

514

560
518
506
458

1,036

1,188
1,234
1,046
1,031

869
986

912

913
663

1,040

762

702
775
768
875
662

512

442
573
525
267
421
444
681

688

945
910
641
637
747
691
667
716
502

502

577
462
486
465

7.2 2.8

9.5
5.7
9.9
6,0
6.4
9.5

7.0

6.4
6.4
8.4

7.4

5.9
8.9
6.7
8.5
8.5

6.0

4.6
8.6
4.1
7.1

-0.4
8.7
7.9

5.0

9.0
4.1
4.3
4.1
4.5
5.5
5.9
6.8
5.2

4.4

4.5
3.6
4.2
6.4

7.5
4.9
3.1
3.1
0.9

-0.7

0.2

0.6
-1.1
0.2

1.3

1.6
1.5
1.5

-0.4
4.9

0.9

4.5
3.0

-2.9
8.2

11.0
3.5

-2.0

-1.4

-3.0
-2.8
-3.1
-2.2
-1.9
1.3
3.1
1.8

4.1

0.3

1.1
-2.9
4.8

-0.7

Seefootnoteaat endof table.
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Tabla57. Ou@aUmt vislt$per 1,006patlantdays in communityImapitalsand avaraga8nnualrala of dumga, accordingb
geographicdivisionand StabmUnltuf Stabs, aahciod yoara1979-78-Continuad

(Data are baaed on reporting by facilities)

Geographic division Year Period

and State 1970 1975 1977 1978 1970-75 1976-78

West South Central. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Ar&n=s . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Louisiana. .. .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Oklahoma. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Tex~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Mountin . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Montana. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
ldaho . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Wyoming. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
bIorado . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
New Mexico . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Mzona . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Utih .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nevada . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Pacific. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

W=hin@on . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Orwon . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Califmia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Al~a . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Hawfi . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Outpatient v&& par 1,000 patient days

442 528 584 578

306 432 464 464
6S3 756 906 900
292 397 467 471
421 502 528 515

525 781 912 951

S37
514
342
532
435
648
677
395

538
748
670
856
590
7s0

1,015
633

607
787
631

1,067
665

1,400
811

726
921

1,060
910

1,028
950

1,359
730

923 935 987 1,065

536 816 9s2 894
612 773 868 964

1,006 954 979 1,112
747 1,3s6 876 1,035

1,2343 1.324 1.670 1.530

Average annual
rate of change

3.6 3.1

7.1 3.9
1.8 6.0
6.3 5.9
3.6 0.9

8.3

9.8
7.8

14.4
10.0
9.7
3.8
8.4
9.9

6.8

10.5
7.2

16.5
2.1

14.2
6.8

10.2
4.9

0.3 5.1

8.7 3.1
4.8 7.6
-1.1 5.2
13.2 -9.3
1.5 4.9

NOTE Oommunityhospitalsinclude all non-Federal short-stay hospitalsclassified by the American Hospital Associationacoording to one of the following
servic= general mediil and surgioal;obstetricsand gyneoologfi eye, ear, noee, and throat rehabiiitatiq orthopedic other apecial~ children’sgenera~
children’seye, ear, nose,andthroat children’srehabilitatiw children’sotthopschzand children’sother s@ckaky.

SOURCE Oivisionof Health Manpower and Facilities Statistics, National Center for Health Statiatkx Data from the Naticwd Mastw Facility Inventory.
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Table 58. Long-atey hoepltela and beds, aocordlng to type of hoapltal and ownership Unltad States, 1973 and 1978

(Data are based on reporting by facilities)

Year and type
of ownership

All Type of hospital

long-stay

General
Psychi- Tubercu- Rehabil- Chronic

hospitals atric Iosis itation disease
Other

1973

All ownerships . . . . . . . . . . . . . . . . . . . . .

Government. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Fedfwal . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
State-local . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Proprietary. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nonprofit . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

1978

All ownerships . . . . . . . . . . . . . . . . . . . . .

Government . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Federal . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
State-local . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Proprietary . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nonprciit. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

/ 1973

All ownerships . . . . . . . . . . . . . . . . . . . . .

Government. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Federal . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
State-local . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Proprietary . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nonprofit. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

1978

All ownerships . . . . . . . . . . . . . . . . . . . . .

Government . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Federal . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
State-local . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Proprietary . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nonprofi t . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Number of hospitals

727 32 402 63 61 68 101

489 30 300 58 12 44 45
51 20 27 . 4

438 10 273 58 12 44 41
69 1 55 - 1 6 6

169 1 47 5 48 18 50

564 24 347 13 50 59 71

356 19 243 12 13 40 29
39 12 24 3

317 7 219 12 13 40 26
73 2 56 5 3 7

135 3 4a 1 32 16 35

Number of beds

414,640 18,023 329,625 10,056 7,613 22,240 27,083

386,959 17,724 319,669 9,667 3,432 18,486 17,959
46,683 14,516 29,572 . 2,595

340,276 3,208 290,097 9,687 3,432 18,488 15,364
6,451 237 5,157 262 391 404

21,230 62 4,799 369 3,919 3,361 8,720

249,729 11,407 192,689 2,500 5,856 19,842 17,435

224,820 10,989 180,981 2,401 2,302 16,533 11,614
33,762 9,245 23,056 . 1,461

191,058 1,744 157,925 2,401 2,302 16,533 10,153
7,130 148 5,589 638 288 467

17,779 270 6,119 99 2,916 3,021 5,354

SOURCE Divisionof Health Manpower and Facilities Statistioa, National Center for Health Statiatk Data from the National Master Facility Inventoty.

204



Table59. Nuralnghome beck,●nnualocoupanoyratea,and residentdayaof cere provided,acoordngto aahctedfacility
charactariatica: UnitedSta$ae,1972and 1976

(Data are based on a aampie of nursing homes)

Facility Number of beds Annual ocoupancy rat~ Resident days of care

characteristic 1972 1976 197P 1976 1972 1976

All facilities . . . . . . . . . . . . . . . . . . . 1,185,100 1,389,900 68.51 88.76 386,906,004) 451,522,500

Ownership

Proprietary . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nonprofit . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Certifications

Skilled nursing facility . . . . . . . . . . . . . .
Skilled nursing and intermediate

facility . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
intermediate facility . . . . . . . . . . . . . . . . .
Not certified . . . . . . . . . . . . . . . . . . . . . . . . .

Bed size

Leas than 50 beds . . . . . . . . . . . . . . . . .
50-99 beds . . . . . . . . . . . . . . . . . . . . . . . . . .
100-199 beds . . . . . . . . . . . . . . . . . . . . . . . .

200 beds or more . . . . . . . . . . . . . . . . . .

Geographic region

Northeast . . . . . . . . . . . . . . . . . . . . . . . . . . . .
North Central . . . . . . . . . . . . . . . . . . . . . . . .
South . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
west . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

823,400
341,700

467,800

286,800
250,800
160,300

i 79,800
389,700
410,000
185,900

248,700
404,000
298,800
213,700

983,800
426,200

291,900

543,700
386,400
167,800

183,800
414,900
53S,200
253}000

311,200
460,500
376,000
222,300

86.42 89.37
86.72 87.38

86.52 90.77

83.08 8s.58
89.17 87.33
88.38 69.12

89.16 92.59
86.80 90.35
86.27 87.64
60.10 87.21

86.97 90.09
86.21 89.73
86.49 87.29
64.22 87.27

280,449,800
106,456,400

87,150,800

148,050,200
81,848,400
51,856,800

56,611,900
126,359,600
129,437,700

54,496,800

80,998,400
127,460,800

94,577,100
65,871,600

315,225,700
136,296,700

96,967,000

176,286,000
123,523,000

54,746,500

80,921,000
137,186,800
172,849,500

80,785,100

102,611,200
157,793,500
120,108,100

71,011,700

lData for 1972 excludepersonalosre or domiciliaryosre homes.
The annual occupancy rate refleota the cccupancy rate for the entire year rather than a single day. The formula used to oslculate occupancy rate was

aggragate numbsr of daye of care pr
occupancy rate =

ovided to residents x 100

estimated number of beda x 386

%bdioare extendd care facilities and Medicaid skilled nursing homes from the 1973-74 survey were corrSderad equivalent to Medioare and Medicaid skilled
nursing facilities in 1977 for the purpOaea of this comparison.

30URCES National Center for Health Statiitios The National Nursing Hmne Survey 1977 summary for the United States, by J.F. Van N@trand, A. Zappolo,
and E. Hing, et al. L@r/ and Health Statistics.Series 13-No. 43. DHEW Pub. No. (PHS) 78-1794. Public Health Servioe. Washington. U.S. Government Printing
Office, July 197% Utilization of nursing homes, United States, National Nursing Home 3uwey, August 197WWril 1974, by J.F. 3utton. Wsfarrd Health StatistI@.
Series13-No. 28. DHEW Pub. No. (HRA) 77-1779. Health Resources Administration. Washington. U.S. Government Printing Office, July 1977.
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labia 60. GrowInationalproductand nationalhealthaxpandlturamUnltadSlataa,aalaotadyaara1828-79

(Data are compiled by the Health Care Financing Administration)

Gross National health expenditures
nationa/

Year product Amount Percent of Amount

in in gross national per

billions billions product capita

1929 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $ 103.4 $ 3.6 3.5 S 29.49
1935 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 72.2 2.9 4.0 22.65
1940 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 100.0 4.0 4.0 29.62
1950 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 286.2 12.7 4.4 81.86
1955 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 398.0 17.7 4.4 105.38

19@ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . 506.0 26.9 5.3 146.30
19& . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 668.1 42.0 6.1 212.32

1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 982.4 74.9 7.6 359.41
1971 . . . . . . . . . . . . . . . . . . . . . . . . . . . ... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,063.4 83.1 7.8 394.74
1972 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,171.1 93.5 8.0 440.34
1973 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,306.5 103.0 7.9 481.65
i974 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,412.9 116.3 8.2 539.11

1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,528.8 132.1 8.6 607.58
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,702.2 148.9 8.7 678.79
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,899.5 169.9 ‘8.9 768.30
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,127.6 166.6 8.9 645.53
1979 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,368.8 212.2 9.0 942.94

SOURCE Office of Research, Demonstrations, and Statiatk National health expenditures, 1979, by R.M. Gibson. Health Care fhrarrcir?g Review. HCFA Pub.
No. 03054. Health Care Financing Administration. \4%ahington. U.S. Government Printing Office, Summer 19S0.
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Table 61. Personal health care expendttw’ea, average annual percent change, and pement diairibution of faoiora affecting
growtk Untted $teiea, 1973-79,

(Data are compiled by the Health Care Financing Administration)

Personal Average Factom atfeoting growth

Year
health oare annual

expenditures percent /4//
factors

Prioee Population lntem”~
in millions changel

197&79 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

1973 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1974 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1979 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

...

s 88,8s8
101,007
116,522
131,276
147,988
166,627
188,551

13.4

—
13.9
15.4
12.7
12.7
12.6
13.2

100.0

100.0
100.0
100.0
100.0
100.0
100.0
100.0

Peroent distribution

85.6 6.6

42.7 7.3
85.5 6.1
71.6 5.5
70.4 7.0
64.7 6.6
67.0 7.4
71.9 6.6

27.8

50.0
28.4
22.9
22.6
28.7
25.6
21.3

I Refers to 1-year periods unless otherwise noted.
2Reprasante changes in use and/or kinds of services and supplies.

SOURCE Office of Research, Demonstrations, and Statistic.% National health expenditures, 1979, by R.M. Gibson. Hea/fh Care f%wcing i?evfew.HCFA Pub.
No. 03054. Health Care Finmcing Administration. Washington. U.S. Government Printing Office, Summer 19S0.
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Table 62. Consumer Price Index (1967 =100) and average annual percent change foc all Itama and aelacted Itemw
United Stetaa, aalectad yaara 1950-79

(lData are based on reporting by samples of providera and other retail outlets)

Item

Year All Medical
Apparel

Food and Housing Energy
Personal

items care care
upkeep

1950 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1955 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1960 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1985 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1979 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

1950-55 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1955-60 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1960-65 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1985-70 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
197G75 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1975-76 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1978-77 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1977-78 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1978-79 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

72.1
80.2
68.7
94.5

116.3
161.2
170.5
181.5
195.3
217.7

2.2
2.0
1.3
4.2
6.7
5.8
6.5
7.6

11.5

53.7
84.8
79.1
89.5

120.16
168.6
184.7
202.4
219.4
240.1

3.8
4.1
2.5
6.1
6.9
9.5
9.6
8.4
9.4

Consumer Prioe Index

74.5 79.0 72.8
81.6 84.1 82.3
68.0 89.6 90.2
94.4 93.7 94.9

114.9 116.1 118.9
175.4 142.3 166.8
180.8 147.6 177.2
192.2 154.2 189.6
21 i .2 159.5 202.6
234.7 166.4 227.5

Average annual percent change

1.8 1.3 2.5
1.5 1.3 1.9
1.4 0.9 1.0
4.0 4.4 4.6
8.8 4.2 7.0
3.1 3.7 6.2
6.3 4.5 7.0
9.9 3.4 6.9

11.1 4.3 12.3

—

64.2
96.3

107.0
176.6
189.3
207.3
220.3
277.7

—
—
0.4
2.1

10.5
7.2
9.5
6.3

26.1

88.3
77.9
90.1
95.2

113.2
150.7
180.5
170.9
182.0
195.5

2.7
3.0
1.1
3.5
5.9
6.5
6.5
6.5
7.4

SOURCE Bureau of Labor Statistics, U.S. Department of Labon Consumer Price Index. Various releases.
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Tab& 63. Consumer Price Index (1967=1 W) for all Items and madfcal cwa com~ United Stataa,
adactad yaara 19S79

(Data are based on reporting by samples of providers and other retail outlets)

Item and Year

medical care component 1950 1955 1980 1985 1970 1975 1978 1979

Cmsurnar Price Index

72.1 80.2 8S.7 94.5 116.3 161.2 195.3 217.7CPI, all items . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Less medical care . . . . . . . . . . . . . . . . . . . . . . . . . .

CPI, all services . . . . . . . . . . . . . . . . . . . . . . . . . . . .

All medical care . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Medical care services. . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Professionalservices. . . . . . . . . . . . . . . . . . . . . . . . . . . .

Physician SSMCSS. . . . . . . . . . . . . . . . . . . . . . . . . . . .
Dental services. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Other professional eervicasl . . . . . . . . . . . . . . . . .

Other medical care services . . . . . . . . . . . . . . . . . . .
Hospital and other medical sarvicesl. . . . . . .

Hospital room.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Other hospital and medical care

services! . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Medical care commodities. . . . . . . . . . . . . . . . . . . . . . . .
Prescription drugs. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nonprescriptiondrugs and medical

suppliasl. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Eyaglaesesl., . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Internal and respiratory

over-the-counter drugs . . . . . . . . . . . . . . . . . .
Nonprescription medical

equipment and suppliesI . . . . . . . . . . . . . . . .

— — 89.4 84.9 116.1 160.9 193.9 216.2

66.7 70.9 83.5 92.2 121.6 186.6 210.8 234.4

53.7 84.8 79.1 89.5 120.6 16S.6 219.4 240.1

49.2
—

55.2
63.9

—
—
—

30.3

60.4
—

65.4
73.0

—
—
—

42.3

74.9
—

77.0
82.1

—
—
—

57.3

87.3
—

66.3
92.2

—
—
—

75.9

124.2
119.7
121.4
119.4

—
129.7

—
145.4

179.1
164.5
169.4
161.9

—
186.9

—
236.1

235.3
209.2
223.3
199.3
103.3
267.0
106.0
331.6

258.5
228.5
245.5
217.0
110.5
295.2
116.9
388.2

105.7 115.9— —

86.5
92.6

94.7
101.6

104.5
115.3

1CQ.2
102.0

103.6
101.2

118.8
106.3

143.9
132.1

154.7
142.6

103.9
102.4

111.3
106.0

—
—

—
—

—
—

—
—

—
—

—
—

96.0 108.2 130.1 159.1 172.2—

104.0 110.2

*Dee. 1977 =100.

SOURCEBureauof Labor Statistics, U.S. DepartmentofLaborCorrsurnerPrice Mex. Various releases.



Table 64. Consumer Prllce Index (1667-160) average annual percent chsmga for afl items and medical care cornponentw
United States, selected years 1950-79

(Data are based on reporting by ssmplea of providers and other retell outlets)

item and Period

medical *re component 1950-55 1955-60 1960-65 19670 1970-75 1975-78 1978-79

CPI, all items . . . . . . . . . . . . . . . . . . . . . .

Leaa medical care . . . . . . . . . . . . . . . . .

CPI, all services . . . . . . . . . . . . . . . . . . .

All medical care . . . . . . . . . . . . . . . . . . .

Medical care services . . . . . . . . . . . . . . . . . . . .
Professional services . . . . . . . . . . . . . . . . . . .

Physician services . . . . . . . . . . . . . . . . . . .
Dental cervices . . . . . . . . . . . . . . . . . . . . . . .
Other professional servicesl . . . . . . .

Other medical care Services.. . . . . . . . .
Hospital and other medical

swvicesl . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Hospital room . . . . . . . . . ... . . . . . . . . . .
Other hospital and

medical care services! . . . . . . . . .

Medical care commodities . . . . . . . . . . . . . . .
Prescription drugs . . . . . . . . . . . . . . . . . . . . . .
Nonprescription drug.%and

medical supplies . . . . . . . . . . . . . . . . . . . . .
Eyeglasses! . . . . . . . . . . . . . . . . . . . . . . . . .
Internal and respiratory

over-the-counter drwgs. . . . . . . . .
Nonprescription medical

eauipment and suprrliesl . . . . . . .

Averagr3 annual percent change

2.2 2.0 1.3 4.2 6.7 6.6 11.5

— —. 1.2 4.1 6.7 6.4 11.5

3.8 3.3 2.0 5.7 6.5 8.2 11.2

3.8 4.1 2.5 6.1 6.9 9.2 9.4

4.2 4.4 3.1 7.3

3.4
2.7
—
—

3.3
2.4
—
—

2.8
2.3
—
—

6.6
5.3
—
—

6.9 6.3 5.8

1.4
1.9

2.0
2.6

-0.8
-2.4

13.9

—

0.7
-0.2

7.6
6.6
6.9
6.3
—

8.7

9.5
8.3
9.6
7.2
—

10.7

10.2

2.8
1.6

12.0

—

6.6
6.5

—- — — 1.6 4.1 6.9

9.9
9.2
9.9
8.9
7.0

10.6

10.3
11.0

9.6

7.5
7.9

7.1
5.5

8.2

6.0. . .

lDec.1977= 100.

SOURCE Bureauof LaborStatistics,U.S. Departmentof Labor:ConsumerPr/ce Mex. Variousrolesses.
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Tabla 65. National haalth ●xpandlturaa, according to aourca of fundw Unlhd Staka, adaclad yaara 1929.79

(Dats are ocrmpikrd by the Health Care Finarroing Administration)

Souroa of funds

Year
Ail health

Private
exmnditures

Public

in billions Amount in Amount Paroent Amount h Amount Parcent
biliims per oapita of totai biiiione w =w~ of totai

1929 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $ 3.6 S 3.2 $25.49 86.4 $0.5 s 4.00 13.6
1935 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2.9 2.4 18.30 80.8 0.6 4.34 19.2
1940 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.0 3.2 23.61 79.7 0.6 6.03 20.3
1950 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12.7 9.2 59.62 72.8 3.4 22.24 27.2
1955 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 17.7 13.2 78.33 74.3 4.6 27.05 25.7

1960 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 26.9 20.3 110.20 75.3 6.6 36.10 24.7
1965 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 42.0 31.0 156.84 73.9 11.0 . 55.46 26.1

1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 74.9 47.1 225.96 62.9 27.6 133.44 37.1
1971 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 63.1 51.4 244.28 61.9 31.7 150.47 38.1
1972 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 93.5 56.1 273.44 62.1 35.4 166.90 37.9
1973 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 103.0 63.7 297.72 61.8 39.4 183.% 38.2
1974 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 116.3 69.1 320.48 59.5 47.2 218.63 40.6

1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 132.1 75.8 348.63 57.4 56.3 256.95 42.6
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 148.9 85.7 380.59 57.5 63.2 286.21 42.5
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 169.9 99.3 448.93 56.4 70.6 319.36 41.6
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 168.6 108.0 483.88 57.2 80.7 361.64 42.8
1979 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 212.2 120.8 536.82 56.9 91.4 406.12 43.1

SOURCE Office of Research, Demonstrations,and Statietkx National health expenditures, 1979, by R.M. Gibeon.Haffh CareI%wrndngReview.HCFA Pub.
No. 03054. Health Care Financing Administration. Washington. U.S. Government Printing office, Summer 1S80.
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Table 66. National health expendlturaa average annuel percent change, according to source ol fundm
United 8tataa, aelaotad years ‘1929-79

(Data are compiled by the Health Care Financing Administration)

Period All health Souroe of funds
expenditures

Private Public

192$79 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

192S35 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
193Mo . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
194Mo . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
195055 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1955-60 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

1980-85 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
196S70 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1970-75 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

1970-71 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1971-7’2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1972.73 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1973-74 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1974.7!5 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
197576 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

1978-77 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1977.78 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .." . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1978.79 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Average annual peroant change

8.5 7.5 11.0

-3.5 4.7 3.1
6.6 5.9 5.9

12.2 11.1 15.6
6.9 7.5 6.2
8.7 9.0 7.5

9.3 8.8 10.6
12.3 8.7 20.4
12.0 10.0 15.2

10.9 9.1 14.0
12.5 13.0 11.7
10.2 9.6 11.3
12.9 8.5 19.8
13.6 9.7 19.3
12.7 13.1 12.3

14.1 15.9 11.7
11.0 8.8 ~4.3
12.5 11.9 73.3

SOURCE Office of Research, Demonstrations, and Statistics National health expenditurea, 1979, by R.M. Gibson.Hea/thOwe Financ/ngReview.HCFA Pub.
No. 03054. Health Care Financing Administration. Washington. U.S. Government Printing Office, Summer 1S80.
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Table 67. Personal health care expandituree and pament dletribution, according to eourceof~
United Statea, @acted yeata 1s2s-79

(Data precompiled by the Health Care Financing Administration)

All
S&rce of payment

peraorral Third-par& payment
health

Year care All Direct Philan- Govemment
Private

expendi- sources payment Total heaith
thrqry State

tures$ insurance
and Total Frxferal and

industry k)cal

1929 . . . . . . . . . . ..$ 3,202
19s5 . . . . . . . . . . . . 2,683
1940 . . . . . . . . . . . . 3,548
1950 . . . . . . . . . . . . 10,885
1955 . . . . . . . . . . . . 15,708
1980 . . . . . . . . . . . . 23,880
1985 . . . . . . . . . . . . 36,000

1970 . . . . . . . . . . . .
1971 . . . . . . . . . . . .
1972 . . . . . . . . . . . .
1973 . . . . . . . . . . . .
1974 . . . . . . . . . . . .
1975 . . . . . . . . . . . .
1976 . . . . . . . . . . . .
1977 . . . . . . . . . . . .
1978 . . . . . . . . . . . .
1979 . . . . . . . . . . . .

85,372
71,979
80,177
88,888

101,007
116,522
131,276
147,988
188,627
188,551

100.0
100.0
100.0
100.0
100.0
100.0
100.0

100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0
100.0

288.4
282.4
281.3
85.5
58.1
54.9
51.6

40.0
38.2
38.3
37.7
34.9
32.4
31.7
33.0
31.8
31.8

Percent distribti”cm

11.6 — 2.6
17.6 — 2.8
18.7 — 2.6
34.5 9.1 2.9
41.9 16.1 2.8
45.1 21.1 2.3
48.4 24.2 2.2

80.0
61.8
81.7
82.3
85.1
67.6
88.3
67.0
88.2
88.2

24.1
24.6
24.2
24.7
25.5
26.7
27.8
26.2
27.0
26.7

1.6
1.7
1.6
1.5
1.5
1.3
1.3
1.5
1.3
1.3

9.0
14.7
16.1
22.4
23.0
21.8
21.9

34.4
35.5
35.9
36.2
38.2
39.6
39.2
39.3
39.9
40.2

2.7
3.4
4.1

10.4
10.5

9.3
10.5

22.3
23.3
23.7
23.8
25.6
27.1
27.6
27.8
28.0
28.3

6.3
11.3
12.0
12.0
12.5
12.5
11.4

12.1
12.2
12.3
12.3
12.6
12.6
11.6
11.5
11.8
12.0

Wmludes all expendituresfor health serviws and supplies other than (a) experr- for prepayment and administration,and (b) governmentpublic health
activities.
Zlncludesany insurancebenefitsand expensesfor prepayment(insurancepremiumslessineuranoebenefits).

SOURCE Office of Research, Demonetraticns,and Statistic National healthexpenditures,1979, by R.M. Gibson.Health Oare FinancingReview. HCFA Pub.
No. 03054. Health Care FinancingAdministration.Washington.U.S. GovernmentPrintingOffice, Summer1980.
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Table 68. National hamlthexpandltures and paroant dlstrtbution, according to type of axpendlturn
United States, seleotad years 1956-79

(Data are compiled by the Health Care Financing Administration)

Year
TJpe of expenditure

1950 1980 1965 1970 1975 1978 1979

Amount in billions

Total . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

All expendtures . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Health services and supplie s. . . . . . . . . . . . . . . . . . . . . . . . . . .

Hospital care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Physician sewic~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Dentist sewices . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nursing home care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Other professional services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Drugs and drug sundries, . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Eyeglasses and appliance . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Expenses for prepayment, . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Govelmment public health activities . . . . . . . . . . . . . . . . . . . . . . . . . .
Other health services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Research and construction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Re~arch . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
ConSruction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

$12.7 $26.9 $42.0 $74.9 $132.1 $16S.6 $212.2

Percent distribution

100.0 100.0 100.0 100.0 100.0 100.0 100.0

92.4 93.6 91.8 92.9 93.7 94.9 95.3

30.4 33.8 33.1 37.1 39.5 40.2 40.2
21.7 21.1 20.2 19.1 18.9 19.0 19.1

7.6 7.4 6.7 6.3 6.2 6.3 6.4
1.5 2.0 4.9 6.3 7.6 8.0 8.4
3.1 3.2 2.5 2.1 2.0 2.2 2.2

13.6 13.6 12.4 11.0 8.9 8.2 8.0
3.9 2.9 2.9 2.6 2.3 2.1 2.1
3.6 4.1 4.1 3.7 3.1 3.8 3.6
2.9 1.5 1.9 1.9 2.4 2.8 2.9
4.2 4.1 3.1 2.7 2.8 2.4 2.4

7.6 6.4 8.2 7.1 6.3 5.1 4.7

0.9 2.5 3.4 2.5 2.5 2.3 2.2
6.7 3.9 4.8 4.6 3.8 2.8 2.5-..

SOURCE Office of Research, Ilemonetrations, and Statistics National health expenditures, 1979, by R.M. Gibson. Health Care Financing Review. HCFA Pub.
No. 03054. Health Care Financing Administration. Washington. U.S. Government Printing Office, Summer 19S0.
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Table 69. National health expendlturea average annual percent change, according to lype of expendlturn
United 8tetaa, adected yeara 1%0-79

(Data are compiled by the Health Care Financing Administration)

Type of expenditure
Pw”od

1950-79 7950-60 1960-65 1965-70 1970-75 1975-79

All expenditures . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Health services and supplies . . . . . . . . . . . . . . . . . . . . . . . . .

Hospital care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Ph~ician services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Dentist sewic~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Numing home care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Other professional services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Drugs and drug sundries . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Eyeglasses and appliances . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Expenses for pre~yment . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Government public health activities . . . . . . . . . . . . . . . . . . . . . . .
Other health seMces . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Research and construction . . . . . . . . . . . . . . . . . . . . . . . . . . .

Rewrch . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Constwction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Average annual percent change

10.2 7.8 9.3 12.3 12.0 12.6

10.3

11.3
9.7
9.6

17.0
8.9
8.2
7.8
10.2
10.2

8.2

8.4

13.5
6.5

8.0

9.0
7.5
7.5
10.9

8.1
7.8
4.7
9.1
1.4
7.7

5.9

18.9
2.2

8.9

8.8
8.3
7.3

31.5
3.7
7.3
9.3
9.7

14.5
3.4

15.0

16.9
13.8

12.5

14.9
11.1
11.1
17.8

9.1
9.5
9.7

10.0
11.8

9.5

9.1

5.5
11.4

12.2

13.4
11.7
11.6
16.6
10.4

7.6
9.1
8.2

17.3
12.4

9.3

11.4
8.1

13.1

13.1
13.0
13.4
15.2
15.7

9.5
9.9

16.8
17.6

8.8

4.5

9.3
1.0

SOURCE Office of Research, Demonatrations, and Statistk National health expenditures, 1979, by R.M. Gibson. Ifea/th Care Financing Retiew. HCFA Pub.
No. 03054. Health Care Financing Administration. Washington. U.S. Government Printing Office, Summer 19S0.
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Tabla 70. Hospital axpemaas par Inpatlant day, paraonnel and numbar par 100 patlanta, and avaraga annual parcant change
Unltad 8tates, 1971-78

(Data are based on reporting by a census of hospitals)

Year and period
Total

Non-
Labo@ ,-L--

Adjusted expenses per inpatient dayl Personneiz
- Labor costs

as percent Number Number

of total in
Iauul

per 100
thousands patients

1971 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1972 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1973 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1974 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1975 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1977 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1978 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

83.43
94.61

101.78
113.21
133.08
152.24
1X3.25
193.81

53.10
59.24
62.86
6S.76
79.00
88.0$
99.83

110.82

30.33
35.37
38.92
44.45
54.08
64.16
73.82
82.99

63.6
62.6
61.8
60.7
59.4
57.9
57.5
57.2

1,999
2,056
2,149
2,289
2,399
2,483
2,581
2,662

272
278
280
289
298
304
315
323

Average annual percent change

1971.i'6 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12.8 11.1 15.5 ... 4.2 2.5

1971.7'2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 13.4 11.6 16.6 2.9 2.2
1972.73 . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

...
7.6 6.1 10.0 4.5 0.7

1973.74 . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
...

11.2 9.4 14.2 6.5 3.2
1974.75 . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . .

...
17.6 14.9 21.7 4.8 3.1

1975.76 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
...

14.4 11.5 18.6 3.5 2.0
197677 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

...
13.8 13.1 14.7 3.9 3.6

1977.78 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
...

11.9 11.2 12.7 ... 3.1 2.5

lRefers exclusively to expense? incurred for inpatient care.
2Fu11-timeequivalent personnel.
3Labor expenses include employee benefits. Previously, these benefits were included under nonlabor expanses. Therefore, data from this table should not be
compared with past issues of Health, UnitedStabs.

NOTE Data refer to non-Faderal short-term general and other specially hospitals.

SOURCE American Hospital Association: Hospital.9atktics, 1979 Edit/on.Chicago,1979.(Copyright 1979: Usad with the permission of the American Hospital
Association.)
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Tabte 71. Avarage annual percent lnCX0880Sin average hoo@Ol ep- W ~ -, ~infl to ~~n9 f~
United Statea, adected yeera 1%6-78

(Data are based on a number of government and private sources)

Pm”cd
Contributing factor

7960-6& 1965-68 196&71 1971-74 1974-76 1976-78

Average annual percent increase

Total . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6.7 11.2 14.3 10.7 16.0 12.8

Wages and prices. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3.5 5.3 8.2 7.1 9.5 8.2

Wage rates . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4.8 6.6 10.1 7.0 10.6 8.9
Prices of hospital purchases . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.3 3.4 5.4 7.0 7.8 , 7.2

Sewic. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3.2 5.9 6.1 3.7 6.5 4.6

Hospital employe& . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.7 3.4 3.3 2.0 2.5 3.3
Other expen=sZ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5.8 9.8 10.2 6.6 12.4 6.4

Percent of total increase

Wages and prices. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 52.2 47.3 57.3 65.7 59.4 64.1
Services . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 47.8 52.7 42.7 34.3 40.6 35.9

V3tatistica calculated o’n a per patient day basis statistics for all other periods are calculated on a per adjusted patient day basis. The latter inoludss an
approximation of equivalent services to outpatients.
2Nonlabor expenees such as X-rays, Iaboratoy tests, etc.

NOTE For 1971-78, employee benefits are included 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 hcapital expenses (7.4 percent in 1978), this impacts on the distribution among contributing
factors to hospital expenses.

SOURCES American Hospital Association: Hospital .SWisfics, 7979 Edifim Chicago, 197%Bureau of Lakr Statistics, U.S. Oafwtmsnt of Labor Oorwnrer
Ftke Index. Various releases.
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Table 72. Nursing home average monthly charges and percent dlatributlon of msktente, eccordlng to primary source of payments and selected feclllty
charactertaticw United States, 1973-74 and 1977

(Data are based on a sampfe of nursing homes)

?973-747 1977

Primaty source of paynwnt Primafy source of payment

Facility characteristic All Public
All All Public

All
residents in~~~e Medicare Medicaid

assis-
other residents ‘n

tance income
Medicare Medicaid ~a~’~ other

welfare
sources sources

we/fare

All facilities . . . . . . . . . . . . . . . . . . . . . . . . .

Ownership

Proprietar y. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nonprofit and government . . . . . . . . . . . . . . .

CeWicationa

Skilled nursing facility . . . . . . . . . . . . . . . . . . . .
Skilled nursing and

intermediate facility . . . . . . . . . . . . . . . . . . . . .
Intermediate facility . . . . . . . . . . . . . . . . . . . . . . .
Not certified . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Bed size

Less than 50 beds . . . . . . . . . . . . . . . . . . . . . . .
50-99 beds . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
100-199 beds . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
200 beds or more . . . . . . . . . . . . . . . . . . . . . . . .

Geographic region

Northeast . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
North Central . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
South . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
west . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

8ee footnotesat end of table.

Average monthly chargep

$479 $491 $754 S503 $381 $225 $889 S690 $1.167 $720 S508 3440

489
456

566

514
376
329

397
448
502

525
427

585

521
sea
377

429
484
523

651
433
410
454

837
449
452
487

754
*751

785

719
...
...

*625
*786

787
*889

*957
*738
*61 5
*672

486
556

567

513
375

...

431
449
508
556

718
464
408
442

373
397

468

482

330

296
356
414
496

538
380
306
323

406
136

290

396
*389

*89

*128
186
256
307

131
252
278

*31 4

670
732

880

762
556

546
843
706
837

918
840
585
853

886
698

866

800
567
447

516
686
721
823

909
652
585
683

1,048
1,325

1,136

1,195
...
...

* 669
*1,141
1,242

*1,1 79

1,369
*1,1 80
*1 ,096

*888

677
825

955

739
563

...

663
634

691

975
839
619
663

501

534

575

623
479
401

384
493
573
602

*51 1
537
452
564

562
324

*155

*295
488
551
370

395
524
342

*499



Table 72. Nurelng home average monthfy cheigee ●id percent dlabfbutfon of mklante, according fo prfrnary source of payments and aekctd faofllty
chweotadstfcw Unfted Sfatea, 1973-74 ●nd 1977-Contfnued

(Data are based on a sample of nursing homes)

1973-741 1977

Primary einrrce of payment Primary source of payment

Faciiity characteristic Aii Public ~i Aii Public
Aii

residents in~~e Medicare Medicaid
assk-

other residents h
tance

imome Medicare Medicaid ~c~ other

wlfiwe
sources

wifare
sources

All facilities . . . . . . . . . . . . . . . . . . . . . . . . .

