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CDC: THE NATION'S PREVENTION AGENCY
|

I am pleased to share with you the CDC Fact Book 2000/2001. 1t offers a
glimpse into the diversity and depth of activities of this agency as we look to a
future of healthy people in a healthy world—through prevention.

CDC's distinguished history of success in disease prevention has spanned
51 years, beginning with the first national disease-elimination strategy used
against malaria in 1947. Some well-known accomplishments of the Nation's
prevention agency resulting from the more than 3,000 investigations of disease
outbreaks include identifying Legionnaires' disease, toxic shock syndrome,
Reye's syndrome, Ebola, hemorrhagie fever, hantavirus, pulmonary syndrome,
and many foodborne and waterborne diseases. CDC's "Disease Detectives" are
renowned worldwide for their ability to work with local authorities responding
to urgent health threats by aggressively investigating outbreaks of disease or
injury, identifying ways to stop transmission, and preventing further
occurrence.

Each year, CDC is instrumental in accurately tracking flu strains around the
globe, and as a World Health Organization Collaborating Center in using
sophisticated techniques to provide scientific data essential for annually
updating influenza vaccine. As part of a global partnership, CDC played a major
role in the worldwide eradication of smallpox in 1977 and, as a partner in
massive immunization campaigns, is on the verge of globally eradicating polio,
in addition to making steady progress toward eliminating measles. In this
country, vaccine-preventable childhood diseases such as measles, mumps,
rubella, pertussis, and diphtheria occur at the lowest rates ever seen. CDC's
sentinel surveillance permitted early identification of the AIDS epidemic, thus
allowing prevention strategies to be formulated and applied to curtail its
frightening growth.

The Nation has now entered the twenty-first century, but the fundamental
challenge facing the CDC is the same as it was in its early days over 50 years
ago—improving the quality of people’s lives by preventing disease, injury, and
disability.

This booklet describes, in concise terms, key indicators used in measuring
the Nation’s health status, current health concerns of the public, and the
organization and activities of CDC in the years 2000/2001.

Jeffrey P. Koplan, M.D., M.P.H.
Director
Centers for Disease Control and Prevention
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CDC VISION FOR THE 21°T CENTURY
[

HEALTHY PEOPLE IN A HEALTHY WORLD—
THROUGH PREVENTION

This vision encapsulates CDC'’s role as a sentinel for the health of people in the
United States and throughout the world. CDC strives to promote disease
prevention and health promotion goals that will foster a safe and healthful
environment where health is protected, nurtured, and promoted.

Goals
Science Assure a strong science base for public health action

Assessment Detect and assess threats to public health

Policy Provide leadership for the Nation in prevention policy and
practice
Assurance Assure the public's health through the translation of research

into effective community-based action

Tools of Prevention

e Surveillance

¢ Health Statistics

e Epidemiology

e Laboratory

¢ Behavioral Risk Reduction

¢ Technology Transfer

e Prevention Research, Strategies, and Programs

¢ Health Communication and Social Marketing






MISSION
-

To promote health and quality of life by preventing and controlling disease,
injury, and disability.

ACCOMPLISHING THE CDC MISSION

Accomplishment of this mission is predicated on CDC's ability to build on the
following agency strengths:

Prevention strategies based on sound scientific knowledge.

Leadership and technologic capabilities of state and local health
organizations and the integration of those capabilities with
private health organizations.

Trained public health workers and leaders.

Ability to serve a diverse population with a diverse work force.

As the Nation's prevention agency, we accomplish our mission by working with
partners throughout the Nation and the world to:

monitor health;

detect and investigate health problems;

conduct research to enhance prevention;

develop and advocate sound public health policies;
implement prevention strategies;

promote healthy behaviors;

foster safe and healthful environments; and

provide leadership and training.

These functions are the backbone of CDC’s mission. Each of CDC’s major
component organizations undertakes these activities in conducting its specific
programs.






PROFILE OF THE NATION’S HEALTH
-

INFANT AND CHILD HEALTH

Number of children in the US

Between 1946 and 1964, the number of children under 18 in the U.S. increased
dramatically, a result of the “baby boom.” The number of children declined in
the 1970s and 1980s, but then began to increase slowly. By the early 1990s, the
rate of growth in the number of children began to increase. There were 70.2
million children under age 18 in the U.S. in 1999. There were between 23 and 24
million in each of three age groups, 0-5 years, 6-11 years, and 12-17 years.
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In 1999, children comprised about 26% of the population, a decrease from 36%
at the end of the baby boom.