Ownership

ProprietaW . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nonprofit and government . . . . . . . . . . . . . . .

Certifications

Skilled nursing facility . . . . . . . . . . . . . . . . . . . .
Skilled nursing and

intermediate facility . . . . . . . . . . . . . . . . . . . . .
Intermediate facility . . . . . . . . . . . . . . . . . . . . . . .
Not certified . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Bed size

Less than 50 beds . . . . . . . . . . . . . . . . . . . . . . .
50-99 beds . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
100-199 beds . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
200 beds or more . . . . . . . . . . . . . . . . . . . . . . . .

Geographic region
Northeast . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
North Central . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
South . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
West . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Percent distribution of residents

100.0 36.7 1.1 47.9 11.4 3.0 100.0 36.4 2.0 47.8 6.4 5.3

100.0
100.0

100.0

100.0
100.0
100.0

100.0
100.0
100.0
100.0

100.0
100.0
100.0
100.0

34.5
41.9

36.9

29.8
35.6
50.6

41.5
37.8
36.3
30.7

30.6
44.4
31.0
37.9

1.2
0.9

2.0

1.1
...
...

*0.6
0.9
1.3

*1.3

1.4
0.8
1.1

*1.2

52.0
38.4

53.6

59.7
53.1

...

37.1
47.9
50.8
51.6

53.2
35.6
55.2
54.6

11.0
12.2

5.3

7.6
9.7

38.3

17.5
10.9

8.8
12.3

10.5
16.1
10.3

4.6

1.4
6.6

2.2

1.6
1.4

10.2

3.4
2.5
2.8
4.1

4.5
3.0
2.4
1.9

100.0
100.0

100.0

100.0
100.0
100.0

100.0
100.0
100.0
100.0

100.0
100.0
100.0
100.0

37.5
40.4

41.5

31.6
36.3
64.2

49.6
39.5
36.4
28.6

34.6
44.5
32.2
41.3

1.7
2.7

4.6

2.6
...
...

*1.8
*1.2

2.6
2.3

3.3
1.5

*1.4
2.5

49.6
43.8

41.4

56.3
55.3

...

32.7
46.5
50.4
55,5

53.3
42.1
52.5
44.7

7.3
4.4

7.7

3.2
5.3

19.0

10.5
8.1
4.6
4.6

3.8
6.5
8.2
6.7

3.6
6.6

4.8

4.1
3.1

16.7

5.4
4.7
4.0
9.1

5.1
5.4
5.7
4.8

fExcludesresidentsin personalcare or domiciliarycare homes.Excludesresidentswho did not liveinthe nursinghomefor at leastone month.
%cludes life-care residentsand no-ohargeresidents.
3Medlcareextended care facilitiesand Medicaidskillednursinghomesfromthe 1973-74 surveywere consideredto be equivalentto Medicareor Medicaidskillednurs4ngfacilitiesin 1977 for the purpxes of
thiscomparison.

SOURCES: NationalCenter for Health Statistics Chargesfor care and sourcesof paymentfor residentsin nursinghomes,UnitedStates, NationalNursingHomeSurvey,August1973-April1974, by E. Hing.
Vikri and f-feaitfr Sfafistim. Series 13-No. 32. DHEW Pub. No. (PHS) 7S-17S3. Publlc Health service. W*ington. U.S. GovernmentPrintingOffice, Nov. 197Z The National NursingHome Survey, 1977
summaryfor-the United States, by J.F. Van Nostrand,A. Zappolo, and E. Hing,et al. Vka/ and Health Statistics. Series 13-No. 43. DHEW Pub. No.(PHS)7S-17S4. PublicHealth Service. Washington.U.S.
GovernmentPrintingOffice,July1979.



Table 73. Personal health care per caplte expendlturee, aCCOrdlng to age, source of payment, and type of expenditure: United 8tetee, selected yeare 1965-76

(Data are compiled by the Health Care Financing Administration)

Ail tig- Urrder 19 years 1S84 years 65 years and over

Year and type of expenditure Per Source of payment Per Source of payment Per Source of payment Per Source of payment
capita capita capita capita

amount Private Public amount Private Public amount Private Public amount Private Public

1965

N expenditures. . . . . . . . . . . . . . . . . . . . .

Hospital care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Physician services . . . . . . . . . . . . . . . . . . . . . . . . .
Dentist services . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Other professional services . . . . . . . . . . . . . . .
Drugs and drug sundries . . . . . . . . . . . . . . . . .
Eyeglasses and appliances . . . . . . . . . . . . . . .
Nursing home care . . . . . . . . . . . . . . . . . . . . . . . .
Other health services . . . . . . . . . . . . . . . . . . . . . .

1970

Ail expenditures. . . . . . . . . . . . . . . . . . . . .

Hospital care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Physician services . . . . . . . . . . . . . . . . . . . . . . . . .
Dentist services . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Other professional services . . . . . . . . . . . . . . .
Drugs and drug sundries . . . . . . . . . . . . . . . . .
Eyeglasses and appliances . . . . . . . . . . . . . . .
Nursing home care . . . . . . . . . . . . . . . . . . . . . . . .
Other health services . . . . . . . . . . . . . . . . . . . . . .

1976

All expendituree . . . . . . . . . . . . . . . . . . . . .

Hospitai care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Physician services . . . . . . . . . . . . . . . . . . . . . . . . .
Dentist services . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Other professional services . . . . . . . . . . . . . . .
Drugs and drug sundries . . . . . . . . . . . . . . . . .
Eyeglasses and appliances . . . . . . . . . . . . . . .
Nursing home care . . . . . . . . . . . . . . . . . . . . . . . .
Other health services . . . . . . . . . . . . . . . . . . . . . .

Percent of tots/ Percent of tots/ Percent of total Percent of total

$188,43 78.9 ~~.f s 83.!?2 84ZJ 15.5 .$275.58 80.8 f9.2 $472.31 70.1 29.9

70.46
42.85
14.20

699----
29.18

9.44
10.48

6.60

61.3 36.7

93.1 6.9
98.3 1.7
~6.4 cJ~

96.6 3.4
98.3 1.6
65.6 34.4
32.9 67.1

22.51
22.27
10.04

?.76
18.17

3.98
—

4.29

64.2 35.8
97.7 2.3
97.5 2.5
%5 4.5
96.9 1.1
98.7 1.3

— —

12.4 87.6

87.24
49.21
17.85

6.41
31.60
12.78

2.42
8.07

84.6 35.4
91.6 8.4
99.0 1.0
96.4 3.6
98.0 2.0
98.2 1.8
70.0 30.0
45.5 54.5

175.52
92.50
11.30
12.99
61.14
13.63
97.19

7.99

50.9
93.1
94.4
96.7
89.7
99.2
65.0

8.6

49.1
6.9
5.6
3.3

10.3
0.8

35.0
91.4

$315.37 85.9 34.1 $137.66 76.1 23.9 $337.27 75.4 24.6 $853.81 38.8 61.2

133.39
86.81
22.80

7.70
40.34
10.07
22.44

9.90

47.6 52.4
78.5 21.5
95.3 4.7
86.1 13.9
94.2 5.8
94.9 5.1
51.2 48.8
28.8 71.2

45.72
36.39
15.80

2.43
25.03

4.11
.81

7.39

58.2 41.8 153.21
89.6 10.4 75.90
93.5 6.5 27.68
78.6 21.4 9.05
96.4 3.6 42.42
96.1 3.s 13.16

— 100.0 4.18
10.3 89.7 11.48

60.2 39.8
89.0 11.0
96.2 3.8
92.6 7.4
95.6 4.4
96.9 3.1
29.7 70.3
39.9 60.1

348.74
149.80

20.42
19.23
85.63
15.03

204.87
10.09

11.4
38.5
93.5
73.3
68.0
83.9
54.4

8.9

88.6
61.5

6.5
26.7
12.0
16.1
45.6
91.2

$602.45 60.9 39.1 $232.34 71.1 28.9 $824.31 71.1 28.9 $1,623.88 35.5 64.5

272.69
126.11

46.19
14.60
58.40
14.60
52.22
17.64

45.2 54.8
74.5 25.5
95.2 4.8
79.5 20.5
91.1 8.9
91.9 8.1
44.6 55.4
25.7 74.3

83.92
59.55
30.94

4.40
34.62

5.83
.77

12.32

54.4 45.6

82.9 17.1
90.4 9.6
53.1 36.9
93.6 6.4
95.4 4.6

— 100.0
10.7 89.3

300.75
135.52

55.40
16.66
61.10
18.40
f 6.04
20.43

58.5 41.5
84.7 15.3
98.7 3.3
89.7 10.3
93.0 7.0
95.5 4.5
20.6 79.4 “
34.1 65.9

702.80
280.39

43.66
34.91

111.07
21.12

404.96
18.97

11.2
42.2
95.5
59.9
83.3
72.9
50.0

6.9

88.8
57.8

4.5
40.1
16.7
27.3

50.0
93.1



Table 73. Paswnal heatth care per c@ta .xpendltww, according to ege, awca of payman$ and type of expendlturw

Unitsd -, eakcbad yeara 1%5-78-Contlnuad

(Date are compiled by the Health Care Financing Administration)

Afl ages under 19 years 19-64 years 65 years and over

Year and type of experrd/ture Per Source of payment Per Source of payment Per Source of payment Per Source of payment
capita capita capita capita

amount Private Public amount Private public amount Private Public amount Private Public

1977

All expenditures . . . . . . . . . . . . . . . . . . . . .

Hospital care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Physician services . . . . . . . . . . . . . . . . . . . . . . . . .
Dentist services . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Other professional services . . . . . . . . . . . . . . .
Drugs and drug sundries . . . . . . . . . . . . . . . . .
Eyeglasses and appliances . . . . . . . . . . . . . . .
Nursing home care . . . . . . . . . . . . . . . . . . . . . . . .
Other health services . . . . . . . . . . . . . . . . . . . . . .

1978

All expenditures . . . . . . . . . . . . . . . . . . . . .

Hospital care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Physician services . . . . . . . . . . . . . . . . . . . . . . . . .
Dentist services . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Other professional services . . . . . . . . . . . . . . .
Drugs and drug sundries . . . . . . . . . . . . . . . . .
Eyeglasses and appliances . . . . . . . . . . . . . . .
Nursing home care . . . . . . . . . . . . . . . . . . . . . . . .
Other health services . . . . . . . . . . . . . . . . . . . . . .

Percent of total Percent of total Percent of total Percent of total

$674.46 61.0 39.0 $258.77 71.5 28.5 “$690.76 71.2 28.8 $1,821.14 38.1 83.9

307.13
141.29

52.69
16.73
62.45
15.82
80.44
18.11

45.6 54.4
74.1 25.9
95.7 4.3
77.3 22.7
91.3 8.7
91.4 8.6
45.5 54.5
27.1 72.9

92.84
67.61
35.33

4.98
37.19

6.22
.86

13.72

64.6 45.4
84.4 15.6
91.4 8.6
48.9 51.1
94.2 5.8
95.2 4.8

3.3 96.7
10.6 89.4

334.95
148.88

62.85
18.99
85.02
19.57
19.36
21.36

59.2 40.8
84.5 15.5

98.9 3.1
88.5 11.5
93.0 7.0

95.4 4.6
20.2 79.8
35.1 84.9

794.72
320.59

49.96
39.53

123.69
22.50

456.18
13.96

12.0
41.8
96.1
59.0
84.2
69.9
51.5
10.0

88.0
58.2

3.9
41.0
15.8
30.1
48.5
90.0

$752.98 61.3 38.7 $286.07 71.3 28.7 $783.95 71.4 28.6 $2,026.19 36.9 83.2

340.93 46.2 53.8 101.76 54.2 45.8 369.88 59.9 40.1 888.86 12.5 87.5
158.08 73.2 26.8 75.06 84.0 16.0 183.56 84.3 15.7 385.70 40.6 59.4

59.84 95.9 4.1 40.01 91.6 8.4 70.75 97.1 2.9 56.76 96.7 3.3
19.17 77.3 22.7 5.73 48.5 51.5 21.68 89.0 11.0 44.74 57.9 42.1
67.70 91.4 8.6 40.83 93.9 6.1 70.02 93.1 6.9 132.61 84.4 15.6
17.40 90.8 9.2 6.92 95,4 4.6 21.82 95.2 4.8 24.83 88.9 33.2
70.84 46.9 53.1 1.00 1.5 98.5 23.67 19,6 80.4 518.14 53.8 46.2
19.43 27.1 72.9 14.97 10.9 89.1 22.77 35.0 85.0 14.53 9.9 90.1

SOURCE Office of Research, Demonstrations, and Statistic.% Age different-In health care spending, 1978, by C.R. Fisher. HealthCareFinanc/rrgRehw. HCFA Pub. No. 03045. Health Care Financkrg
Administration. Washington. U.S. Ciovernment Printing Office, Spring 1980.



Tabfla 74. Medicare expenditures anti percent distribution for persons 65 yaara of age and over, according to type of aarvloeu
United Statas, selected yaare 1967-78

(Data are compiled by the Health Care Financing Administration)

Type of service
Year

1967 1970 1976 1977 1978

Amount in millions

Total . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 84,550 $7,098 $16,313 $19,141 $21,775

Percent distribution

All semic* . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 100.0 100.0 100.0 100.0 100.0

Hospital @re . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 67.4 70.1 74.1 73.8 72.6
Physician sewicw . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 25.3 24.2 21.3 21.6 22.8
Nursing home care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6.2 3.7 2.0 1.9 1.7
Other ~wic~l . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1.1 2.0 2.6 2.7 2.9

10therservicesincludehome health agencies, home health services, eyeglasses and appliances, and other professional aervicea.

SOURCES: Office of Research and StatisticS Compendiumof National Health Expenditure Data. DHEW Pub. No. (SSA) 76-11927. Social Security
Administration. Washington. U.S. Government Printing Office, Jan. 1976; Office of Research, Demonstrations, and Statistics: Age differences in health care
spending, 197S, by C.R. Fisher. Health Care Hnat?cingReview. HCFA Pub. No. 03045. Health Care Financing Administration. Washington. U.S. Government
Printing Office, Spring 19S0.
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Table 75. Modksid Oxpelldfluml - pefwnt Cllstrlblqotl, according ~ W@ ~ ~ ~m - ~ m 1~7-78

(Data are compiled from State and Federal Government souroee)

Type of service
Year

1967 1970 1976 1977 19782

Total . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

All wwi* . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Hospital care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Physician *wic@ .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Dentist sewiw . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Other professional services. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Drugs and drug sutiri~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nursing home care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Other health wwic@ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Amount in millions

$2,827 S5,501 S14,649 $16,857 S18,385

FWcent distribution

1OQ.O lCQ.O 100.0 100.0 100.0

39.9 43.3 36.3 36.6 37.3
11.0 12.2 11.8 11.3 11.2
4.1 3.3 2.6 2.4 2.4
1.5 1.3 1.9 2.0 2.1
7.4 7.9 6.7 6.2 6.1

32.1 27.5 36.5 37.5 39.5
4.0 4.5 2.3 1.9 1.3

lExpenditures from Federal, State, and Ioosl funds under Medloaid. Includerr par oapita psymmnta for Part B of Medioare and excludes administrative.ooats.
2Pralimhmry eatimatea.
Wther services include laboratory and radiological cervices, home heatth, and family planning aervkes.

SOURCES: Offioe of R&march and Statiios Compendium of NationalHeWr Expenditure Oata. OHEW Pub. No. (88A) 7S-1 1927. Social Security
Administration. Washington. U.S. Government Printing Offioe, Jan. 197& Offioa of Raaearch, Oemomtmtiors, and Ststistios National health expenditure,
1978, by R.M. Gibson. Heslt/r Osre Financing Review. HCFA Pub. No. 0S002 S-79. Health Oare Financing Admlniatrstion. Washington. U.S. Government printing
Office, Summer 1979.
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Table 76. Veterans’ rnadloal oars expendlture$l and parcant distftbutlon, acoordlng to type of expandltunw United 6fSteS, selected flsosl yaara 1966-79

(Data are c~mpilecf from Veterans Administration sources)

Typs of expenditure
Y.5w

1965 1970 1975 1976 19772 19782 19792

Amount in millions

Total . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $1,150.1 $1,688.8 $3,328.2 $3,83S.8 $4,376.3 $4,809.3 $5,159.5

Percent tiistributhr

All expendltur= . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 100.0 100.0 100.0 100,0 100.0 100.0 100.0

Inpatient hospital . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 81.9 .71.3 66.4 85.6 84.8 84.3 84.4
Outpatient care . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 12.0 14.0 ?7.8 18.5 18.8 18.9 18.5
VA nursing homes and domi~i!iarie-s. . . . . . . . . . . . . . . . . . . . . . . . . 2.s ~.~ 4.8 4.8 4.8 5.1 5.1
Community nursing homes . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0.0 1.2 1.4 1.5 1.7 1.8 1.9
All other@ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3.2 9.1 9.6 9.7 9.8 10.0 10.1

~Medioslcare expendituresexclude construction, medical administration, and miscellaneous operating expanses.
2Data for fiscal year ending September 3Q all other data for fiscal year ending June 30.
%cludas miscellaneous benefita and aerviceq contract hospitals, education and training for 1969-79, subsidies to State veterans’ hospitals, nursing homes, and
domlclliaries, and the Civilian Health and Medical Program of the Veterans Administration.

SOURCE Veterans Administration: Unpublished data from the Budget Office.



Tabla77. Nationalfundingfor haallhrwaarch and dawbpmnt and avaraga●nnual pafwnl changa,accmilrkgb aourcaof
funds: UnitadStain, aalachd yam 18S0-79

(Data are based on multiple sources)

Source of funds

All
Government

Year and period
funding State Industty

Nonprofit

Federal and organizations
IOCSP

Amount in millions

1960 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1968 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1970 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1971 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1972 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1973 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1974 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
19751 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
19761 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1977. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
19781
19791 :::::::::::::::::::::::::::::::::::::::

1960-79 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1960-69 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1969-79 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1970-71 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1971 -72 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1972-73 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1973-74 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1974-75 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1975-76 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1976-77 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1977-78 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1978-79 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

$664
2,785
2,846
3,167
3,527
3,735
4,431
4,669
5,066
5,588
6,254

37,047

11.5
13.6

9.7
11.3
11.4

5.9
18.6

5.8
8.5

10.1
11.7
12.7

S446
1,674
1,667
1,877
2,147
2,225
2,754
2,633
3,066
3,396
3,811
4,321

S44
144
169
197
228
245
254
266
312
336
366

3415

S 253
754
795
860
925

1,033
1,171
1,306
1,439
1,592
1,775

32,026

Average annual peroent change

12.7 12.5 11.6
15.8 14.1 12.9
10.0 11.2 10.4
12.6 16.6 8.2
14.4 15.7 7.6

3.6 7.5 11.7
23.8 3.7 13.4

2.9 12.6 11.5
8.3 9.1 10.2

10.7 8.3 10.6
12.2 14.2 11.5
13.4 7.6 14.1

s 139
213
215
233
227
232
252
264
267
273
282

3285

3.9
4.9
3.0
8.4

-2.6
2.2
8.6
4.8
1.1
2.2
3.3
1.1

lRevked flgura%
Wwludae expenditurea for drug research. TIWM axp?mditurea are included in the ‘“drugs and sundries” oomponemt of the SOW Seourity Administration’s
National Health Expenditure 8edea, not under ‘Waearch.”
~Eatimatea.

SOURCE Offtoe of Program Pfanning and Evaluation, National Institutes of Health, Public Health SaMhei Saleoted data.
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Table 78. Federal obligations for health research and development and percent dlatrfbutlon, ecoordlng to agency Unfted States, fiscal years 197(k79

(Data are compiled from Federal Government sources)

Year
Agency

1970 1971 1972 1973 1974 1975 1976 1977 197@ 1979f

Amount in millions

$1,666.6 $1,876.6 $2,147.3 $2,225.3 $2,753.6 $2,833.2 $3,061.1 $3,395.9 S3,81 1.5 $4,321.2Total . . . . . . . . . . . . . . . . . . . . . . . . . . .

Percent distributkm

100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0Aii Federal agencies . . . . . . . . .

Department of Health,
Education, and Welfare . . . . . .

National Institutes of Health . . . . . . . .
Gtiier i%biic iieaith service . . . . . . . .
Other Department of Health,

Education and Welfare . . . . . . . . . . .

70.6 70.1 73.8 72.3 76.0 77.5 77.6 78.1 79.0 79.9
52.4 55.4 59.2 59.5 &qj ~.~ 67.1 67.1 67.7 66.3
16.2 13.2 12.8 11.5 11.4 9.6 9.4 9.1 9.6 9.7

2.0 1.6 1.7 1.4 1.5 1.3 1.1 1.9 1.8 1.8

Other agencies . . . . . . . . . . . . . . . . . .
Department of Agriculture . . . . . . . . . .
Department of Defense . . . . . . . . . . . . .
Department ,of Energyz . . . . . . . . . . . . . .
Department of the Interior . . . . . . . . . .
Department of State . . . . . . . . . . . . . . . . .
Department of Transportation . . . . . .
Atomic Energy Commissions . . . . . . . .
Consumer Product Safety

Commission . . . . . . . . . . . . . . . . . . . . . . . . .
Energy Research and Develop

ment Administration . . . . . . . . . . . . . .
Environmental Protection Agency..

National Aeronautics and Space
Administration . . . . . . . . . . . . . . . . . . . . . .

National Science Foundation . . . . . . .
Veterans Administration . . . . . . . . . . . . .
All other departments and

agencies . . . . . . . . . . . . . . . . . . . . . . . . . . . .

29.4
3.0
7.5

29.9
3.2
6.6

26.2
3.1
5.9

27.7
2.7
5.7

24.0
2.2
4.3

22.5
2.2
4.f

22.4
2.0
3.9

...
0.4
0.3
0.2

21.9
2.5
4.4

21.0
2.5
4.3
~.~

0.4
0.5
0.2

20.2
2.6
4.3
4.4
0.5
0.5
0.1

...
0.7
0.6
0.6
6.3

...
1.2
0.6
2.2
5.6

...
1.6
0.7
1.8
4.8

...
1.5
0.7
2.9
5.0

...
1.2
0.4
2.4

...
0.3
0.2
0.4

...
0.3
0.7
0.2

... ... ... ... ... ...

... ... ... ... 0.2 0.3 0.2 0.2 0.1 0.1

... ... ... ... 4.4 5.8 5.5 5.3
0.7

...
0.7

...
... 0.9 0.7 1.3 2.4 1.7 1.5 1.6

5.2 4.0 2.3 1.9 2.9 2.6 2.4 1.4 1.5 1.0
1.7 1.8 1.7 2.0 1.7 1.6 1.7 1.6 1.7 1.7
3.5 3.3 3.2 3.3 3.1 3.3 3.2 3.2 3.0 3.0

0.3 0.3 0.3 0.9 0.7 0.3 0.3 0.3 0.2 0.2

lData for fiscal year ending September SQ all other data for fiscal year ending June 30.
2Data for the Atomic Energy Commission, Energy Research and Development Admlniatration, and Departmeiit of Energy form a continuous series.

SOURCE Office of Program Planning and Evaluation, National Institutes of Health, Public Health Service Salsoted data.
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APPENDIX I: sources and Limitations of Data

Introduction
This report consolidates the most current data on

the health of the population of the United States, the
availability and use of health resources, and health
care expenditures. The information was obtained
from the data files and/or published reports of many
governmental and nongovernmental agencies and or-
ganizations. In each case, the sponsoring agency or
organization collected data using its own methods
and procedures. Therefore, the data in this report
vary considerably with respect to source, method of
collection, definitions, and reference period.

In most instances, data referred to in the detailed
tables are from the ongoing data collection systems
of the National Center for Health Statistics (NCHS).
Unless otherwise noted, the Health Status and
Determinants, Utilization of Health Resources, and
Health Care Resources-Facilities data are based on
NCHS data systems. Health Care Resources-
Manpower data come primarily from the Bureau of
Health’ Professions, Health Resources Administra-
tion, and the American Medical Association. Much
of the Health Care Expenditures data was compiled
by the OffIce of Research, Demonstrations, and
Statistics, Health Care Financing Administration.

Although a detailed description and comprehen-
sive evaluation of each data source is beyond the
scope of this appendix, users should be aware of the
general strengths and weaknesses of the different
data collection systems. For example, population-
based surveys obtain socioeconomic data, data on
family characteristics, and information on the impact
of an illness, such as days lost from work or limita-
tion of activity. However, 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 per-
formed may not be known and so will not be report-
ed. Conversely, health care providers, such as physi-
cians 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 collec-
tion systems may not be the same, and understand-
ing the differences is critical to interpreting the data.
Data on vital statistics and national expenditures cov-
er 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 institutionalized people, who may be of
any age; or 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 in-
formation, a question may not mean the same thing
to different respondents, and some institutions or in-
dividuals may not respond at all. The sponsoring
agencies do the best they can, but it is not always
possible to measure the magnitude of these errors or
their impact on the data. Where possible, the tables
have notes describing the universe and the method
of data collection to enable the user to place 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 addition to those types of errors mentioned above.
A sampling error is a measure of the variability in-
troduced because only a sample of the universe was
taken. The fact that a sample has an additional
source of error does not mean that sample data are
less reliable than full-count data. Frequently, the
money saved by taking only a sample is spent on
reducing other forms of error through more pretest-
ing of survey forms, better quality control, and other
measures.

The descriptive summaries that follow provide a
general overview of study design, methods of data
collection, and reliability and validity of the data. ‘
More complete and detailed discussions are found in
the publications referenced at the end of each sum-
mary. The data set or source is listed under the agen-
cy or organization that sponsored the data collection.
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DEP.4RTMENT OF HEALTH
AND HUMAN SERVICES

1976, Vol. I, DHHS Pub. No. (PHS) 80-1103 and
Vol. H, Part A, DHEW Pub. No. (PHS) 79-1114,
Public Health Service, Washington, U.S. Govern-
ment Printing Office, 1980 and 1979.

Public Health Service
National Survey of Family Growth

OFFICE OF HEALTH RESEARCH,
STATISTICS, AND TECHNOLOGY

National Center for Health Statistics

National Vital Registration System

The vital registration system of the National
Center for Health Statistics (NCHS) collects and
publishes data on births, deaths, marriages, and di-
vorces in the United States. Fetal deaths are classi-
fied and tabulated separately from other deaths. The
Division of Vital Statistics obtains information on
births and deaths from the registration offices of all
States, New York City which performs its own data
collection, the District of lColumbia, Puerto Rico, the
U.S. Virgin Islands, and Guam. Geographic coverage
for births and deaths has been complete since 1933.

Until 1972, microfilm copies of all death certifi-
cates ancl a 50-percent sample of birth certificates
were received from all registration areas and proc-
essed by NCHS. Beginning in 1972, some States be-
gan sending their data to NCHS through the
Cooperative Health Statistics System (CHSS). States
that participate in the CHSS program process 100
percent of their death and birth records and send the
entire data file to NCHS on computer tape. The
number of participating States has grown from 6 in
1972 to 44 in 1979.

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 ar-
rangement to the standard certificate, and all certifi-
cates contain a minimum data set specified by
NCHS.

In most areas, practically all births and deaths are
registered. The most recent survey of the complete-
ness of birth registration, conducted on a sample of
births from 1964 to 1968, showed that 99.3 percent
of all births in the United States during that period
were registered. No comparable information is avail-
able for deaths, but it is generally believed that death

*registration in the United States is at least as com-
plete as birth registration. However, thlere are isolat-
ed areas in the United States where underreporting
of births and deaths may be severe enough to affect
the validity of local statistics.

For more information, see: National Center for
Health Statistics, Vital Statistics of the United States,

Data from the National Survey of Family Growth
(NSFG) are based on a five-stage area probability
sample of civilian noninstitutionalized women living
in households in the coterminous United States who
are 15-44 years of age and who are currently mar-
ried, previously married, or never married but have
offspring living in the household.

The counties and independent cities of the United
States were combined to form a frame of primary
sampling units (PSU’S), and 101 PSU’S were selected
as the first-stage sample for Cycle I of NSFG, con-
ducted from June 1973 to February 1974. The next
three stages produced a clustered sample of 28,998
households within the 101 PSU’S. At 26,028 of these
households (89.8 percent), a household screener in-
terview was completed. These screeners produced a
fifth-stage sample of 10,879 eligible women, of which
9,797 were interviewed.

Cycle 11 of NSFG was conducted from January to
September 1976. The sample design was basically the
same as it was in Cycle I. The sample consisted of
27,162 households in 79 PSU’S. Household screener
interviews were completed at 25,479 of these house-
holds (93.8 percent). Of the 10,202 eligible women
in the sample, 8,611 were interviewed.

In order to produce estimates for the entire popu-
lation of eligible women in the United States, data
for the interviewed sample women were inflated by
the reciprocal of the probability of selection at each
stage of sampling and adjusted for both screener and
interview nonresponse. In addition, estimates for
ever-married women in 12 age and race categories
were poststratified to benchmark population values
based on data from the Current Population Survey of
the U.S. Bureau of the Census.

Quality control procedures for interviewer selec-
tion, interviewer training; field listing, and data proc-
essing were built into NSFG to minimize nonsam-
pling error and bias. In addition, the nonresponse
adjustments in the estimator were designed to
minimize the effect of nonresponse bias by assigning
to nonrespondents the characteristics of similar
respondents. Sampling errors for NSFG were es-
timated by balanced half-sample replication,

Discussion of the balanced half-sample technique,
summary sampling error charts, and detailed infor-
mation on the NSFG sample design are available in
the following reports: National Center for Health
Statistics, National Survey of Family Growth, Cycle
I, sample design, estimation procedures, and vari-
ance estimation, by D. K. French, Vital and Health
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Statistics, Series 2-No.76, DHEW Pub. No. (PHS)
78-1350, Public Health Service, Washington, U.S.
Government Printing Office, Jan. 1978, and Nation-
al Center for Health Statistics, National Survey of
Family Growth, Cycle II, sample design, estimation
procedures, and variance estimation, by W.R.
Grady, Vital and Health Statistics, Series 2-No. 87,
DHHS Pub. No. (PHS) 80-1361, Public Health Serv-
ice, Washington, U.S. Government Printing Office,
to be published.

National Health Interview Survey

The National Health Interview Survey (NHIS) is a
continuing 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 reviewed each year, with supplemental topics being
added or deleted. For most topics, data are collected
over an entire calendar year. The universe for NHIS
is the civilian noninstitutionalized population of the
United States. Members of the Armed Forces, U.S.
nationals living in foreign countries, and persons
who died during the reference period are excluded.

The survey is based on a multistage, probability
cluster sample of 376 primary sampling units selected
from approximately 1,900 geographically defined
units in the first stage, and 12,000 segments contain-
ing 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 estimation procedure involving infla-
tion by the reciprocal of the probability of selection,
a nonresponse adjustment, ratio adjustment, and
poststratification.

For more detailed information on NHIS design,
limitations of data, and sampling errors of the esti-
mates, see: National Center for Health Statistics,
Current estimates from the National Health Inter-
view Survey, United States, 1978, by J. D. Givens,
Vital and Health Statistics, Series 1O-NO.130, DHEW
Pub. No. (PHS) 80-1551, Public Health Service,
Washington, U.S. Government Printing Office, Nov.
1979.

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 popula-
tion are collected through direct standardized physi-
cal 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 cycle of the National Health Exami-
nation Survey (NHES I), 1960-62, data were collect-
ed 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. A highly stratified, multi-
stage probability sample of 7,710 adults, of whom
86.5 percent were examined, was selected to
represent the 111 million civilian noninstitutionalized
adults 18-79 years of age in the United States at that
time. The sample areas consisted of 42 primary sam-
pling units (PSU’S) from the 1,900 geographic units.

The second and third cycles (NHES II and NHES
III) were targeted at children 6-11 years of age and
youths 12-17 years of age, respectively. The sample
designs for both samples were virtually identical with
the same 40 primary sampling units (PSU’S) selected
from the nearly 1,900 primary sampling units
(PSU’S) into which the United States had been di-
vided. NHES II, 1963-1965, utilized a highly strati-
fied, multistage probability sample of 7,417 children,
of whom 96 percent were examined to represent the
29 million children 6-11 years of age in the civilian
noninstitutionalized population of the United States
at the midpoint of the survey. In NHES III, 1966-
1970, 90 percent of the sample of 7,514 youths were
examined, representing the 23 million youths 12-17
years of age in the civilian noninstitutionalized popu-
lation of the United States at the time of the survey.
Because the sample design was the same as that em-
ployed in NHES II, nearly one-third of those youths
examined in NHES III had also been examined as
children in the earlier survey.

The primary emphasis of both Cycle 11and Cycle
HI was on various measurements of growth and
development, but screening was also done for heart
disease, congenital abnormalities, eye, nose, and
throat diseases, and neuromusculoskeletal disorders.
Information was obtained from each examinee by
means of a household interview; detailed question-
naires for medical and developmental histories; a
school questionnaire; medical, dental, and psycholog-
ical examinations, vision and hearing tests; anthro-
pometric measurements; and certain X-rays and lab-
oratory tests.

In 1971, a nutrition surveillance component was
added and the survey name was changed to the Na-
tional Health and Nutrition Examination Survey.

For further information’ on NHES I, see: National
Center for Health Statistics, Cycle I of the National
Health Examination Survey, sample and response,
United States, 1960-1962, T. Gordon and H. W.
Miller, Vital and Health Statistics, PHS Pub. No.
1000-Series 1l-No. 1, Public Health Service, Wash-
ington, U.S. Government Printing Office, Apr. 1964,
and National Center for Health Statistics, Plan and
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initial program of the Health Examination Survey,
Vital and Health Statistics, DHEW Pub. No. (HRA)
74-1038, Series l-No. 4, Health Resources Adminis-
tration, Washington, U.S. Government Printing Of-
fice, July 1965.

For further information on NHES II, see: National
Center for Health Statistics, Plan and operation and
response results of a program of children’s examina-
tions, Vital and Health Statistics, PHS Pub. No.
1000-Series 1-No. 5, Public Health Service, Wash-
ington, U.S. Government Printing Office, Oct. 1967.

For further information on NHES III, see: Nation-
al Center for Health Statistics, Plan and operation of
a National Health Examination Survey of U.S.
youths 12-17 years of age, Vital and Health Statistics,
DHEW Pub. No. (HR.A) 75-1018, Series l-No. 8,
Health Resources Administration, Washington, U.S.
Government Printing Office, Sept. 1969.

National Health and Nutrition
Examination Survey

This survey collects health-related data that can be
obtained only by direct physical examinations, clini-
cal and laboratory tests, and related measurement
procedures. In the first National Health and Nutri-
tion Examination Survey (NHANES-1), a major pur-
pose was to measure and monitor indicators of the
nutritional status of the American people through
dietary intake data, biochemical tes:ts, physical meas-
urements, and clinical assessments for evidence of
nutritional deficiency. Detailed examinations were
given by dentists, ophthalmologists, and dermatolo-
gists with an assessment of need for treatment. In
additiofi, data were obtained for a subsample of
adults on overall health care needs and behavior, and
more detailed examination data were collected on
cardiovascular, respirato:ry, arthritic, and hearing
conditions.

The NHANES-I target population! was the civilian
noninstitutionalized 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 Indians. The sample
design was a multistage, stratified probability sample
of clusters of persons in land-basecl segments. The
sample areas consisted of 65 primary sampling units
(PSU’S) selected from the 1,900 PS[J’S in the coter-
minous 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 malnutri-
tion were oversampled at known rates throughout
the process.

Household interviews were completed for more
than 96 percent of the 28,043 persons selected for
the NH.4NES-I sample, and about 75 percent
(20,749) were examined between 1971 and 1974.

The estimation procedure used to produce nation-
al statistics involved inflation by reciprocals of the

mobabilities of selection, adjustment for non-
response, and poststratified ratio adjustment to popu-
lation totals. Sampling errors also were estimated to
measure the reliability of the statistics.

For more information on NHANES-1, see: Na-
tional Center for Health Statistics, Plan and opera-
tion of the National Health and Nutrition Examina-
tion Survey, United States, 1971-1973, by H. W.
Miller, VitaI and Health Statistics, Series 1-Nos. 10a
and 10b, DHEW Pub. No. (HSM) 73-1310, Health
Services and Mental Health Administration, Wash-
ington, U.S. Government Printing Office, Feb. 1973.

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 fa-
cilities in NMFI are hospitals, nursing and related
care homes, and other custodial or remedial care fa-
cilities. To be included in NMFI, hospitals must have
at least six inpatient beds, and nursing and related
care homes must have at least three inpatient beds.

NMFI is kept current by the periodie’ addition of
names and addresses obtained from State licensing
agencies for all newly established inpatient facilities.
In addition, annual surveys of hospitals and periodic
surveys of nursing homes and other facilities are
conducted to update name and location, type of busi-
ness, number of beds, and number of residents or
patients in the facilities.

From 1968 through 1975, the hospital survey was
conducted in conjunction with the American Hospital
Association (AHA) Annual Survey of Hospitals.
AHA performed the data collection for its member
hospitals, while NCHS collected the data for the ap-
proximately 400 non-AHA registered hospitals. Since
1976, however, all of the data collection has been
performed by AHA.

Hospitals are requested to report data for the full
year ending September 30. More than half of the
responding hospitals used this reporting period for
the 1977 Survey. The remaining hospitals used vari-
ous other reporting periods.

The nursing home and other facilities survey was
conducted by the National Center for Health Statis-
tics in 1963, 1967, 1969, 1971, 1973, and 1976. In
1976, data for 16 States were collected at least par-
tially through the Cooperative Health Statistics Sys-
tem (CHSS). There may have been changes in data
collection procedures, coverage, definitions, and con-
cepts in preliminary data from these 16 States in
1976.

The response rate for the 1978 hospital survey was
about 92 percent. The response rate for the 1976
nursing home and other facilities survey was about
95 percent for the portion of the survey not conduct-
ed through CHSS.
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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 facility in a
previous survey. When data were not available from
a previous census for a responding facility, the data
were imputed by using data from similar responding
facilities. Similar facilities are defined as those with
the same types of business, ownership, service, and
approximately the same bed size.

For more detailed information on NMFI, see: Na-
tional Center for Health Statistics, Design and
methodology of the 1967 Master Facility Inventory
Survey, by G. G. Hollis, Vital and Health Statistics,
PHS Pub. No. 1000-Series l-No. 9, Public Health
Service, Washington, U.S. Government Printing Of-
fice, Jan. 1971.

National Hospital Discharge Survey

The National Hospital Discharge Survey (NHDS)
is a continuing nationwide sample survey of short-
stay hospitals in the United States. The scope of
NHDS encompasses patients discharged from nonin-
stitutional hospitals, exclusive of military and
Veterans Administration hospitals, located in the 50
States and the District of Columbia. Only hospitals
having six beds or more 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 hospi-
tals are within the scope of the survey, discharges of
newborn infants from all hospitals and discharges of
all patients from Federal hospitals are excluded from
this report.

The ~ample was selected from a frame of about
7,500 short-stay hospitals listed in the National Mas-
ter Facility Inventory. A two-stage stratified sample
design was used, and hospitals were stratified accord-
ing to bed size and geographic region. The largest
hospitals were selected with certainty in the sample,
and the probability of selection of a hospital de-
creased as the bed size. of the hospital decreased.
Within each sample hospital, a systematic random
sample of discharges was selected from the daily list-
ing sheet. The within-hospital sampling ratio for
selecting discharges varied inversely with the proba-
bility of selection of the hospital, so that the overall
probability of selecting a discharge was approximately
the same in each bed-size class.

Survey hospitals used an abstract form to tran-
scribe 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 in-
volved inflation by reciprocals of. the probabilities of

selection, adjustment for nonresponding hospitals
and missing abstracts, and ratio adjustments to fixed
totals. Of the 535 hospitals selected for the survey,
487 were within the scope of the survey, and 413
participated in the survey in 1978. Data were
abstracted from about 219,000 medical records.

For more detailed information on the design of
NHDS and the magnitude of sampling errors associ-
ated with NHDS estimates, see: National Center for
Health Statistics, Utilization of short-stay hospitals,
annual summary for the United States, 1978, by B. J. .
Haupt, Vital and Health Statistics, Series 13-No. 46,
DHEW Pub. No. (PHS) 80-1797, Public Health
Service, Washington, U.S. Government Printing Of-
fice, Mar. 1980.

National Nursing Home Survey

Two sample surveys were conducted by the Na-
tional Ceqter for Health Statistics to obtain informa-
tion on nursing homes, their expenditures, residents,
staff, and, in the most recent survey, discharged pa-
tients. The first survey was conducted between Au-
gust 1973 and April 1974. The most recent National
Nursing Home Survey (NNHS) was conducted from
May through December 1977.

Data on facilities were collected by personal inter-
views with administrators; facility accountants com-
pleted questionnaires on expenditures. Resident data
were collected by a nurse familiar with the care pro-
vided to the resident. The nurse relied on the medi-
cal record and personal knowledge of the residents.
Employees completed a self-administered question-
naire. Discharge data, collected only in the most re-
cent 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 ex-
cluded. 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 Master Fa-
cility Inventory (MF1) or those which opened for
business in 1972. Data were obtained from about
20,600 staff and 19,000 residents. Response rates
were 97 percent for facilities, 88 percent for expendi-
tures, 98 percent for residents, and 82 percent for
staff.

The scope of the 1977 NNHS encompassed all
types of nursing homes, including personal care and
domiciliary care homes. The sample of about 1,700
facilities was selected from 23,105 nursing homes in
the sampling frame, which consisted of all homes
listed in the 1973 MFI and those opening for busi-
ness between 1973 and December 1976. Data were
obtained from about 13,600 staff, 7,000 residents,
and 5,100 discharged residents. Response rates were
95 percent for facilities, 85 percent for expenses, 81
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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 o]fa 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:
National Center for Health Statistics, Selected
operating and financial characteristics of nursing
homes, United States, 1[973-74 National Nursing
Home Survey, by M. R. Meiners, VitaI am-i 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, and E.
Hing, et al., Vital and Heaith Statistics, Series 13-No.
43, DHEW Pub. No. (PHS) 79-1794, Public Health
Service, Washington, U.S. Government Printing Of-
fice, July 1979.

National Ambulatory Medical Care Survey

The National Ambulatory Medical Care Survey
(NAMCS) is a continuing national prclbability sample
of ambulatory medical encounters. The scope of the
survey covers physician-patient encounters in the of-
fices of nonfederally employed physicians classified
by the American Medical Association or American
Osteopathic Association a~s “office-based, patient
care” physicians. Excluded are visits to hospital-
based physicians, visits to specialists in anesthesiolo-
gy, pathology, and radiology, and visits to physicians
who are principally engaged. in teaching, research, or
administration. Telephone contacts and nonoffice
visits are also excluded.

A multistage probability design is employed. The
first-stage sample consists of 87 primary sampling
units (PSU’S) selected from about 1,900 such units
into which the United States has been divided. In
each sample PSU, a sample of practicing physicians is
selected. The final stage involves selection within a
randomly assigned 7-day reporting period, and the
seiection of samples of patient visits during that
period.

For the 1978 survey, 3,007 physicians were select-
ed for the sample, of whom 2,541 were found to be
eligible for NAMCS and were asked to participate. A
total of 1,850 physicians (72.8 percent of those eligi-
ble) participated in the study, providing data con-
cerning a random sample of about 47,300 patient
visits.

The estimation procedure used in NAMCS basi-
cally has three components: (1) inflation by recipro-
cals of the probabilities of selection, (2) adjustment

for nonresponse, and
totals.

For more detailed

(3) ratio adjustment to fixed

information on the design of
NAMCS and the magnitude of sampling errors-asso-
ciated with NAMCS estimates, see: National Center
for Health Statistics, 1977 summary, National Ambu-
latory Medical Care Survey, by T. Ezzati and T.
McLemore, Advance Data From Vital and Health
Statistics, No. 48, DHEW Pub. No. (PHS) 79-1250,
Public Health Service, Hyattsville, Md., Apr. 13,
1979.

HEALTH RESOURCES
ADMINISTRATION

Bureau of Health Professions

Medical Specialist Supply Projections

In an ongoing effort, the Division of Health Pro-
fessions Analysis, Bureau of Health Professions
(formerly the Bureau of Health Manpower), evalu-
ates both the current and future supply of health
manpower in the various occupations.

The 1976 detailed supply of active physicians
(M.D.’s) by age, sex, specialty, and country of medi-
cal education—available on tape from the American
Medical Association–was used as the starting point
for projections of active physicians published in 1978.

The projections were derived essentially from two
distinct estimation matrices. The first matrix pro-
duced a “basic” projection of year-by-year future
M.D. graduates and separations from the active
workforce by country of medical education. Esti-
mates of first-year enrollments, student attrition,
other medical school-related trends, and a model of
foreign and Canadian medical graduate immigration
were used. The second matrix distributed the future
graduates and separations by specialty, disaggregated
by country of medical education. Projections of
first-year residency trends were used, and deaths and
retirements of active practitioners were distributed
among the specialties proportionate to the supply in
each specialty as of 1974. Mortality and retirement
losses were computed by 5-year age cohort on an an-
nual basis, using age distributions and mortality and
retirement rates from AMA data.

For more information, see: Bureau of Health
Manpower, The Current and Future Supply of Physi-
cians and Physician Specialists, DHEW Pub. No.
(HRA) 79-13, Health Resources Administration, Hy-
attsville, Md., 1979.

Health Manpower Shortage Areas

Designation of Health Manpower Shortage Areas
is an ongoing activity of the Division of Health Pro-
fessions Analysis, Bureau of Health Professions.

.
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Shortage areas are designated for seven profes-
sional categories in connection with three Federal
programs: the National Health Service Corps, Loan
Repayment Programs, and Scholarship Programs.
The designations are also used to determine funding
priorities for other programs.

Areas may be considered for shortage area desig-
nation by submitting an application with supporting
documentation to the Bureau of Health Professions.

Criteria for designation are defined in Department
of Health and Human Services regulations. Interim
regulations were published in the Code of Federal
Regulations (42 CFR Part 5) on Jan. 10, 1978. Final
regulations are currently being developed.

For more information, write: Distribution Studies
Branch, Division of Health Professions Analysis,
Bureau of Health Professions, Health Resources Ad-
ministration, 3700 East-West Highway, Hyattsville,
Md. 20782.

CENTER FOR DISEASE CONTROL

Bureau of Epidemiology

National Morbidity Reporting System

This is a system for collecting demographic, clini-
cal, and laboratory data primarily from State and ter-
ritorial health agencies to provide national surveil-
lance for conditions such as rabies, aseptic menin-
gitis, 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. Reporting
is voluntary.

Estimates of underreporting have been made for
two diseases, measles and viral hepatitis. It is gen-
erally accepted that about 10-15 percent of all cases
of measles that occur in the United States are report-
ed to the Center for Disease Control (CDC). About
15-20 percent of all cases of viral hepatitis are report-
ed to CDC.

Depending on the disease, data are collected
weekly or monthly and are analyzed to detect epi-
demiologic trends or to locate cases requiring control
efforts. Data are published weekly and summarized
annually. For more information, see: Center for
Disease Control, Reported morbidity and mortality
in the United States, 1978, Morbidity and Mortality
Weekly Report, 27(54), Sept. 1979, or write to
Center for Disease Control, Chief, Consolidated Sur-
veillance and Communications Activity, Bureau of
Epidemiology, Atlanta, Ga. 30333.

Abortion Surveillance

The Center 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 47 in 1978. Most of the 45
central health agencies have established direct report-
ing systems, although a few collected data by survey-
ing abortion facilities. Inquiries by CDC to hospitals
and facilities provided information for 4 States that
did not collect statewide abortion data.

The total number of abortions reported to CDC is
about 18 percent less than the total estimated in-
dependently by the Alan Guttmacher Institute, the
research and development division of the Planned
Parenthood Federation of America, Inc.

For more information, see: Center for Disease
Control, Abortion Surveillance, ] 978, Public Health
Service, DHEW, Atlanta, Ga., to be published, or
write to Center for Disease Control, Director, Family
Planning Evaluation Division, Bureau of Epidemiolo-
gy, Atlanta, Ga. 30333.

Bureau of State Services

Venereal Disease Control Division

All States require that each case of syphilis and
gonorrhea that receives medical attention be reported
to the State or local health officer. Chancroid, granu-
loma inguinale, and Iymphogranuloma venereum are
also reportable in most States. Every 3 months, each
State submits to the Public Health Service a statisti-
cal summary of cases reported during the quarter. All
cases not previously reported in the State, regardless
of duration of infection or previous treatment status,
are counted in the statistical report of cases. Report-
ed morbidity, as reported cases are sometimes called,
indicates the result of case-detection activities.

The trend of rates of reported cases of early
syphilis over a period of years may indicate incidence
trends if no significant changes have occurred in
casefinding efforts or completeness of case reporting.
Similarly, the trend of reported cases of syphilis in all
stages of disease can indicate prevalence trends, sub-
ject to the same limitations. Therefore, trends in
reported cases and rates must be interpreted with
caution since they reflect not only changes in disease
incidence and prevalence but also changes in case-
finding efforts and completeness of case reporting.

Cases of primary and secondary syphilis are re-
portable by law in all 50 States and the District of
Columbia, but the reported cases understate actual
incidence because: (1) cases occur which are not di-
agnosed in the primary or secondary stages, and (2)
many diagnosed cases are not reported to the health
departments. The Venereal Disease Control Divi-
sion estimates that the actual incidence of mimarv
and secondary syphilis was about
cases in 1979, of which 24,874

80,000 to” 85,000
were reported to
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health departments. A total of 67,049 cases of
syphilis (all stages) were reported in 1979.

In general, gonorrhea is underreported for the
same reasons as syphilis. But gonorrhea is undetect-
ed much more frequently for women than for men
because most infected women exhibit no evidence of
infection. The Venereal Disease Control Division es-
timates that 1.6-2.0 million cases of gonorrhea oc-
curred in the United States in 1979, of which
1,003,958 were reported to health departments.

Data are published annually in ,STD Fact Sheet
(formerly VD Fact Sheet). For more information,
see: Center for Disease Control, STD Fact Sheet,
1979, 35th cd., DHHS Pub. No. (CDC) 80-8195,
Public Health Service, Atlanta, Ga., or write to
Center for Disease Control, Bureau of State Services,
Technical Information Services, Atlanta, Ga. 30333.

U.S. Immunization Survey

This system is the result of a contractual agree-
ment between the Center for Disease Control and
the U.S. IBureau of the Census. Estimates from the
Immunization Survey are based on data obtained
during the third week of each September for a sub-
sample of households interviewed for the Current
Population Survey, which is described separately in
this appendix.

The reporting system contains demographic vari-
ables and vaccine history along with disease history
when relevant to vaccine history. The system is used
to estimate the immunization level of the Nation’s
child ‘population against the vaccine preventable
diseases; from time to time, immunization level data
on the adult population are collected.

The scope of the U.S. Immunization Survey cov-
ers the 50 States and the District of Columbia. In the
1978 sample, approximately 41,000 household units
were included in the survsy sample. Six thousand
sample units were found to be vacant or otherwise
not to be interviewed. Of the approximately 35,000
occupied households eligible for interview, about
1,500 were not interviewed because the occupants ei-
ther were not at home after repeated calls or were
unavailable for some other reason.

ALCOHOL, DRUG ABUSE,
AND MENTAL HEALTH
ADMINISTRATION

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 sur-
veys. 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. How-
ever, for some survey items, the response rate may
be somewhat lower.

The Inventories of Mental Health Facilities are
the primary source for NIMH data used in this re-
port. This data system is based on questionnaires
mailed by January of each year to mental health fa-
cilities in the United States, including psychiatric
hospitals, non-Federal general hospitals with psychia-
tric services, residential treatment centers for
emotionally disturbed children, federally funded
community mental health centers, freestanding out-
patient psychiatric clinics, and other types of multi-
service or day-night facilities.

Other surveys conducted by the Survey and Re-
ports Branch encompass sample surveys of patients
coming under care in’ State, county, and private
mental hospitals, outpatient psychiatric services, and
general hospital inpatient psychiatric units. The pur-
pose of these surveys is to determine the characteris-
tics of patients served by these facilities.

For more information, write: Survey and Reports
Branch, Division of Biometry and Epidemiology, Na-
tional Institute of Mental Health, 5600 Fishers Lane,
Rockville, Md. 20857.

HEALTH CARE FINANCING
ADMINISTRATION

Office of Research, Demonstrations, and
Statistics

The estimating procedure that was used involves
the inflation of weighted sample results to indepen- Estimates of National Health Expenditures
dent estimates of the civilian noninstitutionalized
population of the United States by age and race. Estimates of public and private expenditures for

health are compiled annually by type of expenditure
For more information, see: Center for Disease and source of ‘funds. The data for several Federal

Control, United States Immunization Survey, 1978, health programs are taken from the OffIce of
DHEW Pub. No. (CDC) 79-8221, Public Health Management and Budget’s special analysis of health
Service, Atlanta, Ga., July 1979. programs, while data for the remaining Federal
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health programs are supplied directly by the various
agencies.

Estimates for non-Federal expenditures come
from an array of sources. American Hospital Associ-
ation data on hospital finances, increased slightly to
allow for osteopathic hospitals, are the primary
source for estimates relating to hospital care. Es-
timated 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
expenditures for education, and where they can be
separated, they are excluded from health expendi-
tures. Expenditures for drugs, drug sundries, eye
glasses, and appliances exclude those provided
to inpatients and are estimated principally from the
report of personal consumption expenditures in the
U.S. Department 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 expenditures of private
health insurance organizations come from a data
series compiled by the Health Care Financing Ad-
ministration. 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.

Some of the national health expenditures esti-
mates have been revised back to 1965 to reflect
changes in basic data sources, their interpretation,
and improvements in methodology. For more specif-
ic information on items included and excluded and
on general methodology used, see: Gibson, R.M.,
National health expenditures, 1979, FIealrh Care
Financing Review, Vol. 2, No. 1, Summer 1980.

DEPARTMENT OF COMMERCE

Bureau of the Census

U.S. Census of Population

The census of population has been taken in the
United States every 10 years since 1790. In the 1970
census, basic demographic data such as sex, race,
age, and marital status were obtained from 100 per-
cent of the enumerated population. In addition,
information such as educational attainment, occu-
pational status, and earnings were obtained from a

20-percent sample. More detailed data such as previ-
ous residence, veteran status, pface of work, and
country of birth of parents, were collected from a
15-percent sample; a 5-percent sample was asked
about disability status, citizenship, length of mar-
riage, vocational training, and the like. ‘ Americans
living overseas received a supplemental schedule.

Detailed national data are tabulated and published,
as are data for areas as small as census tracts.

For information on undercoverage, see: U.S.
Bureau of the Census, Estimates of Coverage of the
Population by Sex, Race, and Age, Demographic
Ana@sis, PHC (E) -4; for tables of sampling errors for
sampled data, see: Census of Population 1970,
PC(1) -C, General Social and Economic Characteris-
tics, Appendix C.

Current Population Survey

The Current Population Survey (CPS) is a house-
hold sample survey of the civilian noninstitutional-
ized population conducted monthly by the U.S.
Bureau of the Census to provide estimates of em-
ployment, unemployment, and other characteristics
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, sup-
plemented by newly constructed units and house-
holds known to be missed in the 1970 census, pro-
vides the sampling frame in most areas for the
present CPS. In some rural locations, current house-
hold listings of selected land areas serve as the
frame.

The present CPS sample is located in 461 areas
comprising 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 asiigned for interview, about 45,000
were interviewed households, 2,000 were households
at which the members were not available for inter-
view, and 8,000 were found to be vacant, occupied
by persons with usual residence elsewhere, or other-
wise not eligible for interview.

The estimation procedure used involves inflation
by reciprocals of the probabilities of selection, adjust-
ment for nonresponse, and ratio adjustment.

For more information, see: U.S. Bureau of the
Census, The Current Population Survey, Design and
Methodology, Technical Paper 40, Washington, U.S.
Government Printing Office, Jan. 1978.
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Population

National

Estimates and Projections

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); immigrants (Immigration and Nat-
uralization Service); the .4rmed Forces (Department
of Defense); net movennent between Puerto Rico
and the U.S. mainland (Puerto Rico Planning
Board); and Federal employees abroad (Office of
Personnel Management and Department of De-
fense). State estimates are based on similar data and
also on a variety of data series, including school
statistics from State departments of education and
parochial school systems.

National population projections indicate the ap-
proximate future level and characteristics of the pop-
ulation under given assumptions as to future fertility,
mortality, and net immigration. The method used to
develop the projections involved preparation of pro-
jections of each of the components of population
change– births, deaths, and net immigration–and
the combination of these with July 1 estimates of the
current population. Projections for States and metro-
politan areas incorporate ifurther assumptions about
population redistribution through interarea migra-
tion.

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, Cm-rent 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 intro-
duced (1) a new CPI for all urban consumers, (2) a
revision of the CPI for urban wage earners and cleri-
cal workers, and (3) a modification of some
categories within the medical care component. The
new indexes were introduced with the release of
January 1978 data.

In this report, all CPI data shown are for urban
wage earners and clerical workers. Prices for 400
items were obtained in urban portions of 39 major

statistical areas and 17 smaller cities that were
chosen to represent all urban places in the United
States. They were collected from about 18,000
establishments—grocery and department stores, hos-
pitals, filling stations, and other types of stores and
service’establishments.

Prices of food, fuels, and a few other items were
obtained every month in all 56 locations. Prices of
most other commodities and services were collected
every month in the five largest areas and every 3
months 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 togeth-
er with weights that represent their importance in the
spending of all wage earners and clerical workers.
Local data were then combined to obtain a U.S. city
average. Separate indexes were also published for 23
areas.

The index measures price changes from a desig-
nated reference date—1967— which equals 100. An
increase of 22 percent, for example, is shown as 122.
This change can also be expressed in dollars as fol-
lows The price of a base period “market basket” of
goods and services bought by urban wage earners
and clerical workers has risen from $10 in 1967 to
$12.20.

For more information, see: Bureau of Labor
Statistics, Consumer Price Index, Conceptsand Content
over the Years, BLS Report 517, Washington, U.S.
Government Printing Office, May 1978.

Employment and Earnings

The Division of Industry Employment Statistics
and the Division of Employment and Unemployment
Analysis of the Bureau of Labor Statistics (BLS)
publish data on employment and earnings. The data
are collected by the Bureau of the Census, State Em-
ployment Security Agencies, and State Departments
of Labor in cooperation with BLS.

The major data source is the Current Population
Survey (CPS), a household interview survey con-
ducted monthly by the Bureau of the Census to col-
lect labor force data for BLS. CPS is described
separately in this appendix.

Data based on establishment records are also com-
piled 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, January 1980, Vol. 27, No. 1, Washington,
U.S. Government Printing Office, Jan. 1980.
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ENVIRONMENTAL
PROTECTION AGENCY

National Aerometric Surveillance Network

The Environmental Protection Agency (EPA),
through extensive monitoring of activities conducted
by Federal, State, and local air pollution control
agencies, collects data on the five pollutants for
which National Ambient Air Quality Standards have
been set. These pollution control agencies submit
data quarterly to EPA’s National Aerometric Data
Bank (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: Environmental Protec-
tion Agency, National Air Pollutant Emission Esti-
mates, 1970-78, EPA 450/4-80-002, Research Trian-
gle Park, N.C., Jan. 1980, or write to Office of Air
Quality Planning and Standards, Environmental Pro-
tection Agency, Research Triangle Park, N.C. 27711.

UNITED NATIONS

Demographic Yearbook

The Statistical Office of the United Nations
prepares the Demographic Yearbook, a comprehensive
collection of international demographic statistics.

Questionnaires are sent annually and monthly to
more than 220 national statistical services and other
appropriate government offices. Data forwarded on
these questionnaires are supplemented, to the extent
possible, by data taken from official national publica-
tions and by correspondence with the national statis-
tical services. To ensure comparability, rates, ratios,
and percentages have been calculated in the Statisti-
cal Office of the United Nations.

Lack of international comparability between esti-
mates arises from differences in concepts, defini-
tions, and time of data collection. The comparability
of population data is affected by several factors, in-
cluding (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 1977, Pub. No.

ST/ESA/STAT/SER. R/6, United Nations, New
York, 1977.

World Health Organization

World Health Statistics Annual

The World Health Organization (WHO) is one of
the specialized agencies of the United Nations. WHO
publishes the World Health Statistics Annual each
year. This publication is the result of a joint effort
by the national health and statistical administrations
of many countries, the Statistical Office of the
United Nations, and the World Health Organization.
It is published in three volumes: Volume I -Vital
Statistics and Causes of Death; Volume II - Infec-
tious Diseases, Cases and Deaths; Volume III -
Health Personnel and Hospital Establishments.

Data in the World Health Statistics Annual are pro-
vided by national administrators in answer to ques-
tionnaires, or they are obtained from annual national
publications. Some of the data are reprinted from the
Demographic Yearbook.

In many cases, complete comparability of data
between countries is not possible. Differences in the
definition of a hospital may occur. The level of gen-
eral education and professional training of health per-
sonnel may vary from country to country. Complete-
ness of coverage also varies. Noncomparability of
diagnostic coding of data can also occur.

For more information, see: World Health Organi-
zation, World HeaIth Statistics Annual, 1979, Vols. I,
11,III, World Health Organization, Geneva, 1979.

ALAN GUTTMACHER
INSTITUTE

Abortion Survey

The Alan Guttmacher Institute (AGI) conducts
an annual survey of abortion providers. Data are col-
lected from hospitals, nonhospital clinics, and physi-
cians identified as providers of abortion services. A
survey universe of 3,092 hospitals, nonhospital clin-
ics, and individual physicians was compiled. To as-
sess the completeness of the provider and abortion
counts, supplemental surveys were conducted of a
sample of obstetrician-gynecologists and a sample of
hospitals (not in original universe) that were identi-
fied as providing abortion services through the
American Hospital Association Survey.

The number of abortions estimated by AGI is
about 22 percent more than the number reported to
the Center for Disease Control.

For more information, write to: The Alan
Guttmacher Institute, 515 Madison Avenue, New
York, N.Y. 10022.
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AMERICAN HOSPITAL
ASSOCIATION

Annual Survey of Hospitals

Data from this survey are based on questionnaires
that are sent to all hospitals in the United States and
its associated areas accepted for registration by the
American Hospital Association (,4HA). In 1978,
questionnaires were mailed to 7,086 registered hospi-
tals. Of these, 7,015 hospitals were located in the 50
States and the District of Columbia, and 71 were lo-
cated inl the U.S. possessions. Overall, 6,351 hospi-
tals reported data–a response rate of 89.6 percent.
For norlreporting hospitals and for the survey ques-
tionnaires of reporting hospitals on which some in-
formation was missing, estimates were made for all
data except those on bassinets and facilities. The esti-
mates of the missing data were based on data fur-
nished by reporting hospitals that were similar in
terms of bed-size category, type clf control, major
type of service provided, and type of stay in the hos-
pitals for which data were not reported.

Hospitals are requested to report data for the full
year ending September 30. More than half of the
responding hospitals ‘used this reporting period in the
1978 survey. The remaining hospitals used various
reporting periods.

For more information on the AHA Annual Survey
of Hospitals, see: American Hospital Association,
Hospital Statistics, 1979 Edition, Data from the A meri-
can Hospital Association 1978 Annual Survey, Chicago,
1979.

AMERICAN MEDICAL
ASSOCIATION

Physician Masterfile

A masterfile of physicians has been maintained by
the American Medical ,4ssociation (AMA) since
1906. Today, the Physiciam Masterfile contains data
on almost every physician 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 graduates

of foreign medical schools who are in
States.

A file is initiated on each individual

the United

upon entry
into medical school or, in the case of foreign gradu-
ates, upon entry into the United States. A census of
physicians is conducted every 3 years to update the
file information on professional activities, specializa-
tion, and present employment status. The last census
from which data are available was conducted in 1977.
Between censuses, AMA keeps the file current by
continuous checks of professional publications and
State licensure notices for changes in any physician’s

,activities. When a change is noted, the physician is
sent another copy of the questionnaire. In 1976, ap-
proximately 3,600 of these questionnaires were
mailed per week. The general response rate to the
questionnaires is about 87 percent.

For more information on the AMA Physician
Masterfile, see: Department of Statistical Analysis,
Physician Distribution and Medical Licensure in the
U.S., 1978, American Medical Association, Chicago,
1980.

Annual Census of Hospitals

From 1920 to 1953, the Council on Medical Edu-
cation and Hospitals of the American Medical Asso-
ciation (AMA) conducted annual censuses of all hos-
pitals registered by AMA.

In each annual census, questionnaires’were sent to
hospitals asking for the number of beds, bassinets,
births, patients admitted, average census of patients,
lists of staff doctors and interns, and other informa-
tion of importance at that particular time. Response
rates were always nearly 100 percent.

The community hospital data from 1940 and 1950
presented in this report were calculated using pub-
lished figures from the AMA Annual Census of Hos-
pitals. Although the hospital classification scheme
used by AMA in published reports is not strictly
comparable with the definition of community hospi-
tals, methods were employed to achieve the greatest
comparability possible.

For more information on the AMA Annual
Census of Hospitals, see: American Medical Associa-
tion, Hospital service in the United States, Journal of
the American Medical Association, Vol. 11, No. 116,
1940.
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APPENDIX II: Glossary of Terms

General Terms

Social and Demographic Terms

Age.–Age is reported as age at last birthday, i.e.,
age in completed years, often calculated by subtract-
ing date of birth from the reference date, with the
reference date being the date of the examination, in-
terview, or other contact with an individual.

Age a@stment 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. Adjust-
ment is based on 11 age intervals as follows: under
1, 1-4, 5-14, 15-24, 25-34, 35-44, 45-54, 55-64, 65-
74, 75-84, and 85 years and over. The data from the
National Health Interview Survey, National Ambula-
tory Medical Care Survey, and the National Hospital
Discharge Survey are age adjusted to the 1970 civil-
ian noninstitutionalized population. In these cases,
adjustment is based on four age intervals; for Nation-
al Health Interview Survey, under 17, 17-44, 45-64,
and 65 years and over; for National Ambulatory
Medical Care Survey and National Hospital
Discharge Survey, under 15, 15-44, 45-64, and 65
years and over.

Average annual rate of change (percentchange).–In
this report, average annual rates of change or growth
rates are calculated as follows:

A+lx loo
0

where P~ = later time period

P. = earlier time period

and N = number of years in interval.

This geometric rate of change assumes that a variable
increases or decreases at the same rate during each
year between the two time periods.

Co/or and race.—The Federal Government’s data
systems often classify individuals into two color
groups (“white” and “all other”) or three racial
groups (“white, “ “black,” and “other races”). Gen-
erally, the “other races” group includes American
Indian, Chinese, Japanese, and others, while
“white” includes Mexican and Cuban. Beginning in
1976, Federal data collections specify ethnic origin,
including Spanish heritage.

Depending on the data source, the classification
by coIor and race may be based on self-classification
or on observation by an interviewer or other persons
filling out the questionnaire. In the national vital
registration system, newborn infants are assigned the
race of their parents; if the parents are of different
races and one is white, the child is assigned the other
parent’s race; if either parent is Hawaiian, the child
is classifed as Hawaiian; in all other cases, the child
is assigned the father’s race. Prior to 1964, the na-
tional vital registration system classified all births for
which race was unknown as “white.” The National
Health Interview Survey assigns to the race of the fa-
ther children whose parents are of different races. In
the National Survey of Family Growth, race is the
race of the respondent as classified by interviewer
observation.

Fami& income.–For purposes of the National
Health Interview 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 indi-
viduals 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 indi-
vidual) in the 12 months prior to interview, includ-
ing wages, salaries, rents from property, interest,
dividends, profits, and fees from their own business,
pensions, and help from relatives.
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Hispanic origin. –In the National Survey of Family
Growth, the respondent is classified as being of
Hispanic origin if she reports her origin or descent as
Mexican, Chicano, Mexican American, Puerto Ri-
can, Cuban, or other Spanish, regardless of whether
she also mentions any other origin.

In tables where data are presented for women ac-
cording to race and Hispanic origin, women of
Hispanic origin are also included in the statistics for
white anld black women according to how they were
identified by interviewer observation.

Marital status. –The population is classified
through self-reporting into the categories married
and unmarried. Married includes all married people
and those separated from their spouses. In the Na-
tional Survey of Family Growth, married also in-
cludes the “informally married” but excludes those
separated, other than temporarily absent spouses.
Ever-married includes those who are currently mar-
ried, widowed, divorced, or separated. Unmarried
includes those who are single (never married),
divorced, or widowed. However, the Abortion Sur-
veillance reports of the Center for Disease Control
classify separated people as unmarried for all States
except Rhode Island.

Population. –The U.S. Bureau of the Census col-
lects and publishes data on several different types of
populaticm in the United States. Various statistical
systems then use the appropriate population in calcu-
lating rates.,

Total population is the population of the United
States, including all members of the Armed
Forces living in foreign countries, Puerto Rico,
Gua]m, and the U.S. Virgin Islands. Other Amer-
icans abroad (e.g., civilian Federal employees
and dependents of members of the Armed
Forces or other Federal employees) are not in-
cluded.
Resident population is the population living in the
United States. This includes members of the
Armed Forces statiomd in the United States and
their families as well as foreigners working or
studying here; it excludes foreign military, na-
val, and diplomatic personnel and their families
located here and residing in embassies or similar
quarters as well as Americans living abroad. The
resident population is often the denominator
when calculating birth and death rates and in-
cidence of disease.
Civilian population is the resident. population ex-
cluding members of the Armed Forces. Families
of members of the Armed Forces are included,
however.
Civilian noainstitutiona/ized population is the civil-
ian population not residing in institutions. Insti-
tutions include correctional institutions, deten-
tion 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; psychi-
atric, tuberculosis, and chronic disease hospitals
and residential treatment centers. This popula-
tion is the denominator in rates calculated for
the National Center for Health Statistics’ Health
Interview Survey, Health and Nutrition Exami-
nation Survey, Hospital Discharge Survey, and
National Ambulatory Medical Care Survey.