PERCENTAGE OF THE U.S. POPULATION BY AGE GROUP
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SOURCE: U.S. Bureau of the Census, Current Population Reports, Series P-25, No. 311, Estimates of the Population of
the United States by Single Years of Age, Color, and Sex: 1900 to 1959;Series P-25, No. 519, Estimates of the Population
of the United States, by Age, Sex, and Race: April 1, 1960 to July 1, 1973; Series P-25, No. 917, Preliminary Estimates of
the Population of the United States by Age, Sex, and Race: 1970 to 1981; Series P-25, No. 1130, Population Projections of
the United States by Age, Sex, Race, and Hispanic Origin: 1995 to 2050 and unpublished estimates tables for 1980-98
that are available on the Census Bureau web site.
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Poverty

Good health and family income are intricately linked. Childhood poverty is
related to numerous negative health outcomes, such as lead poisoning,
hospital stays, or higher mortality. Low school performance, teen births, and
the risk of experiencing violent crime have also been associated with childhood
poverty.

Children comprise a disproportionate percentage of those living in poverty.
Despite representing only about 26% of the population, children under age 18
represent nearly 40% of those living in poverty. Eighteen percent of children
live in families with cash incomes below the poverty line. This rate has
remained approximately the same since 1980.

Poverty rates vary by race and ethnicity. In 1998, 36.4% of black children and
33.6% of Hispanic children lived in poverty, compared to 10% of non-Hispanic
white children. While the proportion of children living in poverty is smaller for
non-Hispanic white children, 10%, the number of these children who live in
poverty is greater than it is for either black or Hispanic children.

PERCENT OF CHILDREN LIVING IN POVERTY BY RACE

Percent
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SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview
Survey, 1984-1997. In 1997, the National Health Interview Survey was redesigned, therefore data for 1997 are not
strictly comparable with earlier data.
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Health Status

In 1997, about 81% of children under 18 were reported by their parents to be in
very good or excellent health, compared with 78% in 1984. However, 86% of
those living in families at or above the poverty line were reported to be in good
or excellent health, compared with about 68% of children living below the
poverty line. In 1984, 82% of children above the poverty line and 62% below
the poverty line were reported to be in good or excellent health.
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PERCENT OF CHILDREN UNDER AGE 18
IN VERY GOOD OR EXCELLENT HEALTH BY POVERTY STATUS
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SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview
Survey, 1984-1997. In 1997, the National Health Interview Survey was redesigned, therefore data for 1997 are not
strictly comparable with earlier data.
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Access to Health Care

Children with a usual source of health care are more likely to use preventive
services such as examinations, screening, immunizations, and preventive care,
as well as to receive timely treatment of illness and injuries.

In 1997, 14% of children under age 18 had no health insurance coverage. More
than 25% of children with a family income between 1 and 1.5 times the poverty
level were without coverage compared with only 6% of those with family
income above twice the poverty level.

In 1997-98, 13% of children under age 18 did not have a health care visit to an
office or a clinic within the previous 12-month period. Uninsured children
were nearly three times as likely as those with health insurance to be without a
recent visit (29% compared with 10%).

In 1997-98, about 7% of children under age 18 had no usual source of health
care. More than 25% of children without health insurance coverage had no
usual source of health care.

In 1998, 20% of children under age 18 had an emergency department visit
within the preceding 12 months. Children living below the poverty threshold
were 50% more likely than non-poor children to have had a recent emergency
room visit.

In 1998, 75% of children under age 18 had a dental visit in the past year.
Hispanic (62%) and non-Hispanic black children (70%) were less likely than
non-Hispanic white children to have had a recent dental visit (77%).



PROFILE OF THE NATION’S HEALTH

CDC Fact Book 2000/2001

Child Mortality

In 1998, the death rate for children ages 1-4 was 34.6 per 100,000 children.
Since 1980, the death rate has declined by almost 50% for children in this age
group. The leading causes of death (in order) were unintentional injuries, birth
defects, homicide, and cancer.

Black children died at a higher rate than white children: 61.6 per 100,000
compared with 30.1 per 100,000, respectively.

The death rate for children ages 5-14 is less than for younger children at 19.9
per 100,000. Black children have the highest death rate for this age group as
well at 29.4 deaths per 100,000, compared to 18.2 per 100,000 for whites. In this
age group, the leading causes of death are unintentional injuries, cancer,
homicide, and birth defects.

DEATH RATES AMONG CHILDREN AGES 1 TO 4 BY RACE

Rate per 100,000 population
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SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics
System.

Note: Data for the Hispanic population for 1984-1996 are based on an increasing number of reporting States and for
1997-1998 are for the total United States.
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DEATH RATES AMONG CHILDREN AGES 5 TO 14

Rate per 100,000 population (log scale)
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System.

NOTE: Data for the Hispanic population for 1984-1996 are based on an increasing number of reporting States and for
1997-1998 are for the total United States.
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— SUCCESSES OF THE PAST CENTURY —

Infant Mortality

The infant mortality rate has also declined dramatically since the beginning of
the century. In 1915, infants died at a rate of 99.9 per 1,000 live births. Since
then, the rate decreased to 7.2 per 1,000 births in 1998. This is a significant
decrease even from a decade earlier (1980) when the rate was 12.6 per 1,000.
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Infants born to non-Hispanic black (13.9 per 1,000 live births) and American
Indian (9.3 per 1,000 live births) women have a higher mortality rate than
infants born to non-Hispanic white (6.0 per 1,000 live births), Hispanic (5.8 per
1,000 live births) or Asian or Pacific Islander women (5.5 per 100,000).

INFANT MORTALITY RATES

Rate per 1,000 live births (log scale)
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SOURCES: Centers for Disease Control and Prevention, National Center for Health Statistics. Vital statistics of the
United States. 1992, Vol II, mortality, part B. Washington: Public Health Services. 1996. Hoyert DL, Kochanek KD,
Murphy SL. Deaths: Final Data for 1997. National vital statistics report; vol 47 no 19. Hyattsville, Maryland: National
Center for Health Statistics. 1999. Murphy SL. Deaths: Final Data for 1998. National vital statistics report; vol 48 no 11.
Hyattsville, Maryland: National Center for Health Statistics. 2000.

Timely, appropriate utilization of prenatal care has likely contributed to the
decrease in both infant and maternal mortality rates.

Medical technology also has helped improve the likelihood of survival for many
high-risk infants, such as those born prior to full gestational development.
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Immunization

At the beginning of the century, children were likely to become sick or die from
a variety of communicable diseases, such as polio or measles. The widespread
use of vaccines has drastically changed that; smallpox has been eradicated,
indigenous transmission of wild polio and measles have been eliminated in the
U.S., and the incidence of other vaccine-preventable diseases has reached near
or record lows. Today, the majority of children receive routine vaccinations to
help prevent disease and death. The chart on the next page illustrates the
decline in vaccine preventable diseases.

In 1994, only 69% of 2 year-old children received all recommended vaccines: 3
doses for Diptheria, Tetanus, and Pertussis vaccine (DTP); 3 doses of Polio
vaccine; 1 does of Measles (often Measles, Mumps, Rubella, or MMR) vaccine;
and 3 doses of Haemophilus influenzae type b vaccine (Hib). This series is
often referred to as the “combined series” or 4:3:1:3. Since 1994, there have
been steady improvements. In 1999, 78.4% of children have received this
complete series, a near-record high.

PERCENT OF FULLY IMMUNIZED CHILDREN AGES 19-35 MONTHS

Percent
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SOURCES: Centers for Disease Control and Prevention, National Immunization Program and National Center for Health
Statistics. Data from the National Immunization Survey, 1994-1999.
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BASELINE 20TH CENTURY ANNUAL MORBIDITY AND 1999 PROVISIONAL MORBIDITY
from Nine Diseases with Vaccines Recommended Before 1990
for Universal Use in Children — United States

Baseline 20th 1999 o)
Disease century annual Provisional Percent decrease E E
morbidity morbidity =) 32>
aniiie|
Smallpox 48,164 O 0 100% E %
Diphtheria 175.885 @ 1 100% @ =
Pertussis 147,271 ©) 6,031 95.9%
Tetanus 1,314 ® 33 97.5%
Poliomyelitis 6) D 9
(paralytic) 16,316 0 100%
Measles 503,282 ® 86 100% @
Mumps 152,209 @ 352 99.8%
Rubella 47,745 10) 238 99.5%
Congenital rubella 823 (D 8 99.0%
Haemophilus 12 13 9
influenza b 20,000 a2 163 19 99.2%

( 1) Average annual number of cases during 1900-1904

( 2) Averageannualnumber ofreportedcasesduring1920-1922,3yearsbeforevaccinedevelopment.

( 3) Rounded to nearest tenth.

( 4) Averageannualnumberofreportedcasesduring1922-1925,4yearsbeforevaccinedevelopment.

( 5) Estimated number of cases based on reported number of deaths during 1922-1926 assuming a
case-fatality rate of 90%.

( 6) Average annual number of reported cases during 1951-1954, 4 years before vaccine licensure.

( 7 Excludes one cases of vaccine-associated polio reported in 1998.