Poverty level –As used in the National Survey of
Family Growth, poverty level is calculated by divid-
ing the total family income by the weighted average
threshold income of nonfarm families with the head
under 65 years of age based on the poverty levels
shown in U.S. Bureau of the Census Current Popula-
tion Reports, Series P-60, No. 106, Money income in
1975 of families and persons in the United States,
table A-3 (for Cycle II), and No. 98, Characteristics
of the low-income population, 1973, table A-3 (for
Cycle I). This definition takes into account the sex of
the family head and the number of persons in the
family. Total family income includes income from all
sources for all members of the respondent’s family.

Geographic Terms

Division and region. –The 50 States and the Dis-
trict of Columbia are grouped for statistical purposes
by the U.S. Bureau of the Census into nine divisions
within four regions. The groupings are as follows:

NORTHEAST

New England
Maine, New Hampshire, Vermont, Massa-
chusetts, Rhode Island, Connecticut

Middle Atlantic
New York, New Jersey, Pennsylvania

NORTH CENTRAL

East North Central
Michigan, Wisconsin, Ohio, Indiana, Illinois

West North Central
Minnesota, Iowa, Missouri, North Dakota,
South Dakota, Nebraska, Kansas

SOUTH

South Atlantic
Delaware, Maryland, District of Columbia,
Virginia, West Virginia,
North Carolina, South Carolina, Georgia,
Florida

East South Central
Kentucky, Tennessee, Alabama, Mississippi

West South Central .
Arkansas, Louisiana, Oklahoma, Texas
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WEST

Mountain
Montana, Idaho, Wyoming, Colorado,
New Mexico, Arizona, Utah, Nevada

Pacific
Washington, Oregon, California, Alaska, Hawaii

Level of urbanization. –Counties are classified in a
Department of Agriculture system. Metropolitan
counties are classified according to the size of the
metropolitan area of which they are a part. Non-
metropolitan counties are classified by their number
of urban residents and proximity to a metropolitan
area. The county classifications are as follows:

I. Within SJ4SA. –Metropolitan counties (see def-
inition under “Standard metropolitan statistical
area.”).

1. Large SkfSA refers to a county within an
SMSA of at least 1 million population.

A. Core refers to counties containing the
primary central city of an SMSA.

B. Fringe refers to suburban counties of
an SMSA.

2. Medium SMSA refers to a county within an
SMSA of 250,000 to 999,999 population.

3. Other SMSA refers to a county within an
SMSA of less than 250,000 population.

II. Outside SJ4SA.-Nonmetropolitan counties.

1. A~acen/ to SMSA refers to a county con-
tiguous to an SMSA.

A. Urbanized refers to a county contigu-
ous to an SMSA and having an
aggregate urban population of at least
20,000.

B. Less urbanized refers to a county con-
tiguous to an SMSA and having an
aggregate urban population of 2,500
to 19,999.

C. Thin/y populated refers to a county
contiguous to an SMSA and having
no urban population.

2. Not adjacent to SMSA refers to a county
not contiguous to an SMSA.

A. Urbanized refers to a county not con-
tiguous to an SMSA and having an
aggregate urban population of at least
20,000.

B. Less urbanized refers to a county not
contiguous to an SMSA and having
an aggregate urban population of
2,500 to 19,999.

C. Thin/y populated refers to a county not
contiguous to an SMSA and having
no urban population.

Metropolitan. –Any county
metropolitan statistical area is
counties are nonmetropolitan.

within a standard
metropolitan. Other

Registration area. –-The United States has separate
registration 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 covered the entire United States
since 1933. Currently, Puerto Rico, the U.S. Virgin
Islands, and Guam are also included, although in sta-
tistical tabulations they are not part of the “United
States” total.

Reporting area. –In the national vital registration
system, reporting requirements on birth certificates
vary according to State. Thus, different numbers of
States report various characteristics. For example,
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 49 States and the District of
Columbia.

Standard metropolitan statistical area (SMS’A), –
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 contigu-
ous 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 essen-
tially metropolitan in character (based on criteria of
labor force characteristics and population density)
and are socially and economically integrated 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 Center for Disease Control’s sur-
veillance program counts legal abortions only. What
constitutes a legal abortion varies, depending on a
State’s regulations about when one may be per-
formed.

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
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rate may be restricted to births to women of specific
age, race, marital status, m geographic location, or it
may be related to the entire population.

Gestation. –For both the national vital registration
system and the Center for Disease Control’s Abor-
tion 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, irrespective of
the duration of the pregnancy, which, after such
separation, 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 registration
system, this item from the birth certificate indicates
the number of live births a woman has had, counting
the birth being recorded.

Mortality

Cause of death. –For the purpose of national mor-
tality statistics, every death is attributed to one
underlying condition, based on information reported
on the death certificate, and utilizing the internation-
al rules for selecting the underlying cause of death
from the reported conditicm. For data years 1968-78,
the Eighth Revision international CClassl~cation of
Diseases, Adapted for Use in the United States is being
used for coding. Earlier dlata used tlhe then current
revision of the international Classt~cation of Diseases.
For 1979, the Ninth Revision is being used.

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.

Eighth Revision International Classi~cation of
Diseases, Adapted for Use in the United States
(ZCDA).–ICDA and the International Classijlcation of
Diseases (ICD), upon which ICDA is based, classify
morbidity and mortality information for statistical
purposes. Both are arranged in 17 main sections.
Most of the diseases are arranged according to their
principal anatomical site, with special sections for in-
fective and parasitic diseases; neoplasms; endocrine,
metabolic, and nutritional diseases; mental diseases;
complications of pregnancy and childbirth; certain
diseases peculiar to the perinatal period; and ill-
defined conditions. Separate sections provide a clas-
sification of injuries according to the external cause

giving rise to the injury, usually used for cause-of-
death categories, and a classification according to the
nature of injury (such as puncture, open wound, or
burn), usually used for morbidity categories. Supple-
mentary sections in ICDA on special conditions and
examinations without sickness (ICDA codes YOO-
Y 13) and on surgical operations and diagnostic and
other therapeutic procedures are used for coding in-
formation on ambulatory and inpatient utilization.

ICD was first used in 1900 and has been revised
about every 10 years since then. The Ninth Revision,
introduced in 1977, is being used to code U.S. mor-
tality data beginning with 1979. A modification of
the Ninth Revision is being prepared for use with U.S.
morbidity data.

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).

Lije 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 condi-
tions existing in the period mentioned. Life expec-
tancy may be determined by race, sex, or other
characteristics using age-specific death rates for the
population with that characteristic.

Determinants and Measures of Health

Condition. –A health condition is a departure from
a state of physical or mental well-being. Conditions,
except impairments, are coded according to the
Eighth Revision International Class:jkation of Diseases,
Adapted for Use in the United States (ICDA).

Based on duration, there are two categories of
conditions, acute and chronic. In the National
Health Interview Survey, an acute condition is a con-
dition which has lasted less than 3 months and has
involved either a physician visit (medical attention)
or restricted activity. The category includes respirato-
ry conditions (ICDA codes 460-486, 501, 508-516,
519, 783), injuries (ICDA codes N800-N870, N872-
N884, N890-N894, N900-N994, N996-N999), infec-
tive and parasitic conditions (ICDA codes 000-136),
and digestive conditions (ICDA codes 520.6-521.5,
521.7-523.9, 525-530, 535-543, 560-561, 564-577,
784-785). In the National Health Interview Survey, a
chronic condition is any condition lasting 3 months or
more or is one of certain conditions classified as
chronic regardless of their time of onset. The Na-
tional Nursing Home Survey uses a specific list of
conditions classified as chronic, also disregarding
time of onset.

Disability. -Disability is any temporary or long-
term reduction of a person’s activity as a result of an
acute or chronic condition. It is often measured in
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terms of the number of days that a person’s activity
has been reduced.

Disabiii@ day.–The National Health Interview
Survey identifies several types of days on which a
person’s usual activity is reduced because of illness
or injury (reported for the 2-week period preceding
the week of the interview). These short-term disabil-
ity 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 undu-
plicated 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 ac-
tivities.

A bed-disabili@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-
10SSdays is determined only for currently em-
ployed persons.

A school-loss day is a day on which a child did
not attend school for at least half of his or her
normal schoolday because of a specific illness or
injury. School-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 measure of
morbidity or other events that occur within a speci-
fied period of time.

Limitation of activi~.–Each person identified by
the National Health Interview Survey as having a
chrorlic condition is classified according to the extent
to which his or her activities are limited because of
the condition as follows:

(1)
(2)

(3)

(4)

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 activio) 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.

Not[jlabie disease.–A notifiable disease is one that
health providers are required, usually by law, to re-
port to Federal, State, or local public health officials
when diagnosed. Notifiable diseases are those of pub-
lic interest by reason of their contagiousness, severi-
ty, or frequency.

Particulate matter.–Particulate matter is defined as
particles of solid or liquid matter in the air, including
both nontoxic materials (soot, dust, and dirt) and
toxic materials (lead, asbestos, suspended sulfates
and nitrates, and the like).

Poilutant.–A pollutant is any substance that
renders the atmosphere or water foul or noxious to
health.

Prevalence.–Prevalence is the number of cases of
a disease, infected persons, or persons “with some
other attribute present during a particular interval of
time. It is often expressed as a rate (e.g., the prev-
alence of diabetes per 1,000 persons during a year).

Se~-assessment of heahh. -In the National Health
Interview 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 Sur-
vey counts visits to a dentist’s office for treatment or
advice, including services by a technician or hygien-
ist acting under the dentist’s supervision, as dental
visits. Services provided to hospital inpatients are not
included.

Disposition of visit.–As used by the National Am-
bulatory Medical Care Survey, this term describes
the variety of followup procedures that a physician
may plan for the patient, ranging from no followup
to specific return contacts, to referral to other pro-
viders of care.

Eighth Revision International Class@cation of
Diseases, Adapted for Use in the United States.–See
definition under “Mortality” in Health Status and
Determinants section.

OJj?ce.-In the National Health Interview Survey,
an office refers to the office of any physician in
private practice, including physicians connected with
prepaid group practices. In the National Ambulatory
Medical Care Survey, an office is any location for a
physicians ambulatory practice other than hospitals,
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nursing homes, other extended care facilities, pa-
tients’ homes, and industrial clinics. However,
private offices in hospitals are included.

Physician visit.–The National Health Interview
Survey counts as a physician visit a visit in person or
by telephone to a doctor of medicine or doctor of os-
teopathy for the purpose of examination, diagnosis,
treatment, or advice. The service may be provided
directly by the physician or by a nurse or other per-
son acting under the physician’s supervision. Con-
tacts involving services provided on a mass basis are
not included, nor are contacts for hospital inpatients.

Physician visits are generally classified by the type
of place of visit. In the National Health Interview
Survey, this includes the oj$$ce, ,bospital 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 treat-
ment through a physiciam or trained nurse), home
(any place in which a person was staying at the time
a physician was called there), as well as other places.

In the National Ambulatory Medical Care Survey,
an office visit is any direct personal exchange between
an ambulatory patient and a physician, or members
of his or her staff, for the purposes of seeking care
and rendering health services.

&rinc@al diagnosis. –In the National Ambulatory
Medical Care Survey, this is the physician’s diagnosis
of the patient’s most important problem or complaint
as evaluated at the time of the visit.

Seriousness of problem. – In the National Ambula-
tory Medical Care Survey, the physician indicates for
each patient visit the seriousness of the problem,
condition, or symptom which the patient says caused
the visit. Seriousness refers to the physician’s clinical
judgment as to the extent the patient would be im-
paired if no care were given. It is expressed as very
serious, serious, slightly serious, or not serious.

Inpatient Care

Average alai@census or average daily patients. –This
refers to the average number of inpatients receiving
care each day during a reporting period, excluding
newborns.

Average length of stay. –In the National Hospital
Discharge Survey, the average length of stay is the
total number of patient days accumulated at the time
of discharge, counting the date of admission but not
the date of discharge, by patients discharged during a
reporting period, divided by the number of patients
discharged.

As measured in the National Nursing Home Sur-
vey, length of stay for residents is the time from their
admission until the reporting time, while the length
of stay for discharges is the time between the date of
admission and the date of discharge.

Bed. –Any bed that is set Up and staffed for use

for inpatients is counted as a bed in
National Master Facility Inventory,
beds at the end of the reporting

a facility..In the
the count is of
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
regularly maintained and staffed for the accommoda-
tion and full-time care of a succession of inpatients
and situated in a part of the hospital where continu-
ous medical care for inpatients is provided.

Day. –According to the American Hospital Asso-
ciation and National Master Facility Inventory, days
or inpatient days are the number of adult and pedia-
tric days of care rendered during a reporting period.
Days of care for newborns are excluded.

In the National Health Interview Survey, hospital
days during the year refer to the total number of hos-
pital days occurring in the 12-month period prior to
the interview week. A hospital day is a night spent in
the hospital for persons admitted as inpatients to a
hospital.

In the National Hospital Discharge Survey, days of
care refer to the total number of patient days accu-
mulated by patients at the time of discharge from
non-Federal short-stay hospitals during a reporting
period. All days from and including the date of ad-
mission to but not including the date of discharge are
counted. A patient is a person who is formally admit-
ted to the inpatient service of the hospital for obser-
vation, 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, excepting the period of stay
of a well newborn infant.

According to the National Hospital Discharge Sur-
vey, American Hospital Association, and National
Master Facility Inventory, this is the formal release
of an inpatient by a hospital, i.e., the termination of
a period of hospitalization (including stays of O
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.–ln the National Hospital
Discharge Survey, this is the diagnosis listed first on
the face sheet of the medical record.

Hospital. –According to the American Hospital
Association (AHA) and National Master Facility In-
ventory (NMFI), hospitals are institutions licensed
as hospitals whose primary function is to provide di-
agnostic and therapeutic patient services for medical
conditions and which have at least six beds, an or-
ganized physician staff, and continuous nursing serv-
ices under the supervision of registered nurses.
AHA data differ slightly from those of NMFI, since
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data from NMFI reflect osteopathic hospitals as well
as hospitals not registered with AHA. Non-AHA
hospitals comprise 5-10 percent of all hospitals in the
country. The World Health Organization considers an
establishment a hospital if it is permanently staffed
by at least one physician, can offer inpatient accom-
modation, and can provide active medical and nurs-
ing 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 nonsurgi-
cal. According to the World Health Organiza-
tion, these are hospitals that provide medical
and nursing care for more than one category of
medical discipline (e.g., general medicine, spe-
cialized medicine, general surgery, specialized
surgery, obstetrics, etc.); excluded are hospitals,
usually ones in rural areas, that provide a more
limited range of care. Psychiatric hospitals are
ones whose major type of service is psychiatric
care. See also definition under “Psychiatric
Care” section.
Special& hospitals provide a particular type of
service, such as psychiatric, tuberculosis, chronic
disease, rehabilitation, maternity, and alcoholic
or narcotic, 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 nonprojlt hospitals are operated by a
church or other nonprofit organization.

Proprietary hospitals are operated by individuals,
partnerships, or corporations for profit.
Short-stay hospitals in the National Hospital
Discharge Survey are those in which the average
length of stay is less than 30 days. The Ameri-
can 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 Inter-
view Survey defines short-stay hospitals 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; catheteriza-
tion; enema; full bed bath; hypodermic, intramuscu-
lar, or intravenous injection; irrigation; nasal feeding;

oxygen therapy; and temperature-pulse-respiration or
blood pressure measurement.

Nursing home.–The minimum standards and regu-
lations for nursing homes vary among the States so
that no uniform definition is possible. However, the
National Master Facility Inventory includes in its
count only facilities licensed by the States in which
they are located. The homes are then classified ac-
cording to the level of care they provide, as follows:

Nursing care homes must employ one or more
full-time registered or licensed practical nurses
and must provide nursing care to at least half
the residents.

Personal care homes with nursing have some but
fewer than half the residents receiving nursing
care. In addition, such homes must employ one
or more registered or licensed practical nurses or
must provide administration of medications and
treatments in accordance with physician’s order,
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 treat-
ments in accordance with physician’s order, su-
pervision of self-administered medications, or
three or more personal services.

Domiciliary care homes primarily provide domici-
liary care, but they also provide one or two per-
sonal services.

In the 1977 National Nursing Home Survey,
all four categories of homes were included. In
the 1973-74 survey, only nursing homes provid-
ing some level of nursing care were classified as
nursing homes.
Skilled nursing facilities provide the most inten-
sive nursing care available outside of a hospital.
Facilities certified by Medicare provide posthos-
pital care to eligible Medicare enrollees. Facili-
ties certified by Medicaid as skilled nursing facil-
ities provide skilled nursing services on a daily
basis to individuals eligible for Medicaid bene-
fits.
Intermediate care facilities are certified by the
Medicaid program to provide health-related serv-
ices 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 In-
ventory and American Hospital Association define
hospital occupancyrate as the average daily census di-
vided by the number of hospital beds during a re-
porting period. The occupancyratefor otherfacilities is
calculated as the number of residents reported at the
time of the interview divided by the number of beds
reported.
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Outpatient visit.–According to the American Hos-
pital Association, these are visits by patients not
lodged in the hospital for medical, dental, or other
services. See also definition under “Ambulatory
Care” section.

Primary diagnosis.–In the National Nursing Home
Survey, this is the primary condition at the last ex-
amination as extracted from the resident’s medical
record.

Resident.–In the National Nursing Home Survey,
a resident is a person who has been formally admit-
ted to but not discharged from an establishment.

Psychiatric Care]

Addilion.–An individual is classified as an addi-
tion to a psychiatric facility by being a new admis-
sion, a readmission, or al return from leave to either
an inpatient or an outpatient psychiatric facility.

Mental disorder.–A mental disorder is any of
several disorders listed in Section V of the Eighth Re-
vision International Classification of Diseases, Adapted
for Use in the United States (ICDA).

Mental health facility.--A mental health facility is
an administratively distinct public or private agency
or institution whose primlary 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 gen-
eral hospitals, residential treatment centers (for emo-
tionally disturbed children), federally funded com-
munity mental health centers, freestanding out-
patient psychiatric clinics, multiservice mental health
facilities, and halfway houses.

Psychiatric hospitals are hospitals primarily con-
cerned with providing inpatient care and treat-
ment ‘for the mentally ill. Psychiatric inpatient
units of Veterans A diministrationgeneral hospitals
and Veterans Administration net.wopsychiatrichos-
pitals are often combined into the category
Veterans Administration psychiatric hospitals be-
cause of their similarity in size, operation, and
length of stay. Other psychiatric hospitals include
State and county mental hospitals and private
mental hospitals.

General hospitals providing psychiatric services are
hospitals that knowingly and routinely admit
patients to a separate psychiatric unit for the
purpose of diagnosing and treating psychiatric ill-
ness.
Residential treatment (centers@oremotionally dis-
turbed children) are residential institutions pri-
marily serving emotionally disturbed children
and providing treatment services, usually under
the supervision of a psychiatrist.

[The definitions for psychiatric care are those used by the Nation-

al Institute of Mental Health.
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Federalb funded community men{al health centers
are legal entities through which comprehensive
mental health services are provided to a de-
lineated 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 following essential mental health services:
inpatient, day treatment, outpatient, emergency
care, and community consultation and educa-
tion.
Freestanding outpatient psychiatric clinics are ad-
ministratively distinct facilities, whose primary
purpose is to provide. nonresidential mental
health service, and where a psychiatrist assumes
medical responsibility for all patients and/or
directs the mental health program.

Service mode. –Service mode and treatment modai-
ity refer generally to the kinds of mental health serv-
ice available such as inpatient care, outpatient care,
day treatment, and the like.

Znpatient care is the provision of mental health
treatment to people requiring 24-hour supervi-
sion.

Outpatient care is the provision of mental health
treatment on an outpatient basis and does not
involve any overnight stay in an inpatient facil-
ity.

Day treatment k 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 Ameri-
can 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 a week or more. The Na-
tional Nursing Home Survey uses an estimate of
full-time employees that counts 35 hours of part-
time employees’ work per week as equivalent to one
full-time employee.

Group practice.–Group practice is the application
of services by three or more physicians formally or-
ganized to provide medical care, consultation, diag-
nosis, and/or treatment through the joint use of
equipment and personnel and with the income from
medical practice distributed in accordance with
methods previously determined by members of the
group.

Nurse practitioner.–These are specially trained
nurses who perform acts of diagnosis, treatment, or
prescription that traditionally have been within the



exclusive province of the physician. Nurse practition-
ers function under the supervision of physicians for
these medical tasks, but not for their nursing prac-
tice.

.?%ysician.–Physicians are licensed doctors of
medicine or osteopathy classified by the American
Medical Association and others through self-
reporting, as follows:

Active physicians or professional~ active physicians
are ones currently practicing, regardless of the
number of hours worked per week.

Federal physicians are employed by the Federal
Governmen~ non-Federal or civilian physicians
are not.

Licensed physicians are authorized to practice in a
State. Every State (and the District of Colum-
bia) requires that physicians and dentists be
licensed there in order to practice in that State.

Office-based physicians are physicians who spend
the plurality of their time working in practices
based in private offices; hospital-based physicians
spend the plurality of their time as salaried phy-
sicians in hospitals.

Private practice physicians are independent of any
external policy control and are self-employed or
salaried by a partnership. See also definition
under “Professional manpower.”

Physician assistant. –These are individuals with ap-
propriate medical training who are authorized to per-
form medical services under the supervision of a
licensed physician. The extent to which these medi-
cal services may be delegated to the physician assis-
tant by the physician varies from State to State.

Physician specialty. –A physician specialty is any
specific branch of medicine that a physician may con-
centrate in. The specialty classification used by the
Bureau of Health Professions and National Ambula-
tory Medical Care Survey (NAMCS) follows the
American Medical Association categories:

Primary care specialties include general practice
(or family practice), internal medicine, and pedi-
atrics.

Medics/ specialties include, along with internal
medicine and pediatrics, the areas of allergy, car-
diovascular disease, dermatology, gastroenterolo-
gy, pediatric allergy and cardiology, and pul-
monary diseases.

Surgical specialties include general surgery, neu-
rological surgery, obstetrics and gynecology,
ophthalmolcfgy, orthopedic surgery, otolaryngol-
ogy, 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, oc-
cupational medicine, pathology, physical medi-
cine and rehabilitation, psychiatry, public health,
and radiology.

Place of employment. –The classification of people
employed in the health service industry by place of
employment is a U.S. Bureau of the Census adapta-
tion of the U.S. Office of Management and Budget’s
Standard Industrial Classljkation 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 thera-
pists, 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 licensure usually requiring the comple-
tion 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 spe-
cialty, place of practice, or other criteria. See defini-
tions under “Physician.”

Health Expenditures

Consumer Price Index (CPI). –The CPI is prepared
by the U.S. Bureau of Labor Statistics. It is a meas-
ure of the changes in average prices of the goods and
services purchased by urban wage earners and by
clerical workers and their families. The medical care
component of the CPI shows trends in medical care
prices based on specific indicators of hospital, medi-
cal, dental, and drug prices.

A recent revision of the CPI has been in use since
January 1978, and changes are noted where applica-
ble in this report.

Economic Stabilization Program (ESP).–This
Federal program was established to control wages
and prices. On August 15, 1971, all wages and prices
were frozen for a period of 90 days, and a system of
wage and price controls, administered through a
cost-of-living council, was implemented. Controls
continued, with periodic changes in the flexibility
and intensity with which they were enforced, until
their legislative authority expired in April 1974.

Gross national product (GNP). –This is the most
comprehensive 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 es-
timated value of certain imputed outputs (i.e., goods
and services that are neither bought nor sold). The
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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 construction; (3)
Federal, State, and local government purchases of
goods and services; and (4) the sale of goods and
services abroad minus purchases from abroad.

iYea/th insurance plans. –Health insurance plans
are formal plans with defined membership and bene-
fits, designed to pay all or part of the hospital, physi-
cian, or other medical expenses of the insured indi-
vidual. The different types of plans include prepaid
group plans.

Prepaid group plans involve physician group prac-
tices that provide a comprehensive range of
health care services to an enrolled population for
a fixed prepaid cavitation payment. Health
Maintenance Organizations are public or private
organizations that provide a~ comprehensive
range of health care services, either directly or
under arrangement with others, to an enrolled
population for a fixed prepaid cavitation pay-
ment; prepaid group practice plans are one form
of Health Maintenance Organization.

Medicaid (Title XLV. --This program is federally
aided but State operatecl and administered. It pro-
vides medical benefits for certain low-income per-
sons in need of medical care. The ]program, author-
ized in 1965 by Title XIX of the Social Security Act,
categorically covers participants in the Aid to Fami-
lies with Dependent Children program as well as
some participants in the Supplemental Security In-
come 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 (Title XVZll).–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
surance for the Aged, of the
became effective on July 1,
separate but coordinated

Title XVIII, Health ln-
Social Security Act, and
1966. It consists of two
programs: hospital in-

surance (Part A) and supplementary medical in-
surance (Part B).

National health expenditures. –This measure esti-
mates 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 avail-
able by source of expenditure (e.g., consumer out-
of-pocket, private health insurance, and government
programs) and by type of expenditure (e.g., hospi-
tals, physicians, and drugs). Data are compiled from
a variety of sources that collect data from the provid-
ers 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 expenditures for research and construc-
tion.

Private expenditures are outlays for services pro-
vided or paid for by nongovernmental
sources—consumers, insurance companies,
private industry, and philanthropic organizations.

Public expenditures are outlays for services pro-
vided 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 pa-
tient care. The expenditures in this category are total
national health expenditures minus expenditures for
research and construction, expenses for administer-
ing health insurance programs, and government pub-
lic health activities.
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21
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Acute conditions. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 26

24
24
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24
24
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24
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11 12
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Diseases, notifiable. . . . . . . . . . . . . . . . . . . . . . . . . . . 23
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32 32
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31
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Physician’s office
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Introductiona

Background
The recent enactment of Title IV of the Health

Services and Centers Amendments of 1978 (Public
Law 95-626) reflects growing public interest in
disease prevention and health promotion. Section
404 of this Title requires the Secretary of the Depart-
ment of Health and Human Services to submit a na-
tional disease prevention profile to Congress every 3
years. The submission of this report fulfills that
requirement.

Preventing disease and safeguarding against inju-
ries are hardly new concerns of the American people.
Citizens, professionals, and legislators joined in
determined pursuit of these goals during the latter
part of the 19th and the early years of the 20th cen-
turies. This pursuit brought signal victories over the
major diseases that afflicted the population in those
times and began a continuing, if spasmodic, interest
in environmental and occupational safety. Protective
measures were identified and adopted against
smallpox, malaria, cholera, typhoid fever, scurvy,
rickets, pellagra, and other conditions. The spread of
tuberculosis was gradually halted. Conditions such as
childbed fever, infant diarrhea, and poliomyelitis—
which once singled out particularly vulnerable ‘seg-
ments of our population for death, chronic debilita-
tion, or crippling–were for the most part relegated
to history books.

Now the question becomes whether prevention,
which worked so successfully in the past, can be em-
ployed to reduce the incidence of major diseases to-
day. Heart disease, cancer, stroke, and accidents are
some of the conditions that create the heaviest bur-
dens on our population and our economy as we enter
the 1980’s.

The question was addressed extensively in the re-
port Healthy People, published by the Office of the
Assistant Secretary for Health and the Surgeon Gen-
eral (OASH-SG, 1979a). That report reviews oppor-
tunities for preventing the most common health

“This report was prepared by Katharine G. Bauer, Senior Advisor,
Office of Disease Prevention and Health Promotion, Office of the
Assistant Secretary for Health, and Ronald W. Wilson, National
Center for Health Statistics.

problems encountered by each of the following age
groups: infants (under 1 year of age); children (1-14
years of age); young adults (15-24 years of age);
adults (25-64 years of age); and older adults (65
years of age and over). It also points out disturbing
instances when our understanding of what needs to
be done to prevent specific diseases and conditions
has outstripped what has been done.

Following the Surgeon General’s report, oppor-
tunities for prevention were delineated in greater de-
tail in approximately 200 specific objectives that the
Nation could reasonably expect to attain by 1990
(Office of the Assistant Secretary for Health and the
Surgeon General, 1980). Knowledgeable profession-
als and laymen developed these objectives for the
following 15 areas: high blood pressure control; fami-
ly planning; pregnancy and infant health; immuniza-
tion; sexually transmitted diseases; toxic agents
occupational safety and health; accidental injury con-
trol; dental health; control of infectious disease~
smoking; misuse of alcohol and drugs; nutrition,
physical fitness and exercise; stress, violence, and
mental health.

This prevention report comes at a particularly ap-
propriate time. In it are assembled the most recent
data available for areas in which preventive actions
are now being taken andlor in which opportunities
for new activities have been well charted. These data
establish baselines against which future progress to-
ward national objectives can be tracked.

By definition in the context of health, prevention
requires action to reduce or eliminate risk of expo-
sure that would increase the chances for an individ-
ual or group to incur disease, disability, or untimely
death. Prevention also includes discovering and con-
trolling abnormal conditions soon enough to mini-
mize dangerous consequences. Examples are detect-
ing and controlling high blood pressure and detecting
and remedying inadequate shielding of X-ray
equipment.

Some kinds of preventive actions, such as stop-
ping smoking, can be taken only by the individual at
risk. Others, such as immunization, call for the serv-
ices of health professionals. Still others, such as the
control of toxic agents in the environment, demand
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the broad involvement of many sectors of society—
private and government. As these examples illus-
trate, some prevention measures are targeted to indi-
viduals and some to groups of individuals or entire
populations at risk. By the same token, certain
preventive measures, such as tests for cervical can-
cer, take place in physicians’ offices and ambulatory
care centers; others, such as metabolic screening of
the newborn, are done in hospitals:, and many are
best accomplished in a. variety of nonmedical
settings— in peoples’ homes, in schools, at the work-
site, in the board ‘rooms of consumer product
manufacturers, and in State and Federal legislatures.

Regardless of where the potential for control is lo-
cated, success in prevention requires knowledge
about the nature and extent of the antecedent risks,
about the particular groups exposed to such risks,
and about the actions necessary to reciuce them. It is
the task of epidemiologic, biomedical, and behavioral
research to expand the store of necessary knowledge
in all these matters.

The Nation’s resources are limited, and choices
must always be made between competing courses of
action. Thus data are required to document the rela-
tive extent to which various health problems might
be reduced through preventive measures and the
salience of these problems to particular age and eth-
nic groups of the population and to populations liv-
ing in different’ geographic locations. This report
presents data that are presently available to provide
this kind of documentation.

Section I presents a general overview of the bur-
den of illness in the United States today and outlines
the major health problems that confront people in
different age groups of our population, relating them
to the goals for prevention set forth in the Surgeon
General’s prevention report. Section H introduces
some facts on the economic costs of the leading
causes of death. Section III documents control efforts
and apparent successes and failures of prevention, as
evidenced either in trends over time or by differ-
ences in rates among subgroups of our population.
Section IV establishes the framework for a continu-
ing profile of the Nation’s opportunities and accom-
plishments in reducing risks to health. It identifies a
series of prevention indicators and, for each one,
presents the most recent data to show where the Na-
tion currently stands. Succeeding prevention reports
will track the changes in each of these indicators,
marking progress toward the national objectives es-
tablished for attainment by 1990.

As a background for these sections, this introduc-
tion concludes with an overview of the spectrum of
risks to health and some observations on the uneven
state of knowledge both about the risks and about
the effectiveness of measures to reduce them.

Factors Affecting Health ,
In general terms, health or its absence is deter-

mined by a variety of factors operating in one or
more of the following spheres:

●

●

●

●

In

Human Biology, including genetic components.

External Environment, including the objects
within it.

Li$estyle, the customs and habits of living.

Hea[th Promoting and Restoring Systems of so-
ciety, including environmental control and re-
gulatory measures, efforts to. influence life-
style, and preventive and medical treatment
services of the health care systems.
considering the risks to health and the chal-

lenges to prevention, it is useful to follow the ap-
proach first developed in Canada by LaLonde (figure
1). Each health determinant is visualized as an entity
for which different intervention or support strategies
need to be devised (LaLonde, 1975). In such a
scheme, preventive services of the health system will
be used to contravene risks inherent in some aspect
of human biology, such as administering a vaccine to
overcome inherent susceptibility to rubella; protec-
tive measures, such as safety regulations, will be
used to protect against hazards in the environment;
and health promoting communications, such as
media campaigns and school health education pro-
grams, will be used to motivate change to healthier
lifestyles.

Figure 1. Factors affecting health

268



In some cases, one can clearly assign to a single
one of these health determinants not only the risk
factors for a condition but corresponding prevention
measures as well. For example, physical contact with
asbestos on the job constitutes a known environ-
mental risk for asbestosis; elimination of that expo-
sure at the worksite constitutes the known protective
measure for preventing that disease among future
employees and their families.

Such simple cause and effect relationships do not,
however, apply to many of the Nation’s major health
problems. For example, the risk factors implicated in
heart disease and stroke relate to at least two spheres
of health determinants as follows: high blood pres-
sure and family history relate to Human Bio/ow,
smoking, diet, and exercise relate to L[Yesty/e.Stress-
ful work conditions are also a suspected risk factor;
should research establish a significant association,
Environment would become a third possible deter-
minant. Correspondingly, action to reduce the risks
associated with heart disease and stroke in the popu-
lation must be multifaceted. Individuals have the
principal roles in reducing risks associated with their
hazardous lifestyles, but their families, their em-
ployers, and the manufacturers of the products they
use also play crucial parts.

Reducing the risks of any disease through preven-
tive measures usually requires comprehensive strat-
egies within the Health Promoting and Restoring Sys-
tems, based on understanding the risk determinants
particular to the case. Motor vehicle accidents pro-
vide an example of the wide range of interacting risk
variables that must be taken into account by those
responsible for designing interventions. These in-
clude: engineering defects in the vehicles, hazards in
the design of roads, culverts, highway dividers, and
light poles driver impairment by alcohol or combina-
tions of alcohol and prescribed or illicit drugs; use of
seat belts and airbags; enforcement of speed limit~
and availability of emergency medical services. When
two, three, or more hazards occur simultaneously,
risks are known to increase exponentially; this, too,
must be taken into account.

Thus a more realistic way to depict the deter-
minants of health, regarding risks and potential
preventive approaches, is through a model that sug-
gests the interactive nature of their relationships
(figure 2). Applying this model to risk factors for
particular diseases or conditions will produce circles
of different relative sizes and different degrees of
overlap. For Tay-Sachs disease, the Human Biology
circle overwhelmingly dominates; for cirrhosis of the
liver and lung cancer, LiJes@e becomes paramount.

Unfortunately, the ways in which concurrent risk
factors interact are only beginning to be understood.
Research in this interaction, as in most other aspects
of prevention, has been scant. Several epidemiologic

Human Biology Environment

Health Promoting and
Restoring Systems

Figure 2. Interaction of factors affecting health

studies suggest that the effects of such interaction
may be powerful. For example, risks of cancers of
the respiratory system are more than tripled when
heavy smokers are exposed to certain toxic agents or
dusts in the work environment. Risks of stroke
among women using oral contraceptives are more
than doubled among the subset who smoke.