( 8) Averageannualnumberofreportedcasesduring1958-1962,5yearsbeforevaccinelicensure.

( 9) Number of reported cases in 1968, the first year reporting began and the first year after vaccine
licensure.

(10) Averageannualnumberofreportedcasesduring1966-1968,3yearsbeforevaccinelicensure.

(11) Estimated number of cases based on seroprevalence data in the population and on the risk that
women infected during a childbearing year would have a fetus with congenital rubella syndrome.

(12) Estimated number of cases from population-based surveillance studies before vaccine licensure in
1985.

(13) Includes both cases of invasive Haemophilus influenzae type B and cases of unknown serotype.
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While coverage levels for preschool children are at an all-time high for all racial
and ethnic groups, children from families at or above the poverty line were
more likely to have received vaccinations than those below the poverty line.
More than 20% of 2 year-olds, many of whom are poor, still have not received all
recommended doses of vaccines.

COMBINED SERIES IMMUNIZATION COVERAGE
AMONG CHILDREN 19-35 MONTHS BY POVERTY STATUS

Percent

100
Bl Below poverty B At or above poverty
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0 “ “ |I |I |I
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SOURCES: Centers for Disease Control and Prevention. Achievements in Public Health, 1900-1999 Impact of Vaccines
Universally Recommended for Children — United States, 1990-1998. MMWR, 48(12);243-248. 1999. National, state, and
urban area vaccination coverage levels among children aged 19-35 months — United States, 1999. MMWR, 49(26);
585-9. 2000.
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New vaccines are continually emerging, such as those for hepatitis B, chicken
pox, and pneumococcal disease, all of which have become a part of routine
vaccine recommendations.
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Blood Lead Levels

Lead poisoning is an extremely serious condition, with the potential to damage
a child’s central nervous system, kidneys, and reproductive system, and, at
high levels, can be fatal. High levels of lead in the blood are associated with
decreased intelligence, impaired neurobehavioral development, decreased
stature and growth, and impaired hearing acuity. Fortunately, lead poisoning is
preventable.
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Since the late 1970s, the amount of lead in gasoline has been reduced, which
has resulted in a substantial decrease in blood lead levels in the U.S.
population. Other interventions also have been instrumental in the decline in
blood lead levels, such as repairing homes with lead paint, and changing
housing standards to require the removal of lead paint.

The proportion of children with elevated blood lead levels fell from 88.2% in the
late 1970s to 4.4% in the early 1990s. Despite the decline, high blood lead levels
persist for certain populations, such as those predominantly living in poverty
or in inner-cities.

PERCENTAGE OF CHILDREN WITH ELEVATED BLOOD LEAD LEVELS, AGES 1-5

Percentage with blood lead levels 10 pyg/dL or greater
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40t

20
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SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health and
Nutrition Examination Survey.
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— FUTURE CHALLENGES —

Overweight children

Over the past decades, the proportion of overweight children ages 6-11 has
increased significantly. Overweight is defined as a body mass index—BMI—
(weight in kilograms divided bﬁr height in meters squared) greater than or equal
to the sex- and age-specific 95" percentile values in a U.S. reference population.

The rise in overweight prevalence can be attributed to an imbalance between
caloric intake and output, such as through physical activity. The underlying
causes are far more complex and may have social, cultural, economic, genetic,
and psychological roots. For children, eating habits may be affected by those
of their parents or primary caregivers.

In the 1960s, 4.2% of children were overweight (based on a physical exam).
Three decades later the rate had more than doubled; 11.4% of children were
overweight.

The percentage of overweight boys has increased from 4.0% in 1963-65 to
11.8% in 1988-1994.

OVERWEIGHT BOYS, AGES 6—11

Percent
20 -
Both sexes ™ Boys, All races ™ Boys, White ™ Boys, Black
15 |
10 |
5 -
1963-65 1971-74 1976-80 1988-94

SOURCES: Centers for Disease Control and Prevention, National Center for Health Statistics, Division of Health
Examination Statistics. Unpublished data.
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The percentage of overweight girls has also increased, from 4.5% in 1963-1965
to 11.0% in 1988-1994. A greater percentage of black girls (16.9%) are
overweight than their white counterparts (9.8%).

OVERWEIGHT GIRLS, AGES 6-11

Percent

20 -
Both sexes m Girls, All races m Girls, White m Girls, Black

15

10
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SOURCES: Centers for Disease Control and Prevention, National Center for Health Statistics, Division of Health
Examination Statistics. Unpublished data.
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Low Birthweight

Infants born at less than 2,500 grams (or about 5.5 pounds) are considered low
birthweight (LBW) and suffer from more frequent health problems than those
born at a healthy weight (2,500 grams or greater). Infants born very low
birthweight (less than 1,500 grams, or approximately 3.3 pounds) (VLBW)
suffer even greater risk. Both LBW and VLBW infants need a great deal of care,
often through childhood, and are more likely to be sick or die in the first year of
life than healthy-weight infants.

In 1998, 52% of infants that did not survive the first year of life were VLBW.

Since 1984, the percentage of infants born LBW has risen from a low of 6.7% to
7.6% in 1998. VLBW has increased from 1.2% to 1.5% during this period. Some
of this increase has been attributed to the increased rate of twin, triplet, and
higher order births, which are at an elevated risk of LBW and VLBW.

The rates of LBW and VLBW were significantly higher among non-Hispanic
black infants, compared to Hispanic and non-Hispanic white infants. In 1998,
approximately 13.2% of non-Hispanic black infants were LBW, compared to
6.4% of Hispanic and 6.6% of non-Hispanic white infants.

PERCENT LOW BIRTHWEIGHT AND VERY LOW BIRTHWEIGHT, 1998

Percent

16
= All W,N-H = B,N-H m HISP AI/AN = AP
14

T

12

T

10
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LBW VLBW

SOURCES: Centers for Disease Control and Prevention, National Center for Health Statistics.Data computed by the
Division of Vital Statistics. Ventura SJ, Martin JA, Curtin SC, Mathews TJ,Park M. Births: Final Data for 1998. National
vital statistics reports; vol 48, no 3. Hyattsville, Maryland: 2000.

Note: In the legend, white, non-Hisp. refers to white, non-Hispanic, black, non-Hisp. refers to black, non-Hispanic, Amer.
Indian refers to American Indian or Alaskan Native, and API refers to Asian or Pacific Islander.
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Asthma

Rates of asthma have increased significantly in the last two decades. A chronic
respiratory condition, asthma is often triggered by environmental factors,
including dust, tobacco smoke, pet dander, cockroaches, and some chemicals.

Since the early 1980s, the asthma rate for those under age 18 has increased
dramatically. In 1982, 40.1 per 1,000 children under age 18 had asthma; by 1996,
the rate increased to 62.0 per 1,000. The asthma rate peaked in 1995 at 74.9 per
1,000 among those under age 18. Asthma disproportionately affects those who
are poor and live in the inner cities.

TRENDS IN ASTHMA PREVALENCE, 1982-1996

Rate per 1,000 population
80

60

T

Under 18

All ages
40
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SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, Current Estimates from the
National Health Interview Survey. Vital and Health Statistics, series 10. Hyattsville, Maryland: National Center for
Health Statistics. Annual.
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Early Childhood Education

Children who participate in early childhood education, such as pre-school,
increase their chances of success later on in school. Exposure to quality pre-
school experiences have been correlated with school completion for low-
income minority children, an indicator that has been associated with good
health later in life. Within the past twenty years, there has been an increase in
attendance in pre-school programs. However, a disparity still exists; Hispanic
children are significantly less likely to attend pre-school than non-Hispanic
white or non-Hispanic black children.

CHILDREN AGES 3 TO 4 WHO ARE ENROLLED IN PRESCHOOL

Percent
60
50 F White, non-Hispanic f»
Total
40

Black, non-Hispanic

30 ”ﬁ..N
20 \~.\ . K4 N, ./' Hispanic
- ..\ “/‘ - ‘/ \..§--.I.
el e
~

10
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SOURCE: U.S. Bureau of the Census, October Current Population Surveys. Tabulated by the U.S. Department of
Education, National Center for Educational Statistics.
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ADOLESCENT AND YOUNG ADULT HEALTH

Adolescent and Young Adult Mortality

In 1998, the death rate for adolescents aged 15-24 was 82.3 per 100,000, much
higher than the rate for younger children (the death rate for ages 1-4 was 34.6
per 100,000 and for ages 5-14, it was 19.9 per 100,000). The rate has decreased
significantly since 1980, when it was 115.4 per 100,000.

Unintentional injury is the leading cause of death for those 15-24 years old,
with motor vehicle crashes, one type of unintentional injury, comprising nearly
one-third of all deaths for this age group. Other leading causes include
homicide and suicide.