Other characteristics of risks that need to be taken
into account are the heightened probabilities of
health breakdowns that accompany both the intensity
of a risk exposure and its continuation over time.
For example, white men 30-39 years of age who
smoke more than one pack a day are almost three
times as prone to heart attacks as are nonsmokers
(National Heart, Lung, and Blood Institute, 1970).

Limits on Knowledge

It would be a mistake to leave the impression that
we now have the knowledge to assign risk factors to
all diseases and to deploy effective prevention strat-
egies to reduce them. Medical science has given us
abilities to cure no more than a small fraction of the
diseases that most commonly beset the U.S. popula-
tion, with the result that most health system
resources must be devoted to amelioration and palli-
ation. By the same token, knowledge of the factors
that predispose to these diseases and knowledge
about how to mount effective risk interventions are
also severely limited (Thomas, 1977). Degrees of
knowledge about effective prevention, as about-~c-
tive therapy, vary considerably from one disease or
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lFigure 3. A continuum for preventability

condition to the next. The state of the art in these
respects has been reviewed elsewhere (OASH-SG,
1979b). However, the knowledge of potential risks
and risk reduction measures covers a broad spec-
trum. It ranges from a complete capability to elimi-
nate sickness or death from a particular cause to
complete ignorance of risks or strategies for early
intervention.

Between these extremes lies a host of diseases and
conditions for which risk factors are understood in
varying degrees and where preventive measures, if
adopted, can be expected to have varying degrees of
impact. Figure 3 sets forth in schematic fashion ex-
amples of conditions to illustrate this range of possi-
ble prevention impact, given present levels of
knowledge about risk factors and potentially feasible
means of reducing them.

The shading in figure 3 represents the probability
for preventing diseases or conditions by applying
known intervention methods. The darkest area at the
left end of the shaded bar indicates conditions that
can unequivocally be prevented. In the center, mov-
ing from left to right, are some conditions where
drastic, sizable, or at least some reductions in risks
could be achieved. The lightest area at the right end
of the bar illustrates conditions where no progress in
reducing risks can be expected until breakthroughs in
knowledge are made,

Looked at another way, the probability of prevent-
ing the onset of measles and poliomyelitis by apply-
ing known intervention measures is nearly 100 per-
cent, and the probability of preventing brain tumors
by such applications is zero. It is far more difficult to
assign probability of success or failure to the various
diseases and conditions that occupy the center of the
chart. Here, knowledge of specific risk factors may
be satisfactory, incomplete, or only sketchy. Also,
the potential of intervention strategies to reduce such
risks may depend heavily on the characteristics of the
people the preventive measures attempt to reach, the
appropriateness of the particular measures selected to
reach them, and the skill with which these measures
are applied. Thus the order and placement of the
diseases and conditions listed in the center portion of
figure 3 are intended only to be illustrative.

In short, the potential scope of disease prevention
and health promotion is vast, the types of possible
interventions extraordinarily varied, and the
knowledge base uneven, Thus large generalizations
about the likely future role of prevention in reducing
premature death and avoidable disability are
dangerous. Fortunately, the data in section I indicate
that many of the diseases and conditions that consti-
tute the Nation’s most pressing health problems are
ones where knowledge of risks and effective risk
reduction approaches are present and growing.
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SECTION I: The Illness Burden That Prevention
Could Reduce

Overview

This section describes the major challenges to
prevention of avoidable illness and disability today as
defined by the conditions that constitute the Nation’s
leading causes of death and potential years of life
lost. These conditions are then juxtaposed to a sum-
mary of risk factors whose reduction might be ex-
pected to lighten the burden to a greater or lesser de-
gree. The challenges to risk reduction in different
age groups are reviewed.

Leading Causes of Death
Today and Yesterday

An average American baby born in 1978 can ex-
pect to live more than 26 years longer than one who
was born in 1900. A large part of this dramatic in-
crease in life expectancy results from the prevention
and control of communicable diseases that formerly
accounted for high rates of death among children and
young adults. In 1915, when States first began to
register births, 100 of every 1,000 babies born alive
died during the next 12 months (Bureau of the
Censusl 1943). By 1950, this rate had fallen to 29.2
and, by 1978, to 13.8. Put another way, if the 1915
infant mortality rate had persisted, in 1978 more
than 300,000 babies would have died whose deaths
were in fact prevented. Had the 1900 death rates for
tuberculosis, diarrhea, diphtheria, and poliomyelitis
persisted, these diseases together would have prema-
turely claimed the lives of 840,000 Americans in
1977 (oASH-SG, 1979a).

While continuing efforts to extend the control of
communicable diseases and to reduce infant mor-
tality among groups of the population where it is still
inordinately high, the Nation now faces new chal-
lenges in its pursuit of prevention. The data in fig-
ure 4 indicate where these new challenges lie. As
shown in the left-hand bar, the four leading causes
of death in 1975
plasms (cancer),

were heart disease, malignant neo-
stroke, and accidents, poisonings,

and violence. Together, they account for 4 out of 5
deaths. Heart disease accounts for about 2 in 5
deaths, cancer 1 in 5, and accidents 1 in 10. The
category respiratory diseases also figures as a numeri-
cally important cause of death.

The middle bar shows the impact of five leading
categories of disease on years of lost life, based on
current life expectancy rates at each age. Heart
disease and. cancer again dominate; but, because
these diseases strike at higher rates of frequency in
older age groups, they account for a smaller propor-
tion of lost years than they do of deaths. Also, be-
cause children, teenagers, and young adults are the
most frequent victims of accidents and violence, the
proportion of potential years of life lost from this
cause is almost twice as high as the proportion of
deaths. Finally, deaths associated with congenital
anomalies and certain causes of perinatal mortality,
though relatively small in number, account for a siz-
able proportion of total years of potential life lost be-
cause they occur at the early end of the life span.

The right-hand bar shows the present value of
lifetime earnings lost due to premature mortality.
The percent distribution of lost earnings follows
closely that for years of life lost, with deaths result-
ing from heart disease, cancer, and accidents ac-
counting for about three-fourths of the total. Heart
disease accounts for 38 percent of deaths, but ac-
counts for only 30 percent of lost earnings because
these deaths occur rather late in life at ages for which
relatively few productive years remain. Accidents, on
the other hand, represent only 8 percent of deaths
but account for 22 percent of lost earnings because
deaths due to accidents occur at relatively young ages
and many years of potentially productive activity are
lost.

In summary, heart disease, cancer, stroke, ac-
cidents, and congenital anomalies present major chal-
lenges to prevention measured in terms of total
deaths that might be avoided or years of life to be
added and lost earnings that could be saved.

In figure 5, age-adjusted death rates are shown for
the five leading causes of death in 1977 and in
As can be seen, the three disease categories

1900.
most
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Figure 4. Number and percent distribution of selected causes of death, potential years of life lost, and earnings forgone:
United States, 1977

prevalent at the turn of the century were influenza
and pneumonia, tuberculosis, and dliarrhea and
related diseases. Deaths from these conditions have
been prevented or controlled, and the conditions that
occupy center stage today are quite different. The
age-adjusted death rate for influenza and pneumonia
in 1900 was equal to the present rate for heart
disease, and the rates for tuberculosis and diarrhea
were in excess of the present rate for cancer.
Accidents and stroke increased with respect to rank
order of causes of death, but the age-adjusted death

rates from these conditions were enormously
reduced.

The relative positions of the leading causes of
death today are very different from what they were
in 1900. The four leading causes in 1977 accounted
for 71 percent of all deaths, but the four leading
causes in 1900 accounted for only 40 percent. While
part of this difference may reflect changes in death
reporting, the figure indicates the greater variety of
lethal illnesses to which the population of 1900 was
subject. Successes in preventing or controlling the
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Figure 5. Age-adjusted death rates for the 5 leading causes of death in 1900 for 10 States and the District of Columbia
and in 1977 for the United States

century introduced another type of risk. The effects
diseases most prevalent at the turn of the century re-
flect the combined contributions of epidemiology,
public health and sanitary engineering, medical
science, technology, and a steadily rising general
standard of living that has led to improved levels of
nutrition and education.

On the other hand, the current preponderance of
heart disease, cancer, stroke, and accidents and
violence as major causes of death reflects to some
degree the introduction of risks or increases in risks
less prevalent in 100. The introduction of the auto-
mobile is an obvious example. Motor vehicle ac-
cidents now account for almost half of all accidental
deaths; and automobiles, their many benefits not-
withstanding, have also become an important direct
and indirect source of air pollution. The widespread
adoption of cigarette smoking after the turn of the

on health of many other changed circumstances in
20th century living–such as, new dietary patterns,
the introduction of new chemicals into the environ-
ment, and decreased levels of physical activity at
work—are only beginning to be understood.

Up to this point in the section, the figures “have
presented a limited number of major causes of death.
In figure 6, the list is expanded to 10, which together
accounted for 82 percent of the Nation’s deaths in
1977. Two of the categories in this figure, motor
vehicle accidents and accidents other than motor
vehicle are broken out of the single inclusive
category accidents, poisonings, and violence, used in
the earlier figures. The categories diabetes, cirrhosis
of the liver, arteriosclerosis, and suicide are intro-
duced. Although they represent only small percent-
ages of total deaths, each poses special problems for
particular age groups in the population.
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The juxtaposition of one or more risk factors with
which each of these 10 causes of death is associated
suggests major challenges to and opportunities for
prevention. In each instance, the association of the
risk factors with the diseases here listed either has
been statistically established as significant or has
been suggested as relevant, as in the case of stress
and lack of physical exercise.

As can be seen, some risk factors relate to per-
sonal lifestyle, some to inherited biologic characteris-
tics, and some to environmental hazards. Thus
actions to control these risks are required by indivi-
duals themselves, by the medical, public health, and
engineering professions, and by public policymakers.

Not too many years ago, chronic diseases and ac-
cidents were accepted as inevitable ‘blowsof inscru-
table fate or as natural concomitants of aging. Many
of the risk factors that are associated with these con-
ditions remain unidentified, but some actions have
been indicated that could possibly reduce the very
heavy burdens of illness and death.

Challenges to Risk Reduction in
Different Age Groups

Looking at the major causes of death for the total
U.S. population conceals important differences in the
risks to health experienced by people in different age
groups. Ifealthy People (OASH-SG, 1979a) points Up

some of these differences, reviews major opportuni-
ties for prevention, and sets national goals for dif-
ferent age groups. Highlights are summarized here.

Major Risks to Health of Infants–
Under 1 Year of Age

Despite the dramatic decline in infant mortality
throughout the 20th century, the first year of life
remains a hazardous one. VViththe exception of peo-
ple 65 years of age and over, death rates for infants
exceed those at all other times of life.

Infant deaths today are principally associated with
1 of 3 causes, as illustrated in figure 7: immaturity-
associated (low birth weight) and blirth-associated
conditions and congenital birth defects. Deaths asso-
ciated with these conditions tell only part of the
story because survivors of all these conditions have
greatly increased chances of experiencing develop-
mental problems and severe, lifelong disabilities.

About 7 percent of American babies are of ~ow
birth weight (2,500 grams or less). This percentage is
higher than that for several Western European coun-
tries, which may account for lower infant mortality
rates for those countries. III Sweden, for example,
only 4 percent of newborns are of low birth weight.
Pregnant women who lack proper nutrition incur

Maior causes of deaths, 1977
Risk factor

Cause
Percent of
al~deaths

Heart disease 37.8 Smoking,l hypertension,l
elevated serum cholesterol (diet),
lack of exercise, diabetes, stress,
family history

Malignant 20.4 Smoking,l worksite carcinogens,l
neoplasms environmental carcinogens,

alcohol, diet

Stroke 9.6 Hypertension,l smoking,l
elevated serum cholesterol,l
stress

Accidents 2.8 Alcohol,l drug abuser smoking
other than (fires), product design, handgun
motor availability
vehicle

Influenza and 2.7 Smoking, vaccination statusl
pneumonia

Motor 2.6 Alcohol,1 no seat belts,l speed,1
vehicle roadway design, vehicle engineering
accidents

Diabetes 1.7 Obesityl

Cirrhosis of 1.6 Alcohol abusel
the liver

Arteriosclerosis 1.5 Elevated serum cholesterol

Suicide 1.5 Stress,l alchohol and drug abuse,
and gun availability

lMa]or risk factors.

SOURCE: Office of Disease Prevention and Health Promotion.

Figure 6. Major causes of death in 1977 and associated
risk factors

greater risk of either bearing infants of low birth
weight or having stillborn infants. Maternal smoking
has been identified through recent research as
another risk factor to pregnancy outcome. Smoking is
associated with slow fetal growth, doubling the
chance of having an infant of low birth weight and
increasing the risk of stillbirth (Meyer, 1978).

Reduction of deaths from birth-associated condi-
tions depends in part on early identification and clini-
cal management of medical risk factors during the
course of prenatal care. However, many childbirth
risks cannot be detected in advance; thus prompt
care by skilled professionals is required at the time of
delivery.

Given current knowledge, many congenital birth
defects cannot be. prevented, but many can be. Such
defects include congenital physical anomalies, mental
retardation, and genetic diseases. The Center for
Disease Control estimates that the incidence of men-
.tal retardation could be reduced 20 percent if known
preventive measures were to be universally applied.
Examples of measures include newborn screening
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Figure 7. Major causes of death among infants, according to color: United States, 1976

and prompt continuing treatment of phenylketonuria
(PKU) and congenital hypothyroidism.

Birth defects may be caused by inherited factors or
can result from exposure of the fetus to infectious or
toxic agents during pregnancy, especially during the
first 3 months. Detection of many genetic disorders
before, during, and shortly after pregnancy is possi-
ble, as are options for interventions. Hazards to the
fetus from its prenatal environment can be reduced.
Risk factors to the fetus in its prenatal environment
include but are not limited to the following:

Rubella (German measles) when it affects a
mother during the first trimester.

Radiation and chemicals in the mother’s work-
place, especially during the early weeks of fetal
development, and exposure to X-rays.

Certain medications ingested by the mother.

Smoking.

Alcohol consumed by the mother, especially in
excess of one ounce daily, in early pregnancy.

Because of the many opportunities for risk reduc-
tion, the goal set by the Surgeon General is to

reduce infant mortality by
to fewer than 9 deaths per

at least 35 percent by 190,
1,000 live births.

Major Risks to Health of Children–
1-14 Years of Age

Children have benefited to an extraordinary de-
gree from the prevention and treatment of the many
communicable diseases that used to threaten their
lives and health. The death rate for children 1-14
years of age had been 870 per 100,000 in 1900; by
1978, it had fallen to a record low of 43. Accidents
have replaced diseases as the major risks to
children’s lives today.

Almost 10,000 American children were killed in
accidents in 1978, more than four times as many as
died from cancer, the next leading cause. While “ac-
cident” is commonly used to describe unintentional
injuries to the human body, it is an unfortunate term
to use because it connotes acts of fate beyond human
power to control. In fact, the majority of such events
can be prevented through changes in lifestyle or in
the environment or in both.
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The opportunities for prevention become self-
-evident when childhood deaths resulting from ac-
cidents are analyzed by type. Almost half of such
deaths are associated with motor vehicles. As figure
8 shows, such accidents are the second leading cause
of death for children. Failure to place small children
in car safety restraints and to enforce wearing seat
belts among older children as well as dangerous driv-
ing constitute major risk factors.

Accidents other than motor vehicle constitute the
leading cause of children’s deaths. Risk factors in-
clude both lack of appropriate supervision and expo-
sure to environmental hazards. Drownings account
for 8 percent and residential fires for 6 percent of
deaths. Access to toxic substances in the home–
such as, drugs, cleaning agents, and plant sprays—
presents another class of risks. Poisoning deaths have
declined sharply with the advent of childproof pack-
aging, but they still account for 4 percent of the
deaths resulting from other than motor vehicle ac-
cidents among children under 5 years of age. Each
year ingestion or inhalation of lead causes central
nervous system damage or mental retardation in
6,000 children and death for another 300-400.

Most childhood accidents are not fatal. Neverthe-
less, they usually cause suffering, often cause per-
manent impairment, and almost always create
demands on the health service system. Most nonfatal
accidents are associated with recreational activities
and equipment.

In examining other leading causes of children’s
deaths, the opportunities for reducing risks become
less clear. The risk factors for childhood cancer are
not yet well understood. Fortunately, recent ad-
vances in treatment have considerably improved the
chances of survival. Deaths from birth defects par-
tially reflect failures of amelioration” at earlier ages.
The numbers of deaths caused by injluenza and pneu-
monia among this age group are in fact already quite
low; how much further reduction can be made is
uncertain.

That homicide constitutes a major cause of death
for American children is shocking, especially because
it serves as merely one measurable indicator of child
abuse and neglect that may take many forms. Child
abuse is greatly underreported, but estimates of cases
range from 200,000 to 4 million a year. Child
neglect, emotional and physical, is generally thought
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to be more common. Its long-term consequences to
physical and mental health may be equaIIy serious.
The complex interacting forces that lead parents and
other caretakers to neglect or abuse children are not
as yet well understood. However, risk factors include
alcohol, general family disorganization and insta-
bility, inability to manage stress, and unrealistic
parental expectations. Unwanted children, children of
teenage mothers, and children in families with close-
ly spaced children are beJieved to be at special risk.

Other barriers to healthy growth of children are not
reflected in death and injury rates but do interfere
with normal intellectual and physical development
and can create risks to health in adult life. For
example, vision problems can impair learning ability
if they remain uncorrected. During 171-72, 24 per-
cent of children 6-17 years of age had vision prob-
lems; 3 percent of these problems were uncorrected.
Improper nutrition has been associated with slow
mental development. Fortunately, nutritional defi-
ciencies in the population have greatly decreased.
However, ill-advised food choices and poor eating
habits begun in childhood may have both short-term
and long-term consequences. For example, the fre-
quent consumption of sugar increases the risk of
dental caries. In addition, too much fat, saturated fat,
and cholesterol may contribute to risk of heart
disease in adult life.

Major threats to child health could be reduced by
preventing children’s involvement in motor vehicle
and other accidents. A 50-percent reduction in fatal
accidents would be enough to achieve the Surgeon
General’s goal of fewer than 34 deaths per 100,000
children by 1990. At the same time, many other not
so easily quantifiable obstacles to healthy emotional
and physical development of children need to be ad-
dressed through preventive measures.

Major Risks to Health of Adolescents and
Young Adults–15-24 Years of Age

Many of the tragedies from violent death, sterility,
and parenthood that occur to young people appear to
be associated with inability to deal appropriately with
the strains, opportunities, and responsibilities that
accompany the transition from child to adult status.
Unlike Americans in every other age group, the
death rate for the 40 million adolescents and young
adults is higher today than it was 20 years ago. The
major health problems for this age group are violent
death and injury, alcohol and drug abuse, unwanted
pregnancies, and sexually transmitted diseases. As
the data in figure 9 indicate, accidents, homicides,
and suicides are by far the leading causes of mor-
tality. Together they account for about 75 percent of
the deaths.

Excessive driving speed and alcohol, as young
people and others recognize, are strongly associated

with motor vehicle accident fatalities. Alcohol-related
accidents are the Ieading cause of death for those
15-24 years of age, and 60 percent of all alcohol-
related highway traffic fatalities are among this age
group. Risks from alcohol and fast driving are exa-
cerbated by failure to use seat belts.

The social, psychological, and cultural reasons
behind the high rates of homicide in the United
States are infinitely complex, but alcohol appears
again as one of the precipitating risk factors. Easy ac-
cess to firearms appears to be another.

In 1976, more than 1 of every 10 teenagers and
young adults who died committed suicide. Firearms
are used in suicides more than four times as often as
poisoning, the second most frequent method.

Adolescents and young adults are particularly
prone to infection from sexualZy transmitted diseases.
These young people experience 75 percent of the es-
timated 12 million cases of such diseases that occur
each year. Young people are most apt to contract and
spread sexually transmitted diseases, but women and
children are most likely to suffer the worst conse-
quences. Chlamydia, one form of sexually transmit-
ted diseases, causes an estimated 50,000 eye infec-
tions and 25,000 cases of pneumonia each year in
infants. The most serious complications caused by
these diseases are peIvic inflammatorydisease, ster-
ility, infant pneumonia, infant death, and mental re-
tardation among offspring.

Pelvic inflammatorydisease accounts for over a
quarter of a million hospitalizations and 50,000 surgi-
cal procedures each year, most among women and
many involving total removal of the reproductive or-
gans. Sterility due to pelvic inflammatory disease
currently affects over 50,000 women annually.

Risk of sexually transmitted diseases is greatly re-
duced by consistent use of condoms. Transmission of
such diseases and limitation of disability or complica-
tions associated with such disease can be curtailed
through early diagnosis and treatment. However, ef-
fectiveness depends on reaching patients who attend
clinics and those identified in screening programs as
well as all contacts.

Birth control methods currently prevent an es-
timated 750,000 unwanted pregnancies among
teenagers each year. However, teenage girls are the
age group least apt to avail themselves of this protec-
tion. Each year about 1 million teenagers, 1 of every
10, becomes pregnant; of these, two-thirds are un-
married and about 3 in 10 elect to terminate preg-
nancy. The babies of teenage mothers are at special
risk of low birth weight and other unfavorable out-
comes. The mothers face serious probl~ms of dis-
rupted schooling and public dependency.

The Surgeon General has set a national goal to
improve the health and health habits of adolescents
and young adults and, by 1990, to reduce deaths by
at least 20 percent, to fewer than 93 per 100,000.
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greatest source of permanent disability claims among
workers under 65 years of age. Stroke remains the
third leading cause of death in this age group and
was responsible for almost 26,000 deaths in 177.
Severe handicaps of motion, speech, and memory
frequently afflict the survivors.

The major risk factors for heart disease and stroke
are smoking, high blood pressure (i.e., systolic pres-
sure of 140 mmHg or more or diastolic pressure of
90 mmHg or more), high serum cholesterol, and dia-
betes. The associated risk factors are as follows:

The death rate for heart disease is nearly twice
as great for cigarette smokers as for nonsmok-
ers. The difference is much greater in people
under 65 years of age. Risk is proportional to
the number of cigarettes smoked.

High blood pressure is significantly associated
with coronary heart disease and stroke. The
rate of coronary heart disease among men 45-

Figure 9. Major causes of death among persons 15-24 years of age, according to color: United States, 1976

The specific challenges are to reduce fatal motor
vehicle accidents, homicide, alcohol and drug abuse,
unwanted pregnancies, and sexually transmitted
diseases; but, strategies for action will need to be
devised within this larger context.

Major Risks to Health of .Adults in the
Middle Y(ears–25-64 Years of Age

Among people in the middle years, heart disease,
cancer, and stroke dominate all other causes of
death. Cirrhosis of the liver, accidents, and homicide
also rank high, but they account for considerably
lower proportions (figure 1O).
~ Approximately 170,000 people in this age group
died in 1977 from heart disease . Heart disease is the
leading cause of death for men over 40 years of age.
The mortality rate for heart disease among premeno-
pausal women is much lower than for men but grad-
ually catches up after menopause. Not only is heart
disease a major cause of death, but it is also the
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Figure 10. Major causes of death among persons 25-64 years of age, according to color: United States, 1976

64 years of age is two to three times greater for
those with pressures above 160/95 mmHg than
for those with pressures below 140/90 mmHg;
strokes are three times as frequent among peo-
ple with systolic pressures above 160 mmHg as
among those with systolic pressures below 140
mmHg.

● Premature heart disease is unequivocally asso-
ciated with elevated serum cholesterol levels,
which in turn are linked to high levels of fat
(particularly saturated) and cholesterol in the
diet. Heart attacks are five times as frequent in
men and women 35-44 years of age who have
serum cholesterol levels above 265 milligrams
per deciliter as among those with levels below
220. However, current research suggests that
measuring different types of lipoproteins,
which are cholesterol carrier substances in the
blood, may become a more accurate means of

predicting heart attacks than measuring serum
cholesterol alone.

Diabetics have at least twice as many heart at-
tacks and strokes as nondiabetics of the same
age.

Risks for particular types of heart disease have
also been found to be potentiated by certain drugs,
including oral contraceptives high in estrogen, espe-
cially among smokers.

Other factors that appear to contribute to the risk
of heart disease include overweight, physical inac-
tivity, genetic predisposition, and personality patterns
related to stress. The independent contribution of
each of these factors is unknown because they usu-
ally occur in combination with the major risk factors.

Despite the strides made in identifying the various
risk factors for heart disease and stroke, as yet there
is no way to explain or predict a large portion of the
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cases that occur. Many smokers with high blood
pressure and high serum cholesterol counts will es-
cape premature death or disability from these
diseases, and many nonsmokers apparently in prime
physical condition will become victims of these
diseases. Reducing risks can provide no guarantees,
but it can measurably increase the chances for
escape.

One in four Americans contracts cancer. It claimed
the lives of almost 390)000 in 1977, 150,000 of
whom were in the middle years of life. Cancer fol-
lowed heart disease as a leading cause of death for
those 25-64 years of age. Cancer is not a single
disease but rather a group of diseases, each with its
own rate of development and occurrence but having
in common an uncontrolled multiplication of malig-
nant cells. Some types grow slowly, others fast. An
awareness of the multiplicity of cancer types is cen-
tral to consideration of prevention, since environ-
mental, biological, and lifestyle conc[itions that may
be antecedent and predisposing are often different
for cancers of different sites.

Almost half of all cancer fatalities are from the
following three varieties: lung, large intestine, and
breast. As already noted, lung cancer is the leading
cause of death from this disease for men and, if
present trends continue, may soon become the lead-
ing cause for women, replacing cancer of the breast.
Men and women experience cancer (of the intestine
at about the same rate.

While the causes of most cancers are unknown,
many contributing factors have been identified. For
some, the extent of the added risk has been meas-
ured; for others, the results of research are not yet
conclusive. Some of the major risk factors are smok-
ing, alcohol, radiation, and chemical exposures at the
workplace and in the water and air. Diet and heredity
are also implicated.

●

●

●
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Cigarette smoking is responsible for more
cases of cancer and more deaths from cancer
than any other known agent. Smokers have
about 10 times the frequency of lung cancer,
3-4 times the frequemcy of cancer of the oral
cavity, more than 3 times the frequency of
cancer of the larynx, more than twice the fre-
quency of urinary bladder cancer, and about
twice the frequency of cancer of the pancreas
that nonsmokers have. Smoking can also in-
crease the risks associated with clther factors.

Higher rates of cancers of the larynx, oraLcav-
ity, esophagus, and liver occur among people
consuming large amounts of alcohol over time.

The connection between cancer and direct radi-
ation exposure both from X-ray equipment and
from sunlight has long been established, and
protective measures have been devised. How-

ever, problems remain in determining safe
levels of exposure to low level radiation ema-
nating from the many sources in the natural
and manmade environment to which an indivi-
dual may be subjected during the course of a
lifetime. Methods to monitor such exposures
are not yet developed.

Occupational exposures to certain chemicals
can cause cancers that are rare in the general
population and can increase the incidence of
common types. For example, plastic workers
exposed to vinyl chloride are at 200 times
greater risk for liver cancer, 4 times greater
risk for brain cancer, and 2 times greater risk
for lung cancer than the general population.
Current epidemiologic evidence builds a con-
vincing case for the carcinogenicity in humans
of 20 chemicals and compounds. More than
2,300 other specific chemicals are suspected
carcinogens.

Potentially carcinogenic industrial and agricul-
tural wastes have polluted the water, thereby
exposing entire communities to increased risks
of cancer. The extent to whi$h hazardous waste
disposal sites may prove to be time bombs in
the future is unknown.

Pollution of the air from automobile exhausts,
burning of fuels, and industrial activities may
be associated with increased lung cancer rates
among the populations of c’ertain communities,
but the relationships are not yet well estab-
lished.

Certain foods–such as fats–and methods of
food preparation–such as charcoal broiling–
are under study as possible risk factors for cer-
tain types of cancers, as are certain methods of
preserving–such as use of food additives and
pickling. The role of fiber in the diet as a po-
tential protective measure is also being
examined.

The significance of family history of cancer
varies among cancer types. Sisters and
daughters of women with breast cancer are
known to be at higher risk of this condition.
For most other types, the connections are not
clear. Since families often share the same
habits and physical environment over long
periods of time, it is difficult to determine how
much clustering of cancer can be assigned to
heredity. The Surgeon General’s report con-
cludes that overall only 1 or 2 percent of can-
cers can be directly attributed to heredity.

The challenge in prevention of cancer is twofold.
Measures taken to reduce factors that constitute
known risks can lower the incidence of certain types
of cancers—lung and other respiratory tract cancers



being prime examples. Physical examinations or
screening to detect and treat the condition before
major spread can prevent death in certain other
types—notably breast cancer and cancer of the repro-
ductive organs.

Since cures are at best uncertain, preventing initial
incidence is preferable. However, notwithstanding
the many risk factors for cancer that have been iden-
tified, many more remain undiscovered. -In addition,
the increased probabilities of cancer incidence when
one or more risk factors interact are only beginning
to be quantified.

In 1977, 30,000 deaths were attributed to cirrhosis
of the liver; of these, more than two-thirds were
among people 25-64 years of age. Figure 10 shows
cirrhosis to be the fourth leading cause of death
among this age group. Alcohol is a contributor to 95
percent of such deaths. As already noted, alcohol is
known to play a significant part in both motor vehi-
cle and other than motor vehicle accidents and homi-
cide, all of which remain important causes of death
among adults in the middle years of life.

Many other acute and chronic health problems for
which risk factors are unknown afflict people in the
middle years without causing death. These include
respiratory infections, digestive disorders, and
arthritis. Periodontal disease is an example of a very
prevalent oral disease, which is the primary cause of
tooth loss in adults over 35 years of age. This disease
can be prevented or controlled through proper,
prompt, and continuing’ personal and professional
care that emphasizes the importance of oral hygiene.

The Surgeon General’s national goal is to improve
the health of adults and, by 1990, to reduce deaths
among people 25-64 years of age by at least 25 per-
cent, to fewer than 400 per 100,000.

The public now has a greater understanding of the
major risk factors that increase the probabilities for
heart disease, cancer, and stroke. Therefore, it is rea-
sonable to assume that present downward trends in
the death rates of heart disease and stroke can be
maintained and that certain cancers can be reduced.
If so, the Surgeon General’s goal will be attainable.

Major Risks to Health of Older Adults–
65 Years of Age and Over

Most Americans 65 years of age and over live in
their own homes and are healthy and independent.
Only 5 percent live in institutions, many only while
recovering from an illness. Nevertheless, the propor-
tion of people with health problems increases with
age. Up to 18 percent of people 65 years of age and
over are in some way limited in their ability to move
around freely; about 30 percent of them report their
health as being poor or only fair, compared with 22
percent of people 44-64 years of age.

The major causes of death and handicap in this
age group are similar to those for adults in the mid-
dle years (figure 11). Heart disease is preeminent,
and cancer and stroke account for very large propor-
tions. Sometimes, these major health problems are
rooted in environmental exposures or lifestyle
behaviors of such long standing that irreversible
damage has been done. Sometimes, however,
preventive interventions may provide a new lease on
life. Such interventions include controlling high
blood pressure, stopping smoking, changing to
healthier diets, and participating in moderate exercise
regimes.

As yet, little is known about the capacity to
reduce risks of heart disease and stroke among older
people. It is encouraging to note that the prevalence
of high blood pressure in people 65-74 years of age
declined from 49 percent to 41 percent between
1960-62 and 1971-74, Premature deaths from
influenza and pneumococcal pneumonia can be greatly
reduced through the administration of vaccines.

A major challenge to prevention in the older age
groups is not just the extension of life but the exten-
sion of years of life that can be lived actively with
pleasure and with minimal dependency.

The decline in death rates among the younger
groups in the population has meant a corresponding
increased proportion in the older groups. Today, the
24 million people of 65 years of age and over consti-
tute 11 percent of the population; by the year 2030,
they will number 50 million and constitute 17 per-
cent of the population. If the Nation has not by then
learned to keep an even greater proportion of the
elderly population healthy and independent than is
the case today, the drain on resources for medical
care will be enormously heavy.

From 1972 through 1977, people in this age group
had an average of about 37 days of restricted activity
resulting from illness or injury—that is, days when
illness or injury restricted their usual activity or con-
fined them to bed–compared with 24 days for peo-
ple 44-64 years of age. Those in the older age group
were confined to bed an average of 14 days out of
the year, compared with 8 days for those in the
younger age group. At least two-thirds to three-
fourths of the days of bed disability result from
chronic rather than acute conditions.

The most frequent chronic conditions and impair-
ments for older people are arthritis, which affects 44
percent, and high blood pressure, which affects 35 per-
cent. Reduced vision affects 22 percent, impaired
hearing 29 percent, and heart conditions 20 percent.
The prevalence of nutritional deficiencies, depression
associated with social isolation, and mental disorien-
tation is not known. However, when individuals are
assaulted with constellations of these problems, over
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Figure 11. Major causes of cleath among persons 65 years of age and over, according to color: United States, 1976

time their resilience and ability to cope can be suffi-
ciently eroded so that they may decline into depen-
dency. A major challenge to prevention is to inter-
vene successfully at various points and at early
enough stages to intercept th[isprocess. Physical and
social risk factors for premature dependency include
the following:

● Social isolation.

. Uncorrected sensory impairment.

● Poor nutrition.

● Overmedication.

Detecting the presence and interaction of these
risk factors during the course of routine contacts
with physicians and other health professionals has
long been advocated (Roemer, 1945). Roemer noted
that physician examinations of older people should
cover all aspects of physical, mental, and social
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health and should include a review of all drugs being
prescribed for and being consumed by the individual.
Such systematic attention should provide the basis
for plans for corrective actions, directly or through
referrals.

Attention to reducing the risk factors for disease
and premature dependency is required to meet the
Surgeon General’s prevention goal for this age
group. The object is to improve the health and qual-
ity of life and, by 1990, to reduce the average annual
number of days of restricted activity by 20 percent,
to fewer than 30 days per year.

Summary

A very large variety of health problems beleaguer
people; however, the majority of deaths and years of
potential life lost, both in the total population and



within each major age group, can be attributed to rel- exists for reducing risks from all of them. The sec-
atively few causes. The major threats are from heart tion to follow shows the extent to which these same
disease, cancer, stroke, accidents and violence, and health problems are associated with cost of health
conditions leading to infant mortality. Ample room care and with other societal costs.
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SECTION II: The Economic Burden That prevention
Could Reduce

Overview

Measuring the dollar costs associated with failures
of disease prevention and health promotion conveys
only a partial picture of the full burden on society.
The pain and suffering associated with avoidable ill-
ness and early death are enormous. These human
costs are incalculable. Even the economic costs, that
is, the dollars associated with avoidable illness and
early death, cannot be calculated with complete accu-
racy. It is impossible to determine exactly the extent
to which disease could be prevented or ameliorated
by reducing identified risk factors. The facts are clear
for certain conditions, such as cancers of the respira-
tory tract, spinal cord injuries from motor vehicle ac-
cidents, and certain types of birth defects. But for
many diseases, most notably heart disease and
stroke, it is as yet impossible to predict the extent of
reduction in incidence that could be expected to ac-
company marked reduction in known risk factors. In
addition, the methodologies for estimating the costs
of disease are at varying stages of development.
Nevertheless, given the large share of the Nation’s
expenditures for health care and for the support of
dependent people with major health problems, a re-
view of what is known is in order.