MAJOR CAUSES OF MORTALITY AMONG 15-24 YEAR OLDS

Motor Vehicle Crashes
/ 32.8%

Other Unintentional Injuries
10.8% N

Homicide _|
18.0%

AN
/ Other Causes
Suicide 24.9%
13.4%

SOURCE: Murphy SL. Deaths, Final Data for 1998. National vital statistics reports; v ol 48 no 11. Hyattsville, Maryland:
National Center for Health Statistics. 2000.
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Access to Health Care

Adolescents are less likely to have regular access to health care than are
younger children and older persons. In 1997, 17.7% of females and 18.9% of
males ages 10-19 did not have a health care visit in the past 12 months.
Younger females, ages 10-12 (20.0%), were most likely than older females to
have had no health care visits, with the percentage decreased as age increased:
13.3% of females ages 18-19 had no health care visit in the preceding 12
months. For males, however, the likelihood of not having a health care visit
increased with age; 15.3% of males ages 13-15 did not have a health care visit
compared with 27.5% of males ages 18-19. Barriers to health care include such
factors as the inability to pay for services, the lack of insurance coverage or
coverage limits, confidentiality concerns, and transportation issues.

PERCENT LACKING HEALTH CARE VISITS IN THE PAST 12 MONTHS
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SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics. National Health Interview
Survey. 1997.
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In 1997, about 1 of every 6 (17%) adolescents had no health care coverage.

Lack of health insurance coverage limits access to routine health care for
adolescents. In 1997, the proportion of adolescents who had not had a health
care visit in the past year was more than twice as high for those without health
insurance than those with health insurance. Uninsured non-Hispanic black
(48.2%) and uninsured Hispanic (47.3%) adolescents were more likely to have
had no health care visits in the preceding 12 months than were uninsured non-
Hispanic whites (26.6%).

Having access to care and a usual source of care can improve the health of an
adolescent by providing preventive counseling and other health services.
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SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics. National Health Interview
Survey. 1997.
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— SUCCESSES OF THE PAST CENTURY —

Recognition of Adolescent Health

For many years, adolescent health was not treated as a separate discipline.
Adolescents were seen in primary care settings by pediatricians or girls were
seen by obstetricians-gynecologists. Recently, practitioners, researchers,
teachers, and those who work with adolescents have clearly delineated a field
that emphasizes the unique health needs and risks of adolescents and are
working to address these issues.

Adolescents disproportionately partake in risky behaviors such as binge
drinking, drug abuse, and smoking. As such, adolescents place themselves at
risk of immediate and long term health consequences. For example, young
women are at highest risk for acquaintance rape. Males and females in this age
group are at high risk for HIV infection, as well as infection by other sexually
transmitted diseases. These risk behaviors can have a lasting effect. Drug
addiction, pregnancy, and alcoholism are obvious potential outcomes of high
risk behavior. Consequences of other risk behaviors appear during adulthood;
for example, those who begin smoking during adolescence are far more likely to
smoke as adults, greatly increasing risk of heart disease, stroke, and cancer.

“On the basis of mortality rates alone, adolescence
was previously considered one of the healthiest
periods in human life. However, there is a growing
recognition of the wide-ranging health problems
faced by adolescents because of a combination of
biological, psychological, and social factors.”

— World Health Organization,
“Programming for Adolescent Health
and Development”

Adolescents need specific and specialized attention. In response, physicians
are specializing in adolescent medicine, researchers are studying adolescents,
and 50 states, 3 U.S. territories, and Washington, D.C. now have an adolescent
health coordinator in their health departments. The American Medical
Association (AMA) has adopted guidelines on counseling adolescents for
primary care physicians, known as the Guidelines for Adolescent Preventive
Services, or GAPS. According to the AMA, GAPS is designed to “improve the
health and well-being of adolescents; reduce the cost of medical care over time;
provide mechanisms for quality assurance.” Physicians are encouraged to
practice preventive medicine with adolescents, deterring the initiation of risky
behaviors.
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High School Completion Rate

High school completion is strongly associated with one’s health status as an
adult. Those that finish high school report better health than those that do not
complete high school or those that receive a General Education Development
(GED) degree.

In 1998, the rate of high school drop-out was 12%, down from 14% in 1980.
Hispanics continue to have the highest rate of drop-outs, almost four times the
rate of white teens. However, Hispanics also have seen the greatest decline in
the drop-out rate.
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Teen Birth Rates

The rate of teenage childbearing has been declining steadily since 1991, the
result of several concurrent trends. Teenage sexual activity has leveled off and
contraceptive use has increased. In 1998, the birth rate for teens 15-19 was 51.1
per 1,000 births, 18% lower than the peak in 1991 when the rate was 62.1 per
1,000.

In 1998, Hispanic teenagers ages 15-19 had the highest rate of teen births at
93.6 per 1,000, 12% lower than in 1991. Non-Hispanic black teens aged 15-19
had the next highest rate, 88.2 per 1,000; this is a decline of 26% since 1991.
The rate for non-Hispanic white teenagers has declined 19% since 1991 to 35.2
per 1,000. Rates have fallen for other groups as well, to 72.1 per 1,000 for
American Indian teenagers and 23.1 per 1,000 for Asian or Pacific Islander
teens.

BIRTH RATES FOR WOMEN 15-19 YEARS
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SOURCE: Ventura SJ, Martin JA, Curtin SC, Mathews TJ, Park MM. Births: Final data for 1998. National vital statistics
reports; vol 48 no 3. Hyattsville, Maryland: National Center for Health Statistics. 2000.
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Motor Vehicle Crashes

Injuries due to motor vehicle crashes account for a significant portion of
adolescent and young adult mortality. Within the past few decades though, the
rate of deaths for those 15-24 due to motor vehicle crashes has decreased from
44.8 per 100,000 in 1980 to 26.9 in 1998, a decline of approximately 40%.

Males aged 15-24 are more likely to die of injuries as a result of motor vehicle
crashes than females. In 1998, the death rate for males was 37.3 per 100,000
compared to 16.1 per 100,000 for females.

DEATH RATES FOR MOTOR VEHICLE CRASHES FOR AGES 15-24
by Sex and Age-Adjusted Deaths Rates for All Ages
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SOURCES: Vital Statistics of the United States, vol Il, mortality, part A, for data years 1960-1993. Public Health Service.
Washington: US Government Printing Office; for 1994-1998, unpublished data; data computed by Division of Health and
Utilization Analysis from numerator data compiled by Division of Vital Statistics and denominator data from table 1, US
Bureau of the Census.

Drinking and driving is responsible for a large number of these adolescent
deaths as well as non-fatal motor vehicle injuries. Alcohol-related motor
vehicle crash deaths among 15-24 year-olds also declined, by 40%, from 21.5
per 100,000 in 1987 to 13.5 per 100,000 in 1998.
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Despite these successes, there are still challenges for the future.

In 1999:

13.1% of adolescents reported driving at
least once after drinking alcohol in the 30
days preceding the survey;

33.1% reported riding at least once with a
driver who had been drinking in the 30 days
preceding the survey; and

16.4% of teens reported never or rarely ever
wearing a seatbelt when in a car or truck
driven by someone else.
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— CHALLENGES FOR THE FUTURE —

Healthy Weight

The prevalence of overweight adolescents (ages 12-19) has been increasing. In
the early 1970s, 6.1% of adolescents were overweight (overweight is defined as
body mass index [weight in kilograms divided by height in meters squared]
greater than or equal to the age- and sex-specific 95™ percentile values in a U.S.
reference population). By 1988-1994, the percentage had almost doubled to
10.5%. In other words, I out of every 10 adolescents is overweight.

PERCENTAGE OF OVERWEIGHT ADOLESCENTS, AGES 12-19
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Overall, a higher proportion of males 12-19 years old are overweight than
females (11.3% and 9.7%, respectively). However, black females have the
highest prevalence of overweight, 16.3%, compared to 9.0% of overweight white
females. Among white males, 12% are overweight, compared to 10.4% of black
males.
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OVERWEIGHT MALES, AGES 12-19
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Being overweight has serious health consequences for adolescents. Teens who
are overweight are likely to be so in adulthood, putting them at an increased
risk for hypertension, heart disease, diabetes, some cancers, and other serious
conditions later in life.

As for children, overweight in teens is due to an imbalance between caloric
intake and energy output such as physical activity. In 1991, 41.6% of
adolescents attended physical education class daily; in 1999, only 29.1% did.

In 1999, 64.7% teens reported participating in vigorous physical activity,
defined as at least 20 minutes on at least 3 of 7 days preceding the survey.
Males were significantly more likely (72.3%) than females (57.1%) to participate
in vigorous physical activity.

Eating disorders such as anorexia and bulemia are also serious problems
among adolescents, particularly among girls during their teenage years. In
1999, 36.4% of female high school students and 23.7% of male students
perceived themselves to be overweight. While some proportion of these
students may truly be overweight, there are many who are not.
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More than 1 in 10 (12.6%) students reported not
eating in the 24 hours preceding the survey to
lose weight or avoid gaining weight;

7.6% of sutdents reported taking diet pills,
powders, or liquids without a doctor’s advice to
lose weight or avoid gaining weight; and

4.8% reported having vomited or taken laxatives
to lose weight or avoid gaining weight.