Considerable progress has been made in develop-
ing methodologies by which to calculate the eco-
nomic costs that occur in consequence of illness and
death: the dollars spent directly on medical care
(direct costs) and the dollars lost from earnings that
are forgone by people who are ill or disabled or who
die prematurely (indirect costs) (Rice, 1966; Cooper
and Rice, 1976; Paringer and Berk, 1977; Smart and
Sanders, 1976; Thompson and Mills, 1978). Total
cost estimates vary considerably depending on the
particular method used, the assumptions made, and
the categories of costs included in the calculation. In
turn, the choice of method in any instance depends
on its suitability for the particular type of problem
being addressed and the data that are available with
which to address it. For purposes of this report, it is
not necessary to compare the various methodologies
in detail. Rather, after a general explanation of the

way costs are calculated, results of several studies are
used to illustrate the general magnitude of the costs
associated with conditions that are at least in some
part preventable and to show the relative share of
these costs that are attributable to each of these
disease categories.

The following brief review draws first on analyses
performed by the Public Services Laboratory at
Georgetown University on 1975 data. These analyses
allow for the calculation of the year’s costs of morbi-
dity and mortality for all,the broad disease categories.
The review also draws on a new analysis of cancer
costs in the United States for 1977 by the National
Center for Health Statistics and on a recently com-
pleted 3-year study of motor vehicle accident inju-
ries, cancer, and selected circulatory system disorders
conducted for the Insurance Institute of Highway
Safety by Policy Analysis, Inc., in Boston. The
specific conditions analyzed in these studies together
account for a very large share of medical costs and of
costs of future earnings forgone resulting from disa-
bility or untimely death.

Direct and Indirect
Illness and Death

costs of

The same relatively few diseases and conditions
that account for a huge proportion of all deaths in
the United States also account for a lion’s share of
the economic burden. To illustrate, in the matter of
direct costs for hospital inpatient care alone, diseases
of the circulatory system (heart disease and stroke),
cancer, accidents, and violence accounted for about
38 percent of the days patients spent in short-stay
hospitals in 1977. In actual numbers, they accounted
for almost 100 million days and $17.2 billion of hos-
pital care costs. Unfortunately, the costs of physi-
cians’ services, drugs, and many other elements of
sickness are more difficult to allocate to specific
categories of disease. Thus not all studies attempt to
estimate them.

The indirect costs of illness and death from
diseases and conditions that are in some degree
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preventable are also staggeringly large. Losses are
based on average earnings by age and sex provided
by the U.S. Bureau of Labor Statistics, adjusted for
wage supplements such as employer contributions for
social security insurance, ,private pensions, and wel-
fare funds. Cross-sectional profiles of average earn-
ings by age for each sex are used to estimate lifetime
earnings. In applying these cross-sectional data, it is
assumed that the future pattern of earnings for an
average individual within a.sex group will follow the
pattern of differential earnings by age reported by the
Bureau of Labor Statistics during the base year. This
model recognizes that the average individual’s earn-
ings may rise with age and experience.

The use of these average earnings based on cross-
sectional surveys would understate the present value
of expected lifetime earnings if future economic
growth patterns were not taken into account. Thus
economists estimate and project an average annual
rate of gain in productivity and apply it to the cross-
sectional earnings profiles. These estimates of life-
time earnings also take into account varying labor
force participation rates. The assumption is that indi-
viduals will be working and productive during their
expected lifetimes in accordance with the current
pattern of labor force participation for their sex and
age group.

Using marketplace earnings alone would underes-
timate the full economic loss resulting from illness
among women; thus the value of household work
must be added to earnings. Based on a time-motion
study of housewives, the relevant market wages for
various services performed can be multiplied by the
time required for doing that service to obtain an esti-
mate of the cost of replacing the housewife’s duties
with person-hours from the labor force (Walker and
.Gauger, 1973). Imputed household values ph.Is
marketplace earnings give total earnings, which are
used to compute the present value of lifetime
earnings.

The arithmetic sum of lifetime earnings and other
indirect costs is considered to overstate the current
economic value of individuals with a given disease or
condition. Thus a discount rate is applied to convert
the projected stream of earnings into a figure
designed to represent the present value of these
earnings. While economists agree on the principle of
discounting, controversy surrounds the choice of the
particular discount rate to be employed. Customarily,
discount rates employed in calculations of the in-
direct costs of premature death or disability range
from a low of 2 percent to a high of 10 percent. The
higher the discount rate selected for a calculation,
the lower the projected economic cost of a disease
will be. The estimates quoted in the following pages
are derived from calculations that employ the most
conservative rate, 10 percent. Although this method

of costing illness and disease admittedly is incom-
plete, it allows at least some calculation and compari-
son to be made of the dollar costs of different
illnesses.

Costs Attributable to Deaths
Occurring in a Single Year

Table A displays data on the direct and indirect
costs associated with the prevalence of four major
causes of death: diseases of the circulatory system,
with heart disease and stroke separately displayed;
neoplasms; accidents, poisonings, and violence; and
diseases of the respiratory system. Together, in 1975,
they amounted to $110.8 billion, or 46 percent of the
$238.9 billion total cost of illness in that year.

Of the $118.5 billion of direct costs attributable to
the health care of all patients during 1975, 30 per-
cent, or approximately $35.6 billion, was for the care
of patients with diseases of the circulatory system,
neoplasms, accidents, poisonings, and violence, and
diseases of the respiratory systems. Of the $120.4 bil-
lion of indirect costs conservatively attributable to
premature mortality and morbidity from all diseases
and conditions, 62 percent, or $74.6 billion, was for
these same major disease categories.

In section I, discussion of challenges to prevention
focused on outcomes of poor health expressed in
terms of premature death. Table A, however,
separates the indirect costs due to illness (morbidity)
from those due to death (mortality). As would be
expected, the percentage of indirect costs associated
with premature death is especially high for heart
disease and neoplasms. It is also high for the
category accidents, poisonings, and violence—
phenomena disproportionately concentrated in
younger age groups. The indirect costs associated
with deaths from respiratory illnesses are low be-
cause mortality, principally from pneumonia and in-
fluenza, is concentrated in higher age groups. On the
other hand, the direct costs associated with respi- “
ratory illness are higher than those from accidents.
The difference is accounted for by the large amount
of medical care given for short-term respiratory
illnesses, many of which are not currently
preventable.

The low proportion of indirect costs of morbidity
from cancer and other neoplasms reflects the fact
that the period of total disability from these condi-
tions is usually short. Nevertheless, in absolute
terms, the costs are high. The direct and indirect
costs together for 1977 were estimated to total more
than $25 billion, of which $5.8 billion was spent for
care in short-stay hospitals and $1.6 billion for physi-
cians’ services. Table B sets forth these costs accord-
ing to selected sites of cancer and nonmalignant
neoplasms.
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Table A. Estimated costs of illness, according to type of cost and major disease category: United States, 1975

All costs Indirect costs

Disease category Direct
Amount Percent costs

in distri- Tots/ Morbidity
billions

Mortality
bution

Total ......................

Amount in billions

$238.9 . . . $118.5 $120.4 $57.8 $62.5

All diseases .........

Percent distribution

. . . 100.0 100.0 100.0 100.0 100.0

Diseases of the
circulatory system .....

Stroke .......................
Heart and other .......

All neoplasms .................
Accidents, poisonings,

and violence ................
Diseases of the

respiratory system .....
All other ...........................

45.7 19.1 13.5 24.7 15.1 33.5
6.1 2.5 2.2 2.9 0.6 5.0

39.6 16.6 11.3 21.8 14.5 28.5
16.9 7.9 4.4 11.3 1.9 20.1

27.5 11.5 5.8 17.1 9.8 23.9

18.7 7.8 6.4 9.2 14.8 4.2
128.1 53.6 69.9 37.7 43.3 18.3

NOTE: Discounted at 10 percent. All costs in 1975 dollars

SOURCE: (Paringer and Berk, 1977)

Table B. Expenditures for and indirect costs of mortality from neoplasms, according to type of neoplasm:
United States, 1977

Type of neoplasm

Expenditures for–
Indirect costs

of mortality

Short-stay Physician
hospital care services

Amount Percent

Amount Percent
in

Amount
distri-

Percent millions bution
in distri- in distri-

millions bution millions bution

All neoplasms ............. $5,768.1 100.0 $1,560.7 100.0 $18,543.1 100.0

Malignant
Respiratory system .......
Skin .................................
Breast ..............................
Female genital organs..
Male genital organs .,..,.
Digestive organs ...........
Leukemia ........................
All other ..........................

Benign and unspecified ......

632.8
125.5
479.6
412.7
256.8
956.0
164.2

1,591.2
1,149.4

11.0
2.2
8.3
7.2
4.5

16.6
2.8

27.6
19.9

97.7
57.8

105.6
92.6
64.2

143.0
29.9

324.7
645.2

6.3
3.7
6.8
5.9
4.1
9.2
1.9

20.8
41.3

4,764.0
413.5

2,010.7
1,215.1

435.5
4,100.9

851.5
4,480.0

271.9

25.7
2.2

10.8
6.6
2.3

22.1
4.6

24.2
1.5

NOTE Discounted at 10 percent. All costs in 1977 dollars.

SOURCE: Division of Analysis, National Center for Health Statistics.

Cancers of the respiratory organs (trachea,

bronchus, and lung) are closely associated with

smoking and other identified risk factors and could
be preventable to a large degree. As table B shows,
these cancers accounted for more than $1 in every
$10 spent for hospital care for cancer patients during
1977, at a cost of $633 million. Physicians’ services
for these cancers cost $98 million. The indirect costs

for cancers of the respiratory organs, $4.8 billion, ac-
counted for more than one-quarter of all indirect
costs due to cancer. This is largely explained by the
high incidence and mortality of lung cancer among
men during productive periods of their lives.

Excessive exposure to sunlight has been identified
as a risk factor for skin cancer. Direct costs for skin
cancer amounted to $126 million for hospital care
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and $S8 million for physicians’ services. Indirect
costs were $414 million. Fortunately, this form of
cancer is slow in growing and is amenable to treat-
ment; thus mortality rates and indirect costs are low.

Occupational and environmental hazards are
known to contribute to cancers of the bladder and
other sites. However, the extent of the contribution
has not been sufficiently determined to permit esti-
mation of the associated costs.

Lifetime Costs of Selected
Conditions

Up to this point, the discussion has reviewed the
results of studies that focused on the costs due to”the
prevalence of all cases of a particular condition or
conditions during a given year. In this approach, the
analyst calculates the medical expenses of all cases
prevalent in a particular reference year and assigns
indirect costs from future earnings forgone due to
mortality back to that year. Estimates derived from
this method provide a useful overview of costs attri-
butable to various diseases and conditions at any
given point in time as well as the relative costs attri-
butable to different conditions at that time.

It is also important to know the lifetime costs as-
sociated with the incidence of disease, or the cost per
new case of disease from onset until cure or death,
so that the savings or benefits of preventing a new
case of disease can be estimated. Lifetime costs per
case are difficult to estimate. They require calcula-
tions that take into account the likely course of a
disease, the type, volume, and cost of medical care
that will be used, the amount of disability and
debility, the time between onset and cleath or cure,
and the impact of morbidity and mortality on earn-
ings. These factors vary greatly even within a specific
disease category such as cancer, where they will
depend on organ site, histological type of cellular
change, and stage of disease development when
treatment starts. Limitations of data and knowledge
preclude the estimation of many of these factors. The
incidence method of disease costing, under develop-
ment for several years by Policy Analysis, Inc., pro-
vides estimates of the economic benefits that might
be gained in the future by altering the number of
new cases that occur. This type of analysis is also
useful for looking at the economic consequences to
society of the failures to take advantage of known
prevention measures.

The conceptual differences between prevalence
and incidence cost estimates are clear. Each has ad-
vantages for different purposes. But because they
measure difierent aspects of the costs of disease
phenomena, the resulting estimates should not be
compared. In addition, methods for obtaining both
types of estimates rely on less than perfect data and

of necessity employ simplifying assumptions. There-
fore, they can be relied on to provide only broad es-
timates of the types of costs they attempt to
measure.

Results of Policy Analysis, Inc., studies of the life-
time costs of spinal cord injuries, coronary heart
disease, and stroke are summarized in the tables to
follow. The 10-percent discount rate is again em-
ployed, making the cost estimates most conservative.

Spinal Cord Injuries

Table C displays data on the lifetime costs ex-
pected to be generated by the 5,315 people who
became the victims of spinal cord injuries in motor
vehicle accidents during 1974. These estimates
include costs for persons who died immediately or
shortly after the accident.

This table displays the items often included in cal-
culating direct medical costs and summarizes the in-
direct costs associated with the injuries to members
of this cohort of people. Direct health costs equal al-
most $200 million, and indirect costs equal almost
$360 million.

Coronary Heart Disease

Table D presents in summary form the estimated
lifetime costs of coronary heart disease for those who
suffered initial attacks, both fatal and nonfatal, in
1975.

Table C. Estimated lifetime costs of spinal cord injuries,
including mortality, related to motor vehicle accidents
occurring in 1974, according to type of cost: United
States, 1974

Type of cost Lifetime
costs

Amount in millions

Total ......................................................... $558.7

Direct costs ................................................ 198.9

Initial hospitalization ........................................
Institutional and attendant

care .................................................................
13ehospitalization ...............................................
Drugs and medical supplies ...........................
Miscellaneous ...................................................
Home modifications ..........................................
Medical equipment and

appliances ......................................................
Vocational rehabilitation ..................................
Emergency assistance .....................................

69.6

47.1
31,6
18.1
10.8

9.9

6.2
3.6
2.1

Indirect costs ............................................. 359.8

Forgone productivity ........................................ 340.4
Legal and court services ................................. 15.6
Insurance administration ................................. 3.9

NOTE: Discounted at 10 percent. All costs in 1974 dollars. Estimatea
based on 5,315 casea, the total occurring in 1974.

SOURCE: (Smart and Sanders, 1976)
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Table D. Estimated lifetime costs of coronary heart
disease that had onset during 1975, according to sex
and type of cost: United States, 1975

Type of cost

Sex
Total Direct Indirect

Amount in billions

Both sexes.. $10.4 $2.2 $8.2

Male ....................... 8.4 1.5 6.9
Female ................... 2.0 0.7 1.3

NOTE: Discounted at 10 percent. All costs in 1975 dollars.

SOURCE: (Hartunian, Smart, and Gad, 1978)

Of the $2.2 billion in direct health costs for
coronary heart disease, two-thirds can be assigned to
men, reflecting lower incidence rates among women
than among men in the younger age groups. This
lower incidence is also reflected in some of the wide
discrepancies between men and women in respect to
indirect costs. However, the low monetary value that
economists traditionally assign to the housekeeping
functions of women are other explanatory factors as
well as the lower wages currently characteristic of
women in the marketplace.

Stroke

The consequences of stroke are particularly tragic
for younger and middle-aged people. Table E displays
the estimated lifetime costs attendant on strokes that
occurred during 1975 in the population under 65
years of age. Of the $6.6 billion in total costs associ-
ated with stroke occurring to young and middle-aged
people, a larger share is attributable to men than to
women. The difference between their direct health
costs is minor; almost all the disparity is explained
by difference in indirect costs based on earnings
forgone.

Costs Associated With Lifestyle
and Environmental Hazards

Alcohol Abuse

One risk factor–alcohol abuse–has been identi-
fied with a variety of health problems, including ac-
cidents, cirrhosis of the liver, certain types of cancer,
and homicide and other forms of violence. Table F
displays the proportion of total health expenditures
for adults in the United States that can be attributed
to alcohol abuse. Treatment of conditions associated
with alcohol abuse accounted for $1 of every $5 the
Nation spent on hospital care for adults in 1975, with
the bill estimated to be $8.4 billion. Other expendi-
tures for treatment of health problems associated
with alcohol abuse added another $4.3 billion.

To construct a comprehensive estimate of the so-
cietal costs of alcohol abuse is a highly complex task,
requiring calculations of projected earnings forgone.
In addition, calculations must be made of the costs
of economic dependency among the families of al-
coholics as well as a share of the costs of the police,
courts, and corrections systems, and many other as-
pects of public spending. The Policy Analysis, Inc.,
study calculated that the social responses to alcohol
abuse cost the Nation about $2.7 billion in 1975. The
major components of these costs were extra costs for
the social welfare system ($1.3 billion), for fire pro-
tection ($392 million), and for the criminal justice
system ($930 million). The Alcohol, Drug Abuse,
and Mental Health Administration is now studying
the costs of alcohol abuse, drug abuse, and mental
illness. These illnesses often occur simultaneously,
and it is hoped this study will provide estimates of
the separate and joint costs of these illnesses.

Table E. Estimated lifetime costs of strokes occuring in
1975 to persons under 65 years of age, according to
sex and type of cost: United States, 1975

Type of cost

Sex
Total Direct Indirect

Amount in billions

Both sexes.. $6.6 $1.5 $5.1

Male ....................... 4.5 0.9 3.6
Female ................... 2.1 0.6 1.5

NOTE Discounted at 10 percent. All costs in 1975 dollars.

SOURCE (Thompson and Mills, 1978)

Cigarette Smoking

Cigarette smoking is the chief cause of lung cancer
in the United States and a major contributor to
deaths from certain kinds of cancer, heart disease,
chronic lung disease, and other diseases. It has been
described as the chief preventable cause of death in
our society. A number of attempts have been made
to assess the costs due to smoking. One recent esti-
mate placed direct health care costs at $8.2 billion in
1976, indirect cost at $19.1 billion, and property loss
at $176 million (Lute and Schweitzer, 1978).

Work-Related Injuries and Deaths

The direct and indirect costs of occupational ac-
cidents are estimated at $20.7 billion per year. Dur-
ing 1976-77, the number of work-related injuries in-
creased from 5.0 million to 5.3 million and the
number of workdays lost increased from 32.5 to 35,2
million.
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Table F. Estimated national health expenditures due to alcohol abuse among persons 16 years of age and over,
according to type of expenditure: United States, 1975

Type of
health

expenditure

All
health

expenditures

Expenditures
due to

alcohol abuse

Expenditures due
to alcohol abuse

as percent of
total expenditure

Amount in billions Percent

Total ........................ $105.6 $12.7 12.1

Hospital care .................... 42.3 8.4 19,9
All other ............................. 63.3 4.3 6.8

SOURCE: (Berry et al., 1977)

Air Pollution

Although there are few national estimates of the
health cost of air pollution, Lave and Seskin (1977)
estimated that costs of health effects of air pollution
in 1970 totaled $4.3 billion. Current gaps in our
knowledge of the cost anal health effects of environ-
mental hazards will be partly overcome by fulfillment
of the mandates of the Health Services Research,
Health Statistics, and Health Care Technology Act of
1978 (Public Law 95-623). This law irequires that an
ongoing study of the costs of the health effects of all
environmental hazards resulting from human activity
be jointly conducted by tlm Secretary of the Depart-
ment of Health and Human Services and the Insti-
tute of Medicine of the National Academy of
Sciences.

Summary

In summary, a very large portion of our national
health expenditures is spent on the direct health care
costs of conditions for which prevention is to some
degree possible. The Nation also bears a heavy bur-
den of indirect costs from such conditions. If preven-
tive actions were successful in cutting direct and
indirect cost expenditures by only 10 percent, reduc-
tions would still equal billions of dollars. The amount
of net savings would, of course, depend on the initial
cost of investments in prevention, their rate of re-
turn, and the continued cost of prevention mainte-
nance over time.
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SECTION III: Successes, Failures, and Gaps in
Prevention and Control

Overview

This section presents recent trends in death rates
for conditions where prevention is possible to vary-
ing degrees. It then reviews what people perceive to
be threats to their health, what they believe they in-
dividually should and can do to promote their health
by changing elements of their lifestyle, and what
they actually have done or have left undone in these
respects. Much of the information on attitudes and
behavior change is derived from surveys conducted
in 1978 by Louis Harris and Associates, Inc.;
Yankelovich, Skelly, and White; and the National
Survey of Personal Health Practices and Health
Consequences, conducted among adults 20-64 years
of age by the National Center for Health Statistics
(NCHS) during 1979.

Data from a variety of sources are then presented
that reflect achievements and gaps in people’s use of
preventive health services, including early detection
and treatment of disease, and in reduction of risks of
violent death. Unfortunately, absence of data makes
it impossible to report similar analysis of achieve-
ments and gaps in efforts to reduce risks from haz-
ards in the environment.

Recent, Encouraging Trends in
Death Rates

During the 1950’s, the age-adjusted death rates
for most of the leading causes remained at fairly
steady levels. As data in figure 12 show, death rates
for heart disease, stroke, and accidents declined
slightly, and those for influenza and pneumonia in-
creased slightly. However, cancers of the respiratory
system increased by about 50 percent during the
period, and cirrhosis of the liver increased about 25
percent.

During the 1960’s, the rates for heart disease,
stroke, and influenza and pneumonia declined and
accident rates fell markedly. In contrast to these
favorable trends, death rates for cancers of the
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Figure 12. Age-adjusted rates for selected causes of
death: United States, selected years 1950-77
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respiratory system and cirrhosis of the liver contin-
ued to increase sharply.

The early years of the 1970’s have been ones of
great progress. Heart disease mortality decreased by
about the same amount during the first 7 years of
this decade (17 percent) as it did during the 20-year
period from 1950 to 1970. Other notable reductions
during the 1970’s were as follows: 27 percent for
stroke; 18 percent for accidents; and 36 percent for
influenza and pneumonia. The 1970’s also witnessed
a decline of 11 percent in cirrhosis deaths, following
the long period of increasing rates.

Total cancer mortality, not shown in figure 12, has
decreased for the population under 45 years of age
and has recently begun to decline for those 45-49
years of age. However, the rate for lung and other
cancers of the respiratory system has continued to
rise precipitously. The death rate for these cancers
among men exceeds those for any clther cancer site.
While the rate has been lower among women, by
1983 it is expected to exceed that from breast cancer,
the current leading cause of cancer deaths among
women.

No simple explanations, exist for the encouraging
direction of most of these trends. As with the past
conquests of the communicable diseases, many fac-
tors are responsible. For example, improved death
rates for heart disease undoubtedly reflect some
combination of reduction of risk factors in the popu-
lation (due in large part to education by the media
and schools and at the worksite), better emergency
medical services, better technology of medical care,
and more attention to rehabilitation, On the other
hand, the rise in death rates for cancers of the
respiratory system does reflect increased exposure to
risks.

People’s Attitudes Toward Health

A recent survey by Harris (1978) indicates that
more than 50 percent of Americans are much more
concerned about preventive health tham they were a
few years ago. This new concern with prevention is
especially evident among leadership groups. In 1978,
about three-fourths of business executives and union
officials surveyed by Harris stated that the top
management of their organizations were more con-
cerned with preventive health today tham they were 5
years previously. About 80-90 percent of the same
group stated that our health system should give more
emphasis to preventive medicine and less to cura-
tive; among the general public, 42 percent responded
in this way (Harris, 1978).

The extent to which people actively pursue change
in the interest of promoting or preserving health is a
function of what factors they perceive as important
to change and how difficult they find it to accomplish

the particular change. The diseases and
Americans most greatly fear are cancer,
accidents.

conditions
heart, and

Americans today perceive that the principal
threats to health arise from both environmental and
lifestyle hazards. Out of a list of 30 possible health
threats, those identified most often in 1978 were as
follows (Yankelovich, Skelly, and White, 1979):

Possible threats Percent

Industrial waste .................................. 59
Pollution ............................................ 58
Marijuana ........................................... 58
Cigmettes ........................................... 55
Crash diets ......................................... 55
Diet pills ............................................ 52
Overweight ......................................... 52
Pesticides ........................................... 47
Tranquilizers ...................................... 43
Cholesterol ......................................... 42
Liquor ................................................ 41
Nuclear power plants .......................... 40

Most major risk factors are included in these 12 pos-
sible threats to health but not necessarily in the
order of importance suggested by current evidence.

Another way of learning what people perceive as
important to promoting good health is to ask them
what they would like to do to set a good health
example for their families. Adults replied to this
question on the Yankelovich survey, as follows:

Good health habits Percent

Stop smoking ................................... 29
Exercise regularly each week ........... 19
Stay calm, not lose their tempers ..... 18
Lose weight ...................................... 15
Cut back on sweets .......................... 13
Eat more balanced diets ................... 12

Other respones–each 9 percent–included going
for physical checkups, not putting off going to the
doctor, and being more cheerful. Contrary to demon-
strated evidence, people did not perceive the use of
seat belts while driving to be important.

Do people believe that good health is a matter of
luck or fate? Or do they believe that it is a matter
over which they have some control? The data in fig-
ure 13 show that about half the population believes
that the individual has “a great deal” of control and
that only about 10 percent believes that the indivi-
dual has “very little” or “none at all.” About 60
percent of adult family members surveyed by
Yankelovich believed that being healthy requires that
the individual work at it and take a preventive
approach to health care; the rest took good health for
granted and dealt with health problems on a crisis
basis (Yankelovich, Skelly, and White, 1979). When
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Figure 13. “How much control do you think you have over your future health?” Responses by adults 20-64 years of age,
United States, 1979

directly questioned, however, 92 percent agreed with their communities, close to half who knew about a
the statement, “If we Americans ate more nutritious
food, smoked less, maintained our proper weight,
and exercised regularly, it would do more to improve
our health than anything doctors and medicine could
do for us” (Harris, 1978).

Most people try to change lifestyles on their own,
but many look to health education programs for
information and specific skills. According to a survey
conducted in nine cities during 1977-78, urban
Americans are interested in health information and
education programs (American Hospital Association,
1978). Although 62 percent of the respondents were
unaware of the existence of any such programs in

program reported that they had participated in it
(American Hospital Association, 1978). The most
frequently mentioned programs were for cardiopul-
monary resuscitation (9 percent) and first aid (6 per-
cent). Forty-two percent of the respondents who
knew about a health education program learned
about it from the media, 16 percent from a friend or
relative, and only 6 percent from their personal phy-
sicians. Asked what types of programs would be of
most interest, respondents rated stress reduction and
home accident programs highest.

According to the Yankelovich survey, 46 percent
of American adults reported recently changing the
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lifestyles of themselves and their families in the
interest of good health (1979). Furthermore, a
surprising 70 percent of adults reported that follow-
ing a good health routine is easy, “It just requires
willingness and determination. ” CMy 30 percent
reported, “It takes too much dedication and
discipline.”

In summary, people appear to recognize that
smoking, overweight, risky driving, stress, alcohol
abuse, and lack of physical exercise are potential
threats to their health that they can control.

Lifestyle Characteristics and
Attempts at Change

People appear to be reducing certain potentially
harmful personal habits rather than increasing them.
As data in figure 14 show, trends are toward fewer
smokers, ‘lower per capita consumpl ion of tobacco
and high cholesterol foods, reduced cholesterol lev-
els, lower rates of untreated hypertensives, and a
marked increase in the percent of adlults who regu-
larly exercise. The percent of adults who are heavy
drinkers has not changed in recent years. The only
increasing trend was in smoking among teenage girls,
although the most recent data indicate no further
increase. While the overall picture is encouraging,
there is potential for far greater reductions in many
of these risk factors than has been achieved so far.
Some changes in particular lifestyle characteristics
deserve further note.

Smoking

No single measure would lengthen the life or
improve the health of Americans more than elim-
inating cigarette smoking (Richmond, 1!980). The per
capita consumption of tobacco has declined steadily
since 1973, and it is now at the lowest level of the
century. Today there are over 30 million exsmokers.
The percent of all adults who smoked regularly was
33 percent in 1979, the lowest in more than 30 years.
The rates of smoking among adult men declined
from 53 percent to 38 percent during 1965-79, and it
has been declining among teenage males since 1970
and among teenage females since 1974 (National
Institute of Education, 1979).

In the past, adult women smoked at far lower
rates than men, which was reflected in their far lower
death rates from lung cancer. Women did not begin
smoking in significant numbers until World War II.
However, the proportion of adult women who smoke
has been declining. Because of the long latency
period for lung and other cmcers of the respiratory
system and for chronic obstructive lung disease, the
outcomes in death rates, which rose so precipitously

for men during the 1960’s and early 1970’s, are only
now beginning a similar rise among women. On the
other hand, smoking rates among men began to de-
crease about 10 years ago, and within the past few
years the increases in the death rates for cancers re-
lated to smoking have begun to slow down.

Smoking is a notoriously difficult habit to break;
often many attempts must be made before success is
attained. In 1979, 53 percent of women smokers and
45 percent of men smokers reported that they had
made a serious attempt to stop smoking during the
previous 2-year period (NCHS, 1979a).

Overweight

During the last 80 years, the mean body weight of
the total U.S. population has steadily increased. For
people 20-74 years of age, 14 percent of men and 24
percent of women are significantly overweight, that
is, they are more than 120 percent of desirable
weight for their height and sex. There is little differ-
ence between the rates of significant overweight
between black men and white men, but black women
are about a third more likely to be overweight than
white women. Forty-six percent of American adults
perceive themselves to be overweight. However,
only a third of all adults actually know the recom-
mended weight for their own height and age.

The United States appears to be a nation of
dieters. According to the Harris survey of 1978, 16
percent of all adults stated that they were currently
on a diet, and another 31 percent reported that they
had dieted in the past. On the other hand, 53 percent
had never dieted, and among this group, 44 percent
were to some extent overweight (Harris, 1978). Ac-
cording to another recent survey, 1 out of every 4
adults said they were watching their calorie intake
more carefully than in 1977 (Yankelovich, 1979).

Nutrition Consciousness

Americans appear to be increasingly concerned
not only about the amount of food they eat but also
about its content. In 1978, 1 of every 4 adults re-
ported that they were eating more nutritious food
than they ate in 1977 (Yankelovich, 1979). For
clues as to dietary practices and foods that are
presently being avoided, the same survey indicated
that more than 80 percent of the adult population
believed that cholesterol and fat posed a great degree
or some degree of threat to health. About 70 per-
cent thought that salt posed some threat.

The increasing consumer attention to diet is un-
doubtedly responsible for the fact that mean serum
cholesterol levels in the U.S. population dropped
about 12 percent for men and 22 percent for women
between the early 1960’s and early 1970’s.
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Lifestyle behaviors and tinw period
Increased risk Reduced risk

Percent of cigarette smokers Percen r chmrgs

Adult males, 20 years and over -28
(1 965-79)

Adult females, 20 years and over
(1965-79)

-13

Teenage boys, 12-18 years -20
(1968-79)

Teenage girls, 12-18 years
(1 968-79)

+61

Per capita consumption of-

TobeCCO (1 965-79) -16

Fluid milk and cream (1 965-79) -21

Butter (1 965-79) -28

Eggs (1 965-79) -10

Psrcent of adults who are heavier o
drinkersl (1 971-76)

High serum cholesterol
(260 mg/100 ml plus)

Adult males, 18=74 years -12
(1 960-61 - 1971-74]

Adult females, 18-74 years -22
(1960-62 - 1971-74)

Untreated hypertension

Adults 18-74 years -10
(1 960-62-197 1-74)

Percent of adults who exercise +9:
daily (1961 -80)

12 or more drinks per day or 14 or more drinks Per week.

SOURCE: Compiled by Division of Analysis, National Center for Health Statistics.

Figure 14. Trends in lifestyle behaviors that affect health

Risky Driving A 1974 survey by the Insurance Institute for High-
way Safety found proper child safety restraints in use

At the other extreme, only a small percent of for only 7 percent of the almost 9,000 automobile
Americans take active steps to reduce risks to them- passengers under 10 years of age included in the sur-
selves and their children from the hazards of death vey (Williams and Zador, 1977).
and disability from car crashes. Although all newer To an unknown extent, teenagers continue to
models of automobiles are equipped with seat belts, combine drinking and driving. The motor vehicle
only 20 percent of the driving population uses them. accident death rates for people 15-19 years of age
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show marked discrepancies between youths of dif-
ferent sexes and colors. As the data in figure 15 indi-
cate, other than white youth of both sexes had less
than half the rates of death of white youth. The
lower proportion of deaths amon,g other than white
youth may be explained by less easyaccess to cars in
inner cities; the lower proportion of deaths among
females may be due to their generally lower propen-
sity to alcohol abuse and risk-taking behavior.

80

70

60

50

40

30

20

10

9

//”
e

White

male

●**

●+ .**” ●+
●* %+

●**

4)””**
+++

. . . . ..**””

@
‘bAll other

male

---Q
~ White

/’

female

,/

#d

,/’

*4

,&~m-,

./” o
,,(r All other

●e female

0“ R

1950 1960 1970 1977

SOURCE: National Center for Health Statistics: com-
puted by Division of Analysis from data cwnplied by Division
of Vital Statistics.

Figure 15. Death rates for motor vehicle accidents among
persons 15-19 years of age, according to color and sex;
United States, selected years 1950-77

Stress amd Hazards on thle Job

The extent to which stress at work may contribute
to poor health is only beginning to be explored sys-
tematically. Preliminary evidence indicates that inap-
propriately managed stress is linked to increased
risks of heart disease and stroke. More than 1 in 4
men who work report that they are under a great
deal of emotional stress from their jobs; about 1 in 3
women report the same (NCHS, 1979a). Another
large proportion, 50 perctmt of men and 45 percent
of women, report that they are under some stress.

No national surveys have reported the types of
environmental hazards that American workers
believe they are exposed to in their work environ-
ment and the degree of risk to which they are
exposed. However, in 1979, 12 of every 100 male
workers reported that at some point in their lives
they had changed jobs because of concerns about
occupational hazards or dangers to their health.
Among women, the rate was only half as great
(NCHS, 1979a).

Misuse of Alcohol and Drugs

An estimated 10 percent of the adult population
have drinking problems, and 16 percent of all adults
report that they or someone in their family drinks
more than they should (National Institute on Al-
cohol Abuse and Alcoholism, 1978; Harris, 1978).
Among survey respondents reporting excessive
drinking in their families, only 19 percent thought
that the person concerned had ever gone to a friend,
a relative, or a professional of any kind for advice or
help. In about a quarter of the families reporting al-
cohol problems, drinking had interfered with the
person’s job, with higher rates being reported among
high income and low income families (Harris, 1978).

Only a small proportion of people, approximately
7 percent of males and 5 percent of females, stated
that they had changed their drinking patterns during
the past 2 years because of health (NCHS, 1979a).
These findings are consistent with the results of
other national surveys and with beverage sales data,
which show that per capita consumption of absolute
alcohol did not change markedly during 1971-78.
Data from other surveys show that among adoles-
cents there has been no change in peak quantity
(five or more beers at a time) consumed or in regu-
larity of drinking during 1974-78.

Heroin-related medical problems declined dramati-
cally from 1976 to 1978, and barbituate-related mor-
tality declined from more than 2,600 in 1970 to less
than 1,300 in 1976. On the other hand, the propor-
tion of adolescents reporting current use of mari-
juana has been rising continuously over the last dec-
ade, increasing from 12 percent in 1974 to 16
percent in 1977.

Exercise and Fitness

Survey data about the amount of exercise people
regularly get may understate the true case because a
sizable proportion of the population engages in physi-
cal activity on the job. Twenty-four percent of men,
but only 10 percent of women, report a great deal of
physical activity at work. Another 26 percent of men
and 18 percent of women report some job-related
physical activity (NCHS, 1979a).