These behaviors are consistently more prevalent among
females.
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Smoking

Smoking, often initiated in adolescence, is a physically addictive behavior that
is the single most preventable risk factor for many of the leading causes of
death, including heart disease and cancer.

In 1999, 34.8% of adolescents reported smoking cigarettes on at least one day
in the preceding 30 (“current cigarette use”), up from 27.5% in 1991. Since
1995, rates have remained relatively stable.
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However, the rate of “frequent smokers,” those that reported smoking
cigarettes on 20 of the preceding 30 days, rose from 12.7% in 1991 to 16.8% in
1999. White and Hispanic students were more likely (38.6% and 32.7%,
respectively) than black students (19.7%) to report current smoking. However,
smoking among black youth, which had been consistently declining, increased
in the past decade.
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Older students were more likely to smoke than younger students. Forty and
one-half percent of twelfth grade females reported current cigarette use,
compared to 29.2% of ninth grade females. The same was true for males; 45.2%
of twelfth grade males reported being current smokers, compared to 26.1% of
ninth grade males.

Other surveys that examine teen smoking have reported similar findings.

It is estimated that 6,000 adolescents will try smoking and 3,000 persons under
age 18 will become daily smokers each day.
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Violence

Violence perpetrated by adolescents is an issue that has gained considerable
public attention in the wake of a series of disturbing shootings in schools.
Despite these alarming events, some indicators of violent behaviors have
decreased in the last decade.

The percentage of students that carried a weapon on one or more
days in the preceding 30 days fell from 26.1% in 1991 to 17.3% in 1999.

Students that carried a gun on one or more days in the preceding 30
days also fell from 7.9% in 1993 (earliest available data) to 4.9% in
1999.

Students that carried a weapon on school property in the preceding
30 days fell from 11.8% in 1993 (earliest available data) to 6.9% in 1999.

In 1999, 35.7% of adolescents were involved in a physical fight in the
preceding year, a decline from 42.5% in 1991. The number also
declined for students involved in physical fights on school property in
the preceding year from 16.2% in 1993 (earliest available data) to
14.2% in 1999.

New data on violent behaviors were collected for the first time in 1999:

8.8% of students reported being a victim of dating violence, defined as
having been hit, slapped, or physically hurt on purpose by a boyfriend
or girlfriend in the preceding 12 months. Black students were more
likely than white students to report this (12.4% and 7.4%,
respectively). Black females were nearly twice as likely to report
being a victim of dating violence than white females (14.1 and 7.4%,
respectively).

8.8% of adolescents report ever having been forced to have sexual
intercourse against their wishes. Female students (12.5%) were more
likely to report this than males (5.2%). Black and Hispanic students
(11.6% and 10.5%, respectively) were more likely to report having been
forced to have sexual intercourse than white students (6.7%).
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Suicide

The third leading cause of death for adolescents is suicide. Adolescence is a
time of uncertainty and insecurity, enough so that many teens feel isolated with
nowhere to turn in the face of serious problems.

The feeling of hopelessness is often considered to be a precursor to suicide or
suicidal ideation. An understanding of the scope and extent of this feeling can
assist those who work with adolescents to intervene before it is too late.

In 1999, 28.3% of students had felt so sad or hopeless almost every day for at
least 2 weeks in a row during the preceding 12 months that they stopped doing
some regular activities. Females (35.7%) were significantly more likely to feel
this way than males (21.0%). Hispanic students (37.0%) were more likely than
white (24.9%) or black (28.9%) students to feel this degree of sadness or
hopelessness.

In 1999, 19.3% of adolescents seriously considered suicide. This number has
consistently declined since 1991, when the rate was 29%. A more serious step
is the creation of a “suicide plan;” in 1999, 14.5% of adolescents created such a
plan during the preceding 12 months. Girls are more likely to attempt suicides
and fail than boys. In 1999, 10.9% of female adolescents attempted suicide,
compared with 5.7% of males. In the year preceding the survey, 18.3% of female
adolescents made a suicide plan, compared to 10.9% of males. Approximately
8% of adolescents attempted suicide, a rate that has varied since 1991 when it
was 7.3% (the rate rose to 8.6% in 1993 and again in 1995 to 8.7%, but fell to 7.7%
in 1997).
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However, boys are more likely to succeed when they do try and constitute a
higher percentage of suicides than girls. In 1998 for persons 15-24, the suicide
death rate was 11.1 per 100,000. The rate of suicide for males 15-24 was 18.5
per 100,000; during the same time, the rate for females was 3.3 per 100,000.
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Sexually Transmitted Diseases

The transmission of sexually transmitted diseases (STDs) and human
immunodeficiency virus (HIV) is a serious problem