Addressing the question’ of nonwork-related exer-
cise, the 1978 Yankelovich survey found that adult
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family members fall into two distinct groups: 36 per-
cent, more than 1 in 3 aduIt family members, get
some planned physical exercise at least several times
a week; the remaining 64 percent exercise only occa-
sionally or pay no attention to fitness at all. Despite
the increased attention paid to running and to physi-
cal fitness in general, this survey found that family
members who were exercising more than they did a
year previously, 24 percent, barely outnumbered
those who exercised less, 21 percent (Yankelovich,
1979).

Those who exercise regularly are almost equally
divided between men and women. They tend to be
more concentrated among people 18-34 years of age
and those 65 years of age and over. Among this
older group of the population, a surprising 39 percent
reported engaging in regular exercise (Yankelovich,
1979).

The 1978 Harris survey found that more affluent
people are more likely to engage in regular exercise.
Only 24 percent of adults m households with an in-
come of less than $7,000 a year reported exercising.
The percent rose to 56 in households earning
$25,000 a year or more; among business leaders, it
was a startIing 75 percent (Harris, 1978).

Social Supports

Recent studies indicate that single people who live
isolated, friendless lives are at a significantly greater
risk of ill health and death than are people with a
close network of relatives and friends whom they see
often or than are people who actively engage in com-
munity activities. In fact, the absence of such social
support systems appears to constitute just as strong a
risk factor for premature death as do the factors of
diet, exercise, and the absence of other more widely
recognized attributes of healthy lifestyle (Berkman
and Syme, 1979).

The 1979 NCHS survey found that about 6 per-
cent of the population visited with friends or rela-
tives less frequently than once a month, and men
and women were the same in this respect. On the
other hand, about 70 percent of the population
visited with close friends and/or relatives once a
week or more frequently. Thus, although social isola-
tion is a problem for a small segment of the popula-
tion, it does not appear to be so for the majority.

Use of Preventive Services

The effectiveness of certain health services in
detecting disease at controllable stages, as well as in
preventing undesired pregnancies, unnecessarily high
rates of infant deaths, and ilIness and deaths from
many communicable diseases is well established.

However, Americans avail themselves of all these
services at uneven rates.

Regular Physical Examination

Americans appear to have adopted the idea that
the regular physical examination is an important and
worthwhile investment, even though they do not like
it. The 1979 NCHS survey of health practices reports
that 59 percent of men and 70 percent of women had
had physical examinations (although the complete-
ness of these examinations is not known) within the
2 years prior to the survey. This is despite the
Yankelovich survey report that 43 percent of the
population found such examinations frightening,
“because you never know what you will find out,”
and that 73 percent of the adult population believed
that checkups cost too much for the average family
to afford. The 1979 NCHS survey also ascertained
the recency with which certain tests had been per-
formed, either during the course of physical exami-
nations or in the course of visits to physicians for
other purposes.

High Blood Pressure

Hypertension, or high blood pressure, is a major
risk factor for heart disease as well as an important
factor in other life-threatening diseases, such as kid-
ney failure, stroke, and congestive heart failure. The
National Heart, Lung, and Blood Institute (NHLBI)
estimates that about 60 million people have elevated
blood pressures (more than 140 mmHg/90 mmHg)
and are at increased risk. Of these, about 35 million
people, or about 15 percent of the population, have
definite hypertension (160 mmHg/95 mmHg). These
people are prime targets for control efforts that can
include medication, weight Ioss, and modification of
habitual diet to reduce salt consumption. Black adults
have higher rates of high blood pressure than white
adults, 28 percent versus 17 percent (NCHS, 1980a).

In recent years, education programs about high
blood pressure and wider availability of blood pres-
sure screening have been encouraging the public to
get blood pressure checks regularly. The 1979 health
practices survey found that 75 percent of men and 83
percent of women 20-64 years of age had had their
blood pressures checked within the past year. The
picture looks even better considering that 88 percent
of men and 94 percent of women had had readings
within the past 2 years.

Control of high blood pressure, once detected,
poses special problems of patient cooperation in
maintaining a regime of recommended treatment
over time. Continuity of medical care is often ab-
sent. Moreover, the condition of hypertension is
symptomless, but medications for its control some-
times have side effects. Control measures must be

.
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continued over the entire lifetime. Findings of the
NHLBII Hypertension Detection and Follow-up Pro-
gram indicate that the systematic management of
hypertension has a great potential for reducing mor-
tality for large numbers of people with high blood
pressure, including those with “mild” hypertension.

Breast Examination for Cancer

Breast cancer is still the leading cause of cancer
deaths among women. No known primary preventive
measures exist, but early detection and prompt treat-
ment can greatly increase chances for survival.
Screening for breast cancer can take many forms, in-
cluding physician examination, diagnostic tests such
as mammography or ultrasound, and self-
examination.

The 1979 NCHS survey reports that 62.5 percent
of women 20-64 years of age had had a breast exami-
nation by a physician within the previous year and
that an additional 20 percent had been examined
within the previous 2 years. Only 5 percent of
women reported never having had such an examina-
tion. This represents a welcome contrast to findings
from a 1973 NCHS survey where the estimate was
12 percent for women 24-64 years of age (NCHS,
1977). Mammography is not recommended as a rou-
tine procedure for early detection among women
under 50 years of age. No national data report how
many women conduct monthly self-examinations of
their breasts, which is recommended by the Ameri-
can Cancer Society.

Pap Smear

Most deaths from cervical cancer can be elim-
inated. Success depends on early diagnosis and treat-
ment.

Almost 60 percent of American women 20-64
years of age reported having had a Pap smear for the
detection of cervical cancer within the year previous
to the 1979 NCHS survey. Another 20 percent had
had the test within the previous 2 years. Only about
6 percent reported not ever having had or not know-
ing if they had had the test. Again, this represents a
large positive shift from the 1973 NCHS survey,
when 12 percent reported never having been tested
(NCHS, 1977).

Mortality from cervical cancer among women 45-
49 years of age decreased by half during the period
1968-77. However, as figure 16 shows, although the
death rate for other than white women fell at about
the same rate that it did for white women, the rate
for other than white women is still approximately
three times higher.

Other Diagnostic Tests

Overall, wide differences exist in the rates at
which people avail themselves of health services
designed to permit early diagnosis and treatment.
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Furthermore, for any given type of service, there
may be substantial differences in rates between men
and women, between whites and those other than
white, and between those who live in cities and those
who live in rural areas.

The data in figure 17 indicate differences in diag-
nostic testing between populations in urban counties
of the United States and those in rural, medically un-
derserved areas in 1973. The extent to which tests
are sought may be greater today, but the relative
differences in the proportions of people living in
these areas who have never had tests for early detec-
tion of disease may not be very different. As can be
seen, the proportion of adults who had never had an
eye examination was twice as great in medically un-
deserved areas as in metropolitan counties. In addi-
tion, people in metropolitan counties were also much
more likely to have had glaucoma and Pap tests and
breast examinations.

Family Planning

Family planning is a preventive health measure
that enables individuals to make and to implement
their own decisions regarding reproduction. Family
planning supports maternal and infant health and the
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Figure 16. Death rates for cervical cancer among females
45-49 years of age, according to color: Unit;d States,
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emotional and social health of the family. Pregnan- the proportion of unplanned births has been decreas-
cies among teenagers, unmarried women, women
over 34 years of age, and women who have already
borne many children are all associated with higher
than average rates of maternal and/or infant morbid-
ity and death. These pregnancies are also more likely
than other pregnancies to be unwanted or mistimed.
Children whose births were intended by their parents
are less likely than children whose births were not
intended to suffer parental neglect and emotional
deprivation. Unplanned births impose psychological
and social costs that often continue throughout the
lifetimes of both the parents and the child.

The use of contraceptives has grown significantly.
As of 1976, only 14 percent of married women at
risk of an unplanned pregnancy were not using some
form of contraception. Nevertheless, disparities
between groups in the effective use of family plan-
ning methods remain. For one example, 11 percent
of babies born to ever married American women
between 1971 and 1976 resulted from pregnancies
that were not wanted prior to conception, and an ad-
ditional 23 percent resulted from pregnancies that
the mothers felt occurred too early in their lives,
resulting in a total of 34 percent unplanned births to
ever married women. However, as figure 18 shows,

ing. The figure also shows that the rate of unplanned
births for black women was much higher than for
white women at both points in time; but the differ-
ences are decreasing.

Another gap in family planning is evidenced by
the higher proportion of unplanned births that occur
among ever married women who are poor. As data in
figure 19 show, the rate of recent unplanned preg-
nancies among women with family incomes below
150 percent of the poverty index during 1971-76 was
about 50 percent more than that among women with
higher family incomes (150 percent and above). Al-
most half of the babies born to women whose family
incomes were less than 150 percent of the poverty
index were unplanned.

In 1977, 500,000 babies were born to single
women, half of whom were teenagers. Teenage preg-
nancy usually reflects lack of family planning. The
data in table G indicate that the rate of births to girls
10-14 years of age actually rose slightly between 1950
and 1977. In addition, the differences according to
race for this age group was sevenfold in 1977.
Among women 15-19 years of age, a steady drop in
birth rates is evident for both races between 1950
and 1977. However, less than one-third of the births
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T
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according to race: United States, 1973 and 1976

to these young women were wanted when they
occurred. At the same time, 25 percent of sexually
active, unmarried women in this age group reported
that they never used contraceptives, and about 45
percent stated that they used them only occasionally.

The number of abortions in the United States,
1.37 million during 1978, also indicates the lack of
contraceptive practice by large numbers of women
who at any one time wish to postpone or avoid child-
bearing. About 1 out of every 8 women of childbear-
ing age in the United States has had an abortion. Of
the abortions performed in 1978, or~e-third were
obtained by teenagers, three-fourths of whom were
unmarried.
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Figure 19. Unplanned births during 5 years prior to
interview to ever married women 15-44 years- of age,
according to poverty index: United States, 1976

Care During Pregnancy

Although overall infant and maternal mortality
rates have fallen continuously since 1950, there are
striking demographic variations both in these rates
and in the prevalence of some of the major risk fac-
tors for poor pregnancy outcomes.

The disparity between maternal mortality rates ac-
cording to color, while considerably less than in 1950
and 1960, is still marked (figure 20). The 1976 rate
of maternal death for those other than white was
three times that of the rate for whites. It was at the
level where white maternal mortality had been in
1960, 16 years earlier.

The overall infant mortality rate has been reduced
by more than half since 1950, falling from 29.2 to
13.8 per 1,000 live births in 1978. However, the rate
for black infants, 23.6 per 1,000 live births, was only
at the 1955 level of the rate for white infants. A two-
fold difference between black and white infant deaths



Table G. Birth rates for teenagers, according to age and race: United States, selected years 1950-77

Age and race

Year 10-14 years 15-19 years

Total White Black Total White Black

Live births per 1,000 teenage women

1950 ............. 1.0
1960............. 0.8
1970............. 1.2
1977 ............. 1.2

0.4
0.4
0.5
0.6

---
4.3
5.2
4.7

81.6
89.1
68.3
53.7

70.0
79.4
57.4
44.6

---
156.1
147.7
107.3

SOURCE: Division of Vital Statistic, National Center for Health Statistics.
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is maintained whether one measures total infant
mortality, neonatal mortality, or post neonatal
mortality.

These discrepancies reflect differences in risk fac-
tors, in combinations not yet well understood. The
much higher rate of births among black teenage

women has already been noted. Black women have
twice the incidence of low birth weight babies. The
median number of visits for prenatal care among
black women is 9.4, compared with 11.2 for white
women.

Figure 21 shows that low birth weight babies are
much more apt to be born to women of low than of
high educational attainment. Women who have not
completed high school have almost twice the risk of
having low birth weight babies as do women with
education beyond high school. This measure is
directly related to the teenage pregnancy measure
previously cited, since young teenage mothers are
not likely to complete high school. Data are not
available to show the differentials in rates of smok-
ing, alcohol consumption, inadequate nutrition, and

m
z
1-
K

z
-1
-1

a
u
0
!-
Z
u
u
u
u-l
0.

10

5

9.1

0
Less than High More than

high school high
school graduate graduate

graduate school

EDUCATIONAL STATUS

SOURCE: National Center for Health Statistics: Com-
puted bY Division of AnalYsis from data com~iled bY DivisiOn
of Vital Statistics.
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poverty status among pregnant women of different
age and race or color groups. All these factors are as-
sociated with low birth weight.

The association of low birth weight with age of the
mother is established: 15 percent of babies born to
mothers under 15 years of age are low birth weight,
twice the level for all babies. Unfortunately, while
teenagers and their babic:s are at greatest risk of un-
favorable pregnancy outcomes, these young women
are also the least likely to seek or obtain prenatal
care or to seek it early in pregnancy. In 1977, 26 per-
cent of women giving birth made no prenatal visit
during the first trimester of pregnancy; among moth-
ers under 15 years of age, the figure was 68 percent.
Six percent of women giving birth in that year had
had no prenatal care during either of the first two
trimesters; among mothers under II5 years of age,
the figure was 21 percent.

Immunization

Immunizations from poliomyelitis, mumps,
tetanus, diphtheria, rubella, pertussis (whooping
cough), and measles have long been available to pro-
tect children, and vaccines for certain strains of in-
fluenza and pneumococcal pneumonia have been
developed more recently to protect adults. Maintain-
ing such protection requires continual vigilance. Dur-
ing the early 1970’s, im.rnunization levels among
children began falling, so that by 1976 more than a
third of all children under 15 years of age were not
properly protected. This was accompanied by a
63-percent rise in the number of rubella cases, a
39-percent rise in measles, and a 1.5-percent rise in
pertussis cases.

By the fall of 1979, following a major Federal
childhood immunization initiative, 91 percent of
more than 24 million school children assessed in kin-
dergarten through eighth grade had become pro-
tected against measles, polio, and diphtheria, per-
tussis, ancl tetanus (DPT). Eighty-four percent were
protected against rubella. The protection levels
among 3.2 million school enterers were as follows:
measles, 92 percent; rubella, 89 percent; mumps, 81
percent; polio, 95 percent; and DPT, 96 percent.
This encouraging movement toward complete protec-
tion against vaccine preventable diseases reflects the
combined interest and activities of parents, public
health officials, and physicians.

Sexually Transmitted Diseases

The prevention, early diagnosis, and prompt treat-
ment of sexually transmitted diseases have been lim-
ited severely by the silence, apathy, ignorance, and
connotations of shame that surround them. In conse-
quence, these diseases, most of which lend them-
selves to effective control, are on the increase. They
represent one of the signal failures of prevention in
the United States today.

Violent Deaths
Next to motor vehicle accidents, injuries from

firearms cause the greatest number of violent deaths
in the U.S. population. In 1978, there were 31,000
deaths from gunshot wounds, or about 14 per
100,000 population. By contrast, in England and
Wales in 1976, there were less than 300 deaths from
gunshot wounds, or about 0.6 per 100,000
population.

Striking failures of prevention to date are in
reducing the rates of homicides and suicides in the
population. Murder is more common among the
poor and minority groups. Among the age group 15-
19 years of age, homicide rates for white males and
white females increased (figure 22). For the male
population of races other than white, the age-
adjusted rate for homicide peaked in 1972 (83.1 per
100,000); and for those in this population 15-19
years of age, the homicide rate peaked in 1971 (60.2
per 100,000).

The figure also shows wide differences in rates ac-
cording to color and sex. In 1977, young black men
were five times as likely to become victims of homi-
cide as were young white men, and young black
women were more than four times as likely to be-
come victims as were young white women.

From 1960 through 1974, handgun sales quadru-
pled to more than 6 million a year; during the same
period, the homicide rate increased from 4.7 per
100,000 to 10.2 for the overall population and from
5.9 to 14.2 for people 15-24 years of age.

Young white males are at much higher risk of sui-
cide than other males of the same age (figure 23).
As with homicides, young women are at consistently
lower risk of suicide. The increase in the rate of sui-
cide is much greater among young men than among
young women. Firearm use has been increasing at a
much faster rate than other means of suicide.

Summary
Looked at as a whole, the United States has

scored some notable achievements in health promo-
tion and disease prevention during the recent past,
but the benefits of prevention have reached different
groups of the population unevenly. Also, certain
health problems have been addressed much more ef-
fectively than others. Age-adjusted death rates for
heart disease, stroke, accidents, and influenza and
pneumonia have declined sharply. However, death
rates for cancers of the respiratory system and for
homicide and suicide have risen sharply.

The extent of interest shown by large segments of
the population in improving their chances for health
is encouraging, as is their record of achievement in
accomplishing positive change in many aspects of
lifestyle, including smoking and ,nutrition. The grow-
ing willingness of the majority of the population to
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Figure 23. Suicide rates for persons 15-19 years of age,

years 1950-77 according to color and sex: United States, selected

seek out early diagnosis of conditions such as high
blood pressure and breast and cervical cancer is also
encouraging. However, the notable failures to
prevent deaths from motor vehicle accidents among
the Nation’s children and youth, to reduce the toll
from cancers of the respiratory system and from
homicide and suicide, and to do much better in con-
trolling high blood pressure among adults in middle
and later years give little grounds for complacency.

Successes and failures in preventing breakdowns
in mental health and in preventing increases in toxic
agent hazards from the environment have not been
discussed here because they are not yet measurable.
They may be equally if not more important than the

years 191i0-77

matters that this section has described. By the time
the next Prevention Profile is presented to Congress
in 1983, data should be available in these areas.

In all cases, much more progress can be expected
if the pace of reduction of already identified risk fac-
tors quickens. While identification of. research needs
in prevention is beyond the scope of this report, the
pace could bo accelerated were more known about
the extent and power of these and other risk factors
and about how to facilitate the processes of positive
behavioral, biological, and environmental changes so
that individuals on their own behalf and society in
general could take more effective actions.
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SECTION IV: Tracking Future Progress in Reducing
Risks

Overview

The Surgeon GeneraI’s 1979 report, Zfeah’hyPeo-
ple, set broad goals for measurably reducing the bur-
den of avoidable illness and early death during the
current decade. These goals are to be achieved for
each major age group of the population, as follows:

35-percent reduction in infant mortality.

20-percent reduction in deaths of children 1-14
years of age.

20-percent reduction of deaths among adoles-
cents and young adults 15-24 years of age.

25-percent reduction in deaths among those
25-64 years of age.

Major improvement in health, mobility, and
independence of older people, expressed as a
20-percent reduction in the average annual
number of days of restricted activity due to
acute or chronic conditions.

These broad goals are further delineated in an-
other report, Promoting HealthlPreventing Disease—
Objectives for the Nation (OASH-SG, 1980). This
document sets forth a series of national targets for
accomplishment in the following 15 areas: control of
high blood pressure; family planning; pregnancy and
infant health; immunization; sexually transmitted
diseases; toxic agents; occupational health; fluorida-
tion and dental health; surveillance of infectious
disease; smoking; misuse of alcohol and drugs; nutri-
tion; physical fitness and exercise; and stress. They
reflect the efforts and judgments of many individuals
and organizations both in the private sector and
within government who brought special expertise
and experience to the initial drafting and the subse-
quent revision.l Some objectives are directed at

] Drafts of the objectives were developed by 15 work groups at a
conference in Atlanta, Ga., in June 1979 (U.S. Department of
Health, Education, and Welfare, 1979). More than 4,000 copies of

4 the drafts were then circulated for public review. On the basis of
comments received, in early 1980 the draft objectives were re-
vised, and additions made. The final statements were issued by
the Surgeon General in November of that year (Ofllce of the As-
sistant Secretary for Health and the Surgeon General, 1980).

reducing death rates and related measures of poor
health; others are aimed at reducing measurable
risks, increasing public and professional awareness of
risk and risk-reduction possibilities, and improving
services. The measurement of risks and the measure-
ment of progress in reducing them demand reliable
data for establishing baselines and reporting trends.
Thus another group of objectives relates to develop-
ing surveillance systems.

In requiring a triennial PreventionProfile, Congress
has in effect called for a systematic tracking of the
Nation’s progress toward preventing unnecessary
disability or premature death. Since almost every one
of the specific objectives set forth in the document is
preceded by a statement about where the Nation now
stands in respect to the matter at hand, the objec-
tives collectively constitute a natural framework for
such tracking. This section, therefore, draws heavily
on this resource.

In the pages to follow, the major national objec-
tives to be attained by 1990 are summarized for each
of the 15 subject areas.2 Where reliable baseline data
exist and data reporting is assured, specific objectives
are stated in full. In some instances, data are
presented in tables or graphs to show where the Na-
tion stood at last reporting and where it can stand by
1990 if the objectives are attained.

Future prevention reports can supply the relevant
numbers for successive periods. These miniscore-
cards of specific objectives comprise the initial build-
ing blocks of an emerging system to track the
Nation’s advancement toward its prevention goals
and to review these goals in light of new research
findings. To the extent that necessary data become
available during the years to come, a far greater
number of the Surgeon General’s prevention objec-
tives can be measured, and progress toward them
tracked.

2In a few instances, earlier attainment is feasible,andnationalOb-
jectives are established for 1985.



High Blood Pressure
A variety of approaches must be taken if what is

now known or suspected about high blood pressure
control is to be translated into concrete help for the
60 million people who are currently placed at higher
than average risk for heart disease and stroke by this
condition. These approaches include effectively com-
municating to the public the health risks associated
with high blood pressure and continuing to en-
courage regular blood pressure checlcs. Other aspects
include informing individuals as to whether their
own current blood pressure is normal (i.e., at or
below 140 mmHg, systolic, or 90 mmHg, diastolic)
or elevated and, if elevated, actively encouraging
them to take appropriate measures for control and
long-term maintenance of such control. Other neces-
sary steps are to encourage lower rates of significant
overweight in the population, to encourage lower
average rates of salt consumption, and to enable peo-
ple to make better informed food purchases assisted
by labeling that clearly specifies both salt and calorie
content.

Through a combination of these approaches, a ma-
jor national objective can be reached:

. By 1990, at least 60 percent of the estimated
population having definite high blood pressure
(160/95) should have attained successful long
term blood pressure control, i.e., a blood pres-
sure at or below 140/90 for 2 or more years.

While this is the principal objective for high blood
pressure control, progress toward it cannot as yet be
systematically tracked, However, recent data from
several statewide and local cross-sectional studies
indicate that only between 25 and 60 percent of
definite hypertensives have controlled their blood
pressure to levels below 160/95. As yet, no data are
available with which to establish a reliable national
baseline from which to chart progress toward long-
term control throughout the decade.

Progress in reducing the prevalence of significant
overweight is one objective where presently available
data do permit tracking:

. By 1990, the prevalence of significant over-
weight (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.

Prevalence of significant overweight in a national
sample of the population was last measured in the
1971-74 National Health and Nutrition Examination
Survey conducted by the National Center for Health
Statistics. According to this survey, 14 percent of
men and 24 percent of women exceedecl 120 percent
of desired weight for their height and sex (figure
24) .

Another objective is the reduction in average daily
salt consumption. (See the section on nutrition.)
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Figure 24. Reduce prevalence of overweight: Adults
18-74 years of age more than 120 percent of desired
weight

Family Planning

Family planning includes measures to prevent
unplanned births (both unwanted and mistimed) and
to overcome unintended infertility. The general prin-
ciples of family planning are (1) to provide individu-
als with adequate information that they can use as a
basis for making decisions about conceiving, bearing,
and becoming parents of healthy children, and (2) to
make available to individuals effective and maximally
safe means by which they can implement their
decisions.

Previous sections have noted the signal successes
of family planning in reducing unplanned births
among ever married women. Most of the specific im-
provements in family planning needed for the 1980’s
relate to the reduction of the still relatively high

rates of unplanned births among medically and so-
cially high-risk women, especially teenagers, black
women, and poor women. Pregnancies among



teenagers, among women who are unmarried, 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 mortal-
ity. They are also more likely than other pregnancies
to be unplanned. In 1976, the proportion of un-
planned births (5 years prior to interview) was 50
percent higher in poor than in nonpoor families
(46.5 percent of births reported by ever married
women with family incomes below 150 percent of
the poverty level were unwanted, compared with
29.2 percent for women with family incomes of 150
percent of poverty level or higher). Also, ever mar-
ried black women in a 1976 survey reported that 48
percent of births to them during the 5 years prior to

interview had been unplanned, whereas white
women reported that only 32 percent of births to
them had been unplanned.

Fortunately, data from continuing national surveys
are available to provide reliable baselines and to re-
port future trends. The first objective is as follows:

. By 1990, there should be virtually no unin-
tended births to girls 14 years of age or under.
Fulfilling this objective would probably reduce
births in this age group to near zero.

In 1978, there were 10,714 such births. The
current rates and objectives set for other teenage
girls and for all single women are displayed in figure
25. A larger proportionate reduction in fertility rates
is called for among the very young teenagers than
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Figure 25. Reduce fertility rates for teenagers and unmarried women
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among the older
greater health and
nancies at younger

ones, commensurate with the
social risks associated with preg-
ages. Also, manly births to young

women in their later teens are planned and wanted.
The objectives, as stated, allow for such intended
births. A closely related goal is to reduce by half the
current disparity between American women of dif-
ferent economic levels in their ability to avoid un-
planned births. (See figure 19.)

Oral contraceptive pills with a high estrogen con-
tent substantially increase risks of subarachnoid
(brain) hemorrhage ancl heart attacks, especially
when used by habitual smokers. They may have
other adverse side effects. An objective for reducing
this risk ‘follows:

● By 1985, oral contraceptives containing more
than 50 “microgramsof estrogen should-not be
used for family planning methods, and sales of
these preparations should have been reduced
to 15 percent. (In 1978, about 27.1 percent of
preparations sold were at this level.)

Other specified safety measures include reducing
the proportion of abortions performed in the second
trimester of pregnancy from the 10.6 percent level of
1976 to 6 percent.

Pregnancy and Infant Health
*

Major objectives for the 1980’s include lowering
the rates of infant and maternal deaths and closing
current gaps in such rates Ibetween racial and ethnic
groups and between people who live i:n metropolitan
and medically underserved areas. Closely related are
objectives to extend and improve the health of preg-
nant women and infants and to improve access to
prenatal and interpartum care.

Objectives for reducing infant and maternal deaths
are as follows:

●

●

●
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By 1990, the national infant mortality rate
(deaths for all babies up to 1 year of age)
should be reduced to no more than 9 deaths
per 1,000 live births. (In 1978, the infant mor-
tality”rate was 13.8 per 1,000 live births.)

By 1990, no county and no racial or ethnic
group of the population (e.g., black, Hispanic,
Indian) should have an!infant mortality rate in
excess of 12 deaths per 1,000 live births. (In
1978, the infant mortality rate for whites was
12.0 per 1,000 live births; for blacks 23.1 per
1,000 live births; for American Indians 13.7
per 1,000 live births rate for Hispanics is not
yet available separately.)

By 1990, the neonatal death rate (deaths for all
infants up to 28 days old) should be reduced to
no more than 6.5 deaths per 1,000 live births.

●

●

(In 1978, the neonatal death rate was 9.5 per
1,000 live births.)

By 1990, the perinatal death rate should be re-
duced to no more than 5.5 per 1,000. (In
1977, the perinatal death rate was 15.4 per
1,000. NOTE: The perinatal death rate is total
deaths, late fetal deaths over 28 weeks gesta-
tion plus infant deaths up to 7 days old, ex-
pressed as a rate per 1,000 live births and late
fetal deaths.)

By 1990, the maternal mortality rate should
not exceed 5 per 100,000 live births for any
county or for any ethnic group (e.g., black,
Hispanic, American Indian). (In 1978, the
overall rate was 9.6; the rate for blacks was
25.0, the rate for whites 6.4, and for American
Indians 12.1; the rate for Hispanics is not yet
available separately.)

Measurable objectives to increase early participa-
tion in prenatal care and to reduce the prevalence of
low birth weight are as follows:

By 1990, the proportion of women in any
county or racial or ethnic group (e.g., black,
Hispanic, American Indian) who obtain no
prenatal care during the first trimester of preg-
nancy should not exceed 10 percent. (In 1978,
40 percent of black mothers and 45 percent of
American Indian mothers received no prenatal
care during the first trimester; percent of
Hispanics is unknown.)

By 1990, low birth weight babies (2,500 grams
and under) should constitute no more than 5
percent of all live births. (In 1978, the propor-
tion was 7.0 percent of all births.)

By 1990, no county and no racial or ethnic
group of the population (e.g., black, Hispanic,
American Indian) should have a rate of low
birth weight infants (prematurely born and
small-for-age infants weighing less than 2,500
grams) that exceeds 9 percent of all live births.
(In 1978, the rate for whites was about 5.9 per-
cent, for Indians about 6.7 percent, and for
blacks about 12.9 percent; rates for Hispanics
are not yet separately available; rates for some
other Nations are 5 percent and less.)

Figure 26 shows the infant and maternal mortality
rates in 1978 as well as rates of early prenatal care
participation and low birth weight outcomes. Each is
juxtaposed to the corresponding 1990 target objec-
tive. As can be seen, the most apparent challenges
lie in reducing infant and maternal mortality among
blacks and in increasing the average birth weight of
black babies. The challenges to improve the out-
comes of pregnancies of Hispanic women may prove
to be just as great when baseline data become avail-
able to show their 1981 status. -



1978 1890
Data Objective

Deaths per l,OQO live births
Infant momdity

National ........... ..... .............. 13.8 9

Black .... ............... .......... ...... 23.1 12

Neonatal mortality* . ................. 9.5 6.5

Perinatal mortality2(l 977) ..... .. 15.4 5.5

Deaths per 100,000 live births
Maternal mortality

National ........... .......... ......... 9.6 (%
Black .............. .... ........ ..... .... 25.0 5

Percent of live births
Prenatal care began in first

trimester of pregnancy

National ........ ................. ... .. 74.9 (3)
Black .... .......... .... ... .............. 60.2 90

Birth weight 2,500 grams or less

National ........ ... ................... 7.0 5
Black ......... ..... ... ... ............... 12.9 9

1 Includes deaths within 28 days Of bifih.

21nch.rdes late fetal deaths over 28 weeks gestation plus in-
fant deaths within 7 days of birth. The rate is the number of
perinatal deaths per 1,000 live births and late fetal deattss.

3N0 set objective.

SOURCE: Oivision of Vital Statistics, National Center for
Health Statistics.

Figure 26. Pregnancy and infant health objectives

Other pregnancy and infant health objectives re-
late to the prevention of birth defects and severe
mental retardation (IQ less than 50) resulting from
known biomedical causes.

. By 1990, the incidence of neural tube defects
should be reduced to 1.0 per 1-400 live births.
(In 1979, the rate was 1.7 per 1,000.)

. By 1990, Rhesus hemolytic disease of the
newborn should be reduced to below a rate of
1.3 per 1,000 live births. (In 1977, the rate was
1.8 per 1,000.)

To accomplish reduction in birth defects by 1990,
all pregnant women at high risk of poor pregnancy
outcome should have access to information on
amniocentesis and prenatal chromosomal diagnosis
and therapy as indicated. All newborns should be
provided neonatal screening for metabolic disorders
for which effective and efficient tests are available.
Examples of such disorders include PKU and
congenital hypothyroidism.

A final set of objectives relates to the delivery of
maternal and perinatal health services. These include
instituting regional systems of primary, secondary,
and tertiary care that would be accessible to all
women and infants for prenatal, maternal, and peri-
natal health services; effectively communicating to
pregnant women about risk factors such as smoking

and drug and alcohol use and those related to nutri-
tion; insuring appropriately attended, safe delivery
provided in ways acceptable to them and their fami-
lies; and providing that virtually all infants should be
able to participate in primary health care that
includes well child care; assessing growth and
development; providing immunization; screening,
diagnosis, treatment for conditions requiring special
services; and appropriate counseling regarding nutri-
tion, automobile safety, and prevention of other
accidents.

Immunization
Vaccines are among the safest and most effective

measures for preventing disease. Although high lev-
els of childhood protection were obtained as of 1979
through immunization campaigns, continued efforts
are required to complete the task. Vigilance is re-
quired to maintain past successes because the causal
agents are still very much alive, with the exception
those for smallpox, which has been eradicated.

Objectives for the 1980’s are to reduce disease oc-
currence, to improve child and adult immunization
levels, to improve the diffusion and application of
new technology, and to improve data for immuniza-
tion surveillance.

Specific objectives for reducing the number of re-
ported cases of diphtheria, measles, mumps, per-
tussis, polio, rubella, congenital rubella syndrome,
and tetanus, all of which are preventable through im-
munization, are shown in figure 27 along with the
1979 levels. A word of caution is necessary. Physi-
cians are known to underreport the cases of child-
hood diseases they treat responses to questions on
household surveys indicate that many more cases
probably occurred in 1979 than figure 27 includes.
As the completeness of reporting improves in the fu-
ture, there may be temporary increases in the
number of reported cases. Thus real progress toward
reaching the 1990 objectives may be obscured.

Disease
1979 1990
Data Objective

Number of cases reported

Diphtheria ............. ....... ..... .... ........ 59 50

Measles ... ........................ ... ......... .. 13,597 500

Mumps .... ...................................... 14,225 1,000

Pertussis ............. ... ... ............ ...... ... 1,617 1,000

Polio ...... ...... ......... .. ...................... 26 10

Rubella .. ............... ....... ............ ..... 11,795 1,000

Congenital rubella
syndrome ................................. 62 10

Tetanus ...... ...... ......... .. .. ............... 81 50

SOURCE: (Center for Oisease Control, 1980)

Figure 27. Reduce reported incidence of selected
diseases
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Other objectives to be attainecl by 1990 include
the following: 90 percent of all children should have
completed the recomnnended basic immunization
series by 2 years of age; at least 915percent of chil-
dren in licensed day care facilities and all grades of
school should be fully immunized. Among high-risk
adults, as defined by the Immunization Practices Ad-
visory Committee of the Department of Health and
Human Services, 60 percent shor.dclbe receiving an-
nual immunization against influenza and pneumococ-
cal pneumonia.

A final set of objectives relates to improving the
reporting of data necessary for improved control. By
1990, at least 95 percent of those under 18 years of
age should have up-to-date official immunization
records. Also, at least 90 percent of those hospital-
ized and 50 percent of those not hospitalized with
vaccine preventable diseases of childhood should be
reported.

Sexually Transmitted Diseases

Objectives for the prevention of sexually transmit-
ted diseases include measurably reducing the in-
cidence by 1990, extending education and services,
and better sharing of statistical data ito improve con-
trol programs.

Figure 28 juxtaposes thle rates for gonorrhea and
syphilis reported in 1979 with the objective for 1990.
In addition to a reduced number of reported cases,
the incidence of serious neonatal and maternal infec-
tions due to sexually transmitted aglsnts (especially
herpes and chlamydia) should be reduced by half,
and the incidence of nongonococcal urethritis and
chlamydia infections in men should be reduced to
two-thirds of its present level.

Disease 1979 1990
Data Objective

Cases reported per 100,000
population

Gonorrhea .... ........ ........................ 457 280

Syphilis, primary and
secondary .... ........................... 11 7

Congenital syphiiis l ...................... 3.7 1.5

1 Under 1 year of age.

SOURCE: Center for Disease Control: STD Fact Sheet,
Edition 35.

Figure 28. Reduce reported incidence of sexually
transmitted diseases

Toxic Agent Contrcd

Health problems attributed to toxic agents include
acute effects, such as poisoning, teratogenic and
developmental abnormalities, mutagenesis, cancer,
necrologic and behavioral impairment, immunologic
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damage, and chronic degenerative diseases involving
the lungs, joints, vascular system, kidneys, liver, and
endocrine system.

Diseases associated with toxic agents affect people
differently, depending on their sex, age, history of
past exposures, and possible genetic predisposition.
Similarly, the genetic effects of toxic agents may be
manifested differently in future generations. For
these reasons and because of the varying latency as-
sociated with many chronic diseases, the current in-
cidence rates of diseases associated with toxic agents
do not accurately measure either their true potency
or the effectiveness of existing control and preven-
tion efforts. This makes the tasks of risk identifica-
tion and risk reduction enormously difficult, particu-
larly because more than 60,000 chemical compounds
are produced commercially and approximately 1,000
new compounds are introduced each year. Over
13,000 substances currently in commercial use have
been identified as toxic agents.

Current evidence builds a convincing case for the
carcinogenicity in humans of 20 chemicals and com-
pounds, and more than 2,300 specific chemicals are
suspected carcinogens. Also, more than 20 agents are
known to be associated with birth defects in humans;
many times this number are associated with birth de-
fects in animals.

The principal sources of environmental health
hazards presently subject to Federal regulation
include the following: air and/or water emissions
and/or effluents; automobile exhaust emissions;
X-ray equipment; hazardous waste disposal; transpor-
tation of hazardous materials; and occupational expo-
sures. Standards have been established for air
quality, for safe drinking water, and for certain types
of occupational exposure. Such standards are now
being developed for hazardous waste disposal and for
transportation of toxic materials.

Environmental objectives for 199Qinclude the fol-
lowing: eliminating miscarriages and birth defects as-
sociated with toxic agent exposures; reducing health
risks of contaminated ground water, surface water, or
soil from industrial toxins associated with waste wa-
ter; and assuring that the air is good to breathe and
the water safe to drink.

No one knows the extent to which water and soil
are currently contaminated. However, in 1980, the
Environmental Protection Agency is starting a series
of programs to prevent new contamination; and by
1990, there should be almost no contamination of
water that is preventable associated with waste-water
management. A related objective is to develop a plan
to protect humans from the consequences of toxic
agents in existing sites of toxic solid waste disposal.

Ionizing radiation can produce skin burns, ”gas-
trointestinal disturbances, bone marrow depression,
and cancer. Most manmade sources of ionizing radia-
tion derive from diagnostic and therapeutic medical



applications; the remainder, so far a small percent,
derive from one or another use of or fallout from
nuclear power. While serious inadequacies exist in
reporting data on the presence of toxic agents and
exposure to low level ionizing radiation, some crude
baseline data are available to use in tracking future
progress toward the risk reduction objectives as
follows

. By 1990, virtually all communities should ex-
perience no more than one day per year when
air quality exceeds an individual ambient air
quality standard with respect to sulphur diox-
ide, nitrous dioxide, carbon monoxide, lead,
hydrocarbon, and particulate matter. (In 1979,
the level was estimated to be 50 percent.)

. By 1990, at least 95 percent of the population
should be served by community water systems
that meet Federal and State standards for safe
drinking water. (In 1979, the level was 85 to
90 percent for the National Interim Primary
Drinking Water Standards.)

By 1990, the total number of medically unneces-
sary diagnostic X-ray examinations should be
reduced by some 50 million. By 1990, hazards from
inhalation of fumes from toxic materials during tran-
sportation should be eliminated.

There should be no pesticides, herbicides, fungi-
cides, or rodenticides available for sale by 1990,
which are known to be carcinogenic, teratogenic, or
mutagenic in man, unless determined to be vital to
the national interest under certain conditions. Indivi-
duals purchasing a potentially toxic product of any
kind should be protected by clear labeling of contents
and directions for the product’s use and disposaI.
Also by 1990, 80 percent of U.S. communities
should have a rate of lead toxicity among children
under 6 years of age of less than 500 cases per
100,000 children, and 90 percent of that age group
identified with lead toxicity should have been
brought into medical and environmental manage-
ment. Finally and most broadly, by 1990 the Toxic
Substances Control Act and the Resource Conserva-
tion and Recovery Act should be fully implemented
to protect the U.S. population against hazards result-
ing from production, use, and disposal of toxic
chemicals.

No comprehensive surveillance system exists by
which to monitor new or continuing environmental
threats to health. Thus the following set of objectives
is especially important:

. By 1990, a broad scale surveillance and moni-
toring system should have been planned to dis-
cern and measure known environmental haz-
ards of a continuing nature as well as those
resulting from isolated incidents. Such activi-
ties should be continuously carried out at both
Federal and State levels.

. By 1990, a central clearinghouse for observa-
tions of agent/disease relationships and host
susceptibility factors should be fully opera-
tional, as well as a national environmental data
registry to collect and catalogue information on
concentrations of hazardous agents in air, food,
and water.

When safe exposure limits are exceeded, or
threatened to be exceeded, prompt action is essen-
tial. Objectives related to this include the following:

. By 1990, every individual residing in an area
with a population density greater than 20 per
square mile or in an area of high risk should
be protected by an early warning system
designed to detect the most serious hazards.

. By 1990, every populated area of the country
should be able to be reached within 6 hours by
a toxic agent or chemical emergency team in
the event of exposure to a serious environ-
mental hazard.

Occupational Safety and Health

The National Institute for Occupational Safety and
Health estimates that 100,000 Americans die each
year from occupational illnesses. Nearly 400,000 new
cases of occupational diseases occur annually. (These
estimates are controversial, but no better ones are
available.) When multiple etiological factors are con-
sidered, 10-20 percent of all cancer cases may be re-
lated to carcinogens in the workplace.

In 1978, work-related accidents resulted in 13,000
deaths and 2.2 million disabling injuries, 80,000 of
which were permanently disabling. For every 100
full-time workers, there was an, average of 9.2 work-
related disabling injury cases, which accounted for
approximately 61 workdays lost and restricted-
activity days per 100 full-time workers.

Objectives established for 1990 concern reductions
in work-related deaths and injuries, better identifica-
tion of worksite hazards and illnesses, increased
knowledge by workers of their personaI worksite haz-
ards and risks, reduction in worksite hazards, and
strengthened epidemiologic and surveillance capabili-
ties. Figure 29 presents the latest available data on
deaths from work-related accidents, work-related dis-
abling injuries, and workdays lost due to injury in
relation to the 1990 objectives, which are as follows:

. By 1990, workplace accident deaths for firms
or employers with 1I or more employees
should be reduced to less than 3,750 per year.
(In 1978, there were 4,170 work-related fatali-
ties for firms or employers with 11 or more
employees.)
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Item 1978 1990
Data Objective

Number per year

Deaths 1 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . 4,170 3,750

Rate per 100 full-time workers

Disabling injuries . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9.2 8.3

Workdays lost . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 62.1 55

lln companies employing 11 or more persons.

SOURCE: (Bureau of Labor Statistics, 1980)

Figure 29. Reduce deaths, disabling injuries, and
workdays lost due to work-related accidents

By 1990, work-related disabling injuries should
be reduced to 8.3 cases per 100 fWtime work-
ers. (In 1978, there were approximately 9.2
cases per 100 workers.)

By 1990, lost workdays due to injuries should
be reduced to 55 per 100 workers annually. (In
1978, approximately 62.1 days per 100 workers
were lost.)

Reductions to be achieved by 1990 appear modest,
but they must be made in areas where the trends
have been rising.

Another measurable objective concerns control of
specific, preventable diseases for which workers in
particular occupations are routinely examined.

. By 1990, among workers newly exposed after
1985, there should be virtually no new cases of
four preventable occupational diseases–
asbestosis, byssinosis, silicosis, and coal
worker’s 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 1‘979, an es-
timated 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 worker’s pneumono-
coniosis.)

The annual incidence of coal worker’s pneumo-
coniosis is unknown. However, in the late 1970’s,
more than 4,000 deaths per year were attributed to
black lung disease. Currently, about 15 percent of
the coal mining work force shows evidence of this
disease.

Identifying occupational hazards and illnesses
requires that generic standards be developed to
‘prevent major common health hazards due to injury
and toxic exposures and that increased numbers of
evaluations for health hazards be made. In addition,
physicians and other health care providers should

routinely question their patients about occupational
hazards to health and record the responses as part of
their patients’ medical histories.

Another objective relates to increasing worker’s
knowledge of personal work-site risks.

I

. By 1990, at least 25 percent of workers should
be able to state the nature of their occupational
health and safety risks and their potential
consequences prior to employment, as well as
be informed of changes in these risks while
employed. (In 1979, an estimated 5 percent of
workers were fully informed.)

Other objectives related to knowledge of risks at
work include routinely informing workers about their
personal exposure measurements, about the results
of their health examinations, and about lifestyle
behaviors that interact with factors in the work en-
vironment to increase personal risks. Objectives to
reduce worksite hazards include a phased program
for the development and approval of hazard-control
plans for new processes, equipment, and installations
in industry. Finally, better data and better surveil-
lance systems are required if occupational safety and
health are to be measurably improved.

. By 1985, an ongoing occupational health
hazard/illness/injury coding system, survey,
and surveillance capability should be
developed, including identification of work-
place hazards and related health effects, includ-
ing cancer, coronary heart disease, and repro-
ductive effects.

Accident Prevention and Injury
Control

Objectives related to accident prevention and in-
jury control to be attained by 1990 include reducing
the rate of deaths due to motor vehicle accidents in
general and the rate for children in particular. They
also include reducing deaths and injuries from other
accidents.

Because there are several sources of continuing
data that report both accident fatalities and accident
injuries, a number of measurable objectives can be
included in an ongoing tracking system. The objec-
tives relating to prevention of deaths from motor
vehicle accidents are as follows:

. By 1990, the motor vehicle fatality rate should
be reduced to no greater than 18
population. (In 1978, it was 24.0
population.)

per 100,000
per 100,000
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By 1990, the motor vehicle fatality rate for
children under 15 years of age should be re-
duced to nogreaterthan 5.5 per 100,000 chil-
dren. (In 1978, it was 9.2 per 100,000 children
under 15.)

Figure 30 presents the 1978 rates relative to both
these objectives together with the projected 1990
rates. In this particular area, any one or any combi-
nation of several possible events during the 1980’s
could dramatically reduce motor vehicle fatalities
even below the 1990 objectives here stated. These
include the following: drastic reductions in weekend
pleasure driving by teenagers resulting from short-
ages, high prices, or rationing of gasoline; adoption
of State laws raising the drinking age; adoption of
passive restraint systems in new models of cars;
widespread adoption and use of child car safety
devices.
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Objectives to reduce deaths and injuries from
other accidents that can be tracked are as follows:

●

●

By 1990, the home accident fatality rate for
children under 15 years of age should be no
greater than 5.0 per 100,000 children. (In
1978, it was 6.1 per 100,000 chMren under
15.)

By 1990, the mortality rate from falls should
be reduced to no more than 2 per 100,000 per-
sons. (In 1978, it was 6.3 per 100,000.)

By 1990, the mortality rate from drowning
should be reduced to no more than 3.0 per
100,000 persons. (In 1978, it was 3.2 per
100,000.)
By 1990, the number of tapwater scald injuries
requiring hospital care should be reduced to no
more than 2,000 per year. (In 1978, it was
4,000 per year.)

Figure 31 displays the 1978 death rates from
drownings and falls and shows the 1990 target rates.
Other reductions of deaths and injuries are possible
both from better prevention of firearm accidents and
of residential fires.
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‘igure 30. Reduce mortality from motor vehicle accidents Figure 31. Reduce mortality from falls and drownings
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. By 1990, the number of accidental fatalities
from firearms should be held to no more than
1,700 per year. (In 1978, there were 1,800.)

. By 1990, accidental deaths from residential
fires should be reduced to no more than 4,500
per year. (In 1978, there were 5,400.)

Figure 32 portrays the 1978 baseline rates for ac-
cidental deaths from firearms and residential fires to-
gether with the 1990 objectives.
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Figure 32. Reduce accidental deaths from firearm
accidents and from residential fires

Dental Health

Dental disease prevention covers the spectrum of
many activities, from the fluoridation of community
and school water supplies, through dental health
education, to individual improvement of oral hygiene
and dietary practices of children and adults.

Tooth decay affects 98 percent of the U.S. popula-
tion, creating a dental disease problem of massive
proportions. By 17 years of age, 94 percent of chil-
dren have had tooth decay in permanent teeth, with
an average of nine teeth affected. Among adults,
periodontal disease creates serious problems.

Objectives for improving the dental health of the
population include the following:

●

●

●

By 1990, the proportion of children nine years
of age who have experienced dental caries in
their permanent teeth should be decreased to
60 percent. (In 1971-74, it was 71 percent.)

By 1990, the prevalence of gingivitis in chil-
dren 6 to 17 years of age should be decreased
to 18 percent. (In 1971-74, the prevalence was
about 23 percent.)

By 1990, in adults the prevalence of gingivitis
and destructive periodontal disease should be
decreased to 20 percent and 21 percent,
respectively. (In 1971-74, 25 percent of adults
18 to 74 years of age had gingivitis and 23 per-
cent had destructive periodontal disease.)

The reductions in caries, gingivitis, and periodon-
tal disease that should be attained by 1990 are not
great. But since very large numbers of children and
adults currently experience these conditions, even a
modest reduction in rates would represent significant
preventio~.

Drinking water that is deficient in naturally occur-
ring fluoride can be adjusted to the optimum level
for dental health, thereby preventing dental caries by
up to 65 percent. Yet only about 60 percent of the
population living in communities served by water
systems currently has fluoridated water.

Objectives for improving oral health relate first to
fluoridation and then to improving oral hygiene and
nutrition practices. Two objectives for fluoridation
are as follows:

. By 1990, at least 99 percent of the population
on community water systems should be receiv-
ing the benefits of optimally fluoridated water.
(In 1975, it was 60 percent.) ,

. By 1990, at least 50 percent of school children
living in fluoride-deficient areas that do not
have community water systems should be
served by an optimally fluoridated school water
supply. (In 1977, it was about 6 percent.)
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Surveillance and Control of
Infectious Diseases

Current surveillance and classification systems
tend to understate the impact of infectious diseases
on the health and well being of the population. The
category of influenza and pneumonia is among the
leading causes of death. If the deaths in this group
were to be included with deaths in a category con-
taining all infectious diseases, the numbers would be
considerably larger.

Protection from infectious diseases includes better
understanding and practice of basic hygienic meas-
ures. Such measures include handwashing; proper
handling of food; improved water treatment systems;
regulatory measures relating to food processing, food
service, and waste disposal; better technology to per-
mit and safeguard sterilization or disinfection.

Objectives for surveillance and control of infec-
tious diseases include reducing the incidence of in-
fectious diseases, applying new protective measures

in a timely manner, and improving surveillance
systems.

Figure 33 displays rates for four leading infectious
diseases that lend themselves to prevention and con-
trol: hepatitis B, tuberculosis, pneumococcal pneu-
monia, and bacterial meningitis. The most recent,
available baseline figures are presented, and the
corresponding 1990 objectives juxtaposed.

Another partially measurable objective is for the
reduction of preventable nosocomial infections.

. By 1990, the (risk-factor-specific) incidence of
nosocomial infections in acute-care hospitals
will be reduced by 20 percent of what other-
wise would pertain in the absence of hospital
contro~ programs. A similar percentage reduc-
tion should be seen in long-term care and
residential care facilities.

Over 2 million nosocomial infections are acquired
each year in community acute-care hospitals. In
1979, it was estimated that 5 percent of all hospital
patients suffered nosocomial infections, and the
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Figure 33. Reduce reported incidence of selected infectious diseases
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overall rate of hospital acquired infections appears to
be increasing, although less so in hospitals with good
infection control programs. They are the primary or
contributing cause of 610,000-80,000 deaths each
year, Twenty percent of these infections are esti-
mated to be preventable. Data systems are not now
available to track progress in reducing infections in
long-term care and residential care facilities.

Other sets of objectives concern ;more timely ap-
plication of new protective measures and accumula-
tion of better data for monitoring the prevalence and
spread of infectious diseases.

. 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 illnesses,
gastrointestinal illnesses, otitis media) and to
measure the impact of these agents on health
care cost and productivity at the local and State
levels and, by extension, at the national level.

When such surveillance systems are in place,
many new, measurable objectives for the prevention
of infectious disease can be includecl in a tracking
system.

Smoking and Health

As noted in earlier sections, cigarette smoking is
an established risk factor for many diseases. It is a
causal factor for coronary heart disease and
peripheral artery disease, for cancers of the lung, lar-
ynx, oral cavity, esophagus, and pancreas, for
chronic bronchitis and emphysema, and for allergic
conditions. It is associated with cancer of the urinary
bladder, peptic ulcers, retarded fetal growth, spon-
taneous abortion, increased infant mortality, and
impaired growth and development during childhood.
It acts syriergistically with oral contraceptives to
enhance the probability of thromboembolic disease,
with alcohol to increase the risk of cancer of the lar-
ynx, oral cavity, and esophagus, with asbestos and
other occupationally encountered substances to
increase the likelihood of cancer of the lung, and
with other risk factors to enhance cardiovascular risk.
Involuntary inhalation of other people’s cigarette
smoke can precipitate asthmatic attacks. In addition,
children of smokers have more respiratory disease in
the first year of life. Finally, smoking contributes to
death and injuries from fires, burns, and accidents.

Objectives to achieve during the next decade are
to reduce cigarette smoking, to increase public and
professional awareness of the risks smoking imposes
on certain especially vulnerable subsets of the popu-
lation, to adopt consumer protection measures, and
to obtain data on which to base differential insurance
premiums to nonsmokers.

Changes in rates of cigarette consumption by peo-
ple of different ages and sexes can be tracked
through existing data SjLStemS. ,

● By 1990, the proportion of adults who smoke
should be reduced to below 25 percent.

. By 1990, the proportion of women who smoke
during pregnancy should be no greater than
one-half the proportion of all women who
smoke. (Baseline data unavailable.)

. By 1990, the proportion of children and youths
12 to 18 years of age who smoke should be re-
duced to below 6 percent.

Figure 34 shows the reduction from 1979 levels
that would be made if 1990 objectives were attained.

Objectives also focus on increasing the proportion
of the population that understands the risk relation-
ship of smoking to heart disease, to fetal and infant
health, to chronic obstructive lung disease and lung
cancer, and the added risks to women who take oral
contraceptives. The 1981 National Survey of Family
Growth, the 1980 National Natality Survey, and the
1980 National Fetal Mortality Survey will all provide
baseline data on the rates of smoking among preg-
nant women and among women who take oral con-
traceptives. While there has been considerable
analysis of disease prevalence by cigarette smoking
status, there has been little analysis of these data to
show changes in smoking habits after people have
contracted a disease related to smoking.

Consumer protection objectives include enacting
State laws banning smoking in enclosed public
places, establishing separate smoking areas in work
and dining areas, increasing the numbers of
employer-employee sponsored smoking cessation
programs, strengthening the present cigarette warn-
ing to increase its visibility, and prominently display-
ing tar, nicotine, and carbon monoxide content on
cigarette packages and promotional materials. An ob-
jective that lends itself to tracking through time is:

. By 1990, the sales-weighted average “tar”
yield of cigarettes should be reduced to below
10 mg. The other components of cigarette
smoke known to cause disease should also be
reduced proportionately. (In 1978, the sales-
weighted average “tar” content was 16.1 reg.)

Misuse of Alcohol and Drugs

The many health and economic burdens imposed
by alcohol and drug abuse have been described in
previous sections, Major alcohol and drug policy
objectives are to minimize the adverse social and
health consequences associated with the use of such
substances, especially among adolescents, young
adults, and pregnant women. A related objective is to
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Figure 34. Reduce cigarette consumption

minimize the number of adolescents who become 0.10 percent or more should be reduced to less
users of alcohol and other drugs. The objective for
preventing unsafe use of medical drugs is to increase
consumer and professional sensitivity to the potential
dangers inherent in the concurrent prescription and
consumption of several drugs for and by the same
individual and in the overprescribing and overcon-
sumption of drugs generally, particularly for and by
older people.

Data are available to track some of the objectives
designed to minimize adverse consequences of
alcohol and drug abuse. However, deaths attributable
to misuse of alcohol are known to be underreported.
On death certificates, physicians report a large pro-
portion of alcohol-related deaths as caused by pneu-
monia, accidents, and suicides. Objectives to reduce
deaths associated with alcohol and drug abuse are as
follows:

● By 1990, the cirrhosis mortality rate should be
reduced to 12 per 100,000 per year.

By 1990, other drug related mortality should
be reduced to 2 per 100,000 per year.

By 1990, fatalities from motor vehicle ac-
cidents involving drivers with blood levels of

than 9.5 per 100,000 population per year.

. By 1990, fatalities from other (nonmotor vehi-
cle) accidents, indirectly attributable to alcohol
use (e.g., falls, fires, drownings, ski-mobile,
aircraft), should be reduced to 5 per 100,000
population per year.

Figure 35 presents these objectives in relation to
the most recent death rates. As data become avail-
able, additional objectives can be developed based on
similar measures for other drug related fatalities.

Objectives concerning alcohol and drug use do not
seek an overall decline in per capita consumption. In
1978, about 2.82 gallons of absolute alcohol were
consumed per year per person 14 years of age and
over. The objectives focus instead on containing past
trends toward significant rates of increase in con-
sumption, while aiming to reduce the numbers of
young adults and adults who are heavy drinkers and
frequent users of drugs.

. By 1990, per capita consumption of alcohol
should not exceed current levels.
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By 1990, the proportion of adolescents 12-17
years of age who are not usin,g3 alcohol or
other drugs should not fall below 1977 levels.
(In 1977, it was 46 percent for alcohol and a
range for other drugs firom89 percent for mari-
juana to 99.9 percent for heroin.)

By 1990, the proportion of problem drinkers
among all adults 18 years of age and over
should be ~educed to 8 percent. (In 1979, it
was about 10 percent.)

3A person is defined as not using alcohol or other drugsif he Or

she has never used the substance or if the last use of the sub-
stance was more than one month earlier.

By 1990, the proportion of young adults 18-25
years of age reporting frequent use4 of other
drugs should not exceed 1977 levels. (In 1977,
it was less than 1 percent for drugs other than
marijuana and 19 percent for marijuana. )

BY 1990, the proportion of adolescents 12-17
years of’ age reporting frequent use of other
drugs should not exceed 1977 levels. (In 1977,
it was less than 1 percent of youths for drugs
other than marijuana and 9 percent for
marijuana.)

The above objectives focus entirely on death rates
and consumption levels. This is because data and in-
formation systems are not yet available to quantify
and monitor other health and social consequences of
the use of alcohol and other drugs. These include
deaths and injuries from violence, sexual assault,
vandalism and property damage, and the effect of al-
cohol and drug use on the outcomes of pregnancy
and on the health and healthy emotional and physical
development of infants and children. A major objec-
tive during the decade of the 1980’s is to develop a
capability to establish and monitor quantifiable
prevention objectives in all such areas.

By 1990, too, the public should be more aware of
the health risks associated with the misuse of alcohol
and drugs. At least 90 percent of women of child-
bearing age should know about the risk of fetal al-
cohol syndrome, and 80 percent of high school
seniors should perceive great risks associated with al-
cohol intoxication, marijuana and barbiturate use,
and frequent, regular cigarette smoking.

Overmedication, particularly of older people, is
responsible for a large burden of iatrogenic illness
requiring hospital care. While no definitive data are
available on the precise extent of this burden, esti-
mates on the numbers of hospitalizations occasioned
by adverse reactions to drugs range from 105,000 to
350,000 admissions per year. To prevent or minimize
such reactions calls for a more active role to be
played by pharmacists, physicians, and hospitals,
both in counseling patients and in maintaining
prescription drug profiles. Objectives include the
following:

. By 1990, adverse reactions from medical drug
use that are sufficiently severe to require hos-
pital admission should be reduced to 25 per-
cent fewer such admissions per year. (In 1979,
estimates range from approximately 105,000 to
350,000 admissions per year.)

. By 1990, pharmacists filling prescriptions
should routinely counsel patients on the proper
use of drugs designated as high priority by the

4“Frequent use” means the nonmedical use of any specific drug
on 5 or more days during the previous month.
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Food and Drug Administration, with particular
attention to prescriptions for pediatric and geri-
atric patients and to the problems of drinking
alcoholic beverages while taking prescription
drugs. (Baseline data unavailable.)

. By 1990, standard, good medical and pharma-
ceutical practice will include drug profiles on
90 percent of adults covered under the Medi-
care program and on 75 percent of other pa-
tients with acute and chronic illnesses being
cared for in all private and organized medical
settings. (Baseline data unavailable.)

Nutrition

The concept that good nutrition is related to good
health is widely accepted. As was noted in section
HI, many Americans are making an effort to control
their weight and in some way to change their habit-
ual patterns of food choices and consumption.

Controversy among scientists about the extent to
which cholesterol, fat, and salt constitute risk factors
for heart disease and to which fat constitutes a risk
factor for certain types of cancer makes agreement
on prevention objectives in this area difficult to
achieve. The conservative solution is to provide con-
sumers and health professionals with the best infor-
mation currently available about both clearly estab-
lished and suspected risk factors as the basis for
reaching their own decisions in particular cases. Thus
a major set of objectives to be achieved by 1990 is to
increase knowledge of both known and suspected
diet and health relationships.

Related objectives include labeling food products
with accurate information so that consumers can
make food choices that conform to diets recom-
mended by their physicians or by nutritionists or that
are in accord with national dietary guidelines.

Obesity is considered to be a risk factor for several
diseases; thus a major set of objectives concerns
lowering the prevalence of overweight in the popula-
tion. In addition, by 1990, 50 percent of the over-
weight population should have adopted weight loss
regimes combining an appropriate balance of diet and
physical activity.

Several specific nutrition objectives relate to the
prevention of particular diseases or conditions. Three
have to do with decreasing the risks of infant death
and poor child health, These objectives are to reduce
the proportion of pregnant women with iron defi-
ciency, to eliminate growth retardation of infants and
children caused by inadequate diets, and to increase
the proportion of women who breastfeed their babies
at hospital discharge and at 6 months of age. (Other
related objectives are discussed in the section Preg-
nancy and Infant Health.)

Fina]]y, some objectives concern reducing the
risks of- cardiovascular disease that are associated
with nutrition, as follows:

●

●

●

By 1990, the mean serum cholesterol level for
those 18-74 years of age should be at or below
200 mg/dl.

By 1990, the mean serum cholesterol level for
those 1-17 years of age should be at or below
150 mg/dl.

By 1990, the average daily sodium ingestion
(as measured by excretion) by adults should be
reduced at least to the 3 to 6 gram range. (In
1979, estimates ranged between averages of 4
and 10 grams sodium. NOTE: One gram salt
provides approximately .4 grams sodium.)

Figure 36 displays the 1979 mean levels of serum
cholesterol in the adult and child populations and re-
lates them to the 1990 objectives.
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Physical Fitness and Exercise

As yet, no data exist to establish clearly the effects
of exercise and physical fitness in reducing risks of
incurring illness. However, sedentary living has been
established as one of the factors that increase the
probabilities of cardiovascular disease. Regular physi-
cal activity is valued for providing a general sense of
well being. Also, people with weight problems who
exercise regularly are able to maintain their desired
weight more easily. For all these reaLsons, opportuni-
ties for a lifetime of regular physical activity is a gen-
eral objective to be sought during the 1980’s. This
means that public recreation departments and
interested private agencies that sponsor physical
activity programs should include the development of
physical fitness and sports skills for all age groups. In
addition, health professionals should encourage their
patients to engage in appropriate exercise.

Physical fitness objectives include increasing exer-
cise participation by people of all ages. The following
objectives are sufficiently measurable to be included
for tracking:

Stress and “Violent Behavior

Americans perceive excessive stress to be a major
threat to health. Unfortunately, there has been a
paucity of research to confirm, negate, or explicate
the relationship. The most tragic manifestations of
unmanaged stress are death rates from homicide,
child abuse and neglect, and suicide. Measurable ob-
jectives for reducing these rates during the 1980’s
are as follows:

. By 1990, the homicide rate among black males
15-24 years of age should be reduced to below
60 per 100,000. (In 1978, it was 72.5 per
100,000.)

● By 1990, the suicide rate among people 15-24
years of age should be below 11 per 100,000.
(In 1978, it was 12.4 per 100,000.)

Figure 37 provides a framework for tracking prog-
ress toward these objectives.

Another major objective is to reduce by at least
25 percent the cases of children’s injuries and deaths
inflicted by abusing parents. Estimates vary from

●

●

●

By 1990, the proportion of children and adoles-
cents ages 10 to 17 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 to 65 par-
ticipating regularly in vigorous physical exer-
cise should be greater than 60 percent. (In
1978, the proportion who regularly exercised
was estimated at over 35 percent.)

BY 1990, 50 percent of adults 65 years and
over should be engaging in appropriate physical
activity, e.g., regular walking, swimming, or
other aerobic activity. (In 1975, about 36 per-
cent took regular walks.)

As part of these general goals, the increased parti-
cipation of women, minority populations, handi-
capped people, inner city and rural residents, and
people of low socioeconomic status should be espe-
cially encouraged, particularly where their usual oc-
cupations do not involve them in physical activity.
As one means to this end, by 1990, the number of
large employers and corporations (more than 500
employees) who offer fitness programs should be
greater than 25 percent.

In order to monitor the effects of exercise on the
health of the population and its demographic subsets,
as well as on job performance and health care costs,
a major objective to be attained by 1990 is to develop

, methods of evaluation.
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200,000 to 4 million cases of child abuse occurring in
the United States each year.

Poorly managed stress is also associated with car-
diovascular disease, with work-related and home ac-
cidents, and with many forms of mental illness.

As already noted in so many other areas of
prevention, progress in both measuring the effects of
stress and improving its management is severely im-
paired by lack of data and lack of research activity.
Thus major objectives for the 1980’s are to expand
the sources of data and in other ways to increase the
knowledge base.

Summary and Discussion

This section has summarized a series of objectives
for reducing the burden of avoidable illness and disa-
bility that are feasible for the Nation to attain by
1990, given the level of knowledge and resources
available at the beginning of 1980. The objectives
deal with high blood pressure control, family plan-
ning, pregnancy and infant health, immunization,
sexually transmitted diseases, toxic agent control, oc-
cupational safety and health, accident prevention and
injury control, dental health, surveillance and control
of infectious diseases, smoking, misuse of alcohol
and drugs, nutrition, physical fitness and exercise,
and stress and violent behavior. The prevention ob-
jectives in these 15 areas are discrete and narrowly
defined. in combination, however, their attainment
should allow the United States to reach the broader
national goals for measurably improving the health of
its people in the five major life stages as set forth in
Healthy People (OASH-SG, 1979a).

Lack of baselines against which to track trends
during the 1980’s limits the number of objectives
that are presently measurable. However, as new
sources of data become available in future years,
more prevention indicators can be added.

In reviewing this nascent Prevention Profile, two
general points need to be discussed. The first con-
cerns the wide scope of the objectives relevant to
prevention; the second concerns the nature of the
particular objectives included in the tracking system.

To advance toward the broad goal of reducing the
heavy human and economic costs imposed on the
U.S. population by avoidable disease and disability
demands action on many fronts. Specific objectives
relate to many aspects of environmental protection as
well as to changes in people’s daily habits of living
and in the degree of attention that health profession-
als and health institutions devote to helping their pa-
tients stay well. Employers, school systems, product
designers and manufacturers, food distributors, the

insurance industry, and many other important groups
of American society outside its health system often
play crucial roles in preventing unnecessary injury
and death and/or in promoting healthier lifestyles.
This enormously complicates the task of constructing
a tracking system that is sufficiently broad in scope
to be relevant to actual efforts and progress in
disease prevention and risk reduction.

Securing the necessary data to construct a relevant
Prevention Profde constitutes another major constraint
on the selection of relevant objectives for tracking.
By definition, progress toward preventing disease or
reducing risks can only be followed over time, when
good baseline data exist and where such data are
likely to be available in the future.

Unfortunately, there is no congruence between
the intrinsic substantive importance of any particular
objective and the availability of data to make it
measurable. As has been noted, for example, no data
currently exist to show how many communities and
how many people in the United States are likely to
be exposed to contaminated ground water during the
1980’s from toxic wastes introduced into their im-
mediate environments during the 1950’s, 1960’s, and
1970’s. Nor do we know how many children each
year suffer injuries and death from abusing parents.
Regardless of the importance that society may attach
to prevention in such areas, the absence of data
prevents the formulation of measurable objectives.
Thus they cannot be included in the tracking system.
The reverse side of this coin is that the Prevention
Profile may include certain objectives that many peo-
ple might consider only marginally important.

This fundamental imbalance in the elements in-
cluded in the 1980 Prevention Proj?[e can only be
remedied by improving capabilities for securing reli-
able, continuing information of special or emerging
importance to the health of the population. To im-
prove the relevance of the tracking system to the
major challenges prevention faces today requires data
systems that can be used to do the following:

● Determine the incidence of hypertension, heart
disease, and stroke.
Assess the status of hypertension control.
Determine the impact over time of a range of
prenatal preventive measures on the physical
and psychological development of infants and
children.

Monitor the extent to which children are
currently immunized against childhood
diseases.

Determine the occurrence of a variety of sexu-
ally transmitted diseases to provide a basis for
preventive strategies in local areas.
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●

●

●

●

●

●

●

●

●

In

Measure environmental hazards both those of
a continuing nature and those resulting from
isolated incidents.

Provide information on concentrations of haz-
ardous agents in air, food, and water.

Correlate occupational and lifestyle behaviors
with health and illness records and use them to
assess the extent and distribution of occupa-
tional injuries and of cancer and other possibly
occupationally related illnesses, including heart
disease.

Monitor trends of common infectious agents
not now subject to public health surveillance
and measure their impact on health care cost
and productivity.

Review the actuarial experience on differential
life expectancy and hospital utilization of
smokers and nonsmokers.

Monitor and evaluate the impact of misuse of
alcohol and drugs on health status, accidental
injuries, interpersonal aggression and violence,
outcomes of pregnancy, and the emotional and
physical development of infants and children.

Detect. nutritional problems among especially
vulnerable population groups and provide a
basis for decisions on national nutrition
policies.

Evaluate the effects of participation in pro-
grams of physical fitness on job performance
and health care costs.

Enlarge the knowledge about stress as a risk
factor in mental and physical health and the
impact of stress management in reducing risks.

addition, future editions of the Prevention Pro-
file will need to track changes in the public’s
knowledge of risk factors h particular diseases and
conditions, the extent to which people are making
changes in their lives in effbrts to reduce their risks,
and their success in maintaining the changes they
make. As noted in section III, surveys conducted
during the 1970’s by the National Center for Health
Statistics and by private survey organizations as well
as the many surveillance systems maintained by
Center for Disease Control and other agencies have
already accumulated a good deal of the necessary
baseline data.

This report has presented an overview of oppor-
tunities for improving health through a variety of ap-
proaches designed to reduce the occurrence of those
diseases and disabilities for which we have at least
some knowledge of how to prevent. It has also out-
lined the first elements of a system to track measur-
able prevention objectives that could be attained by
1990, Succeeding reports will demonstrate the rate of
progress toward these national objectives.
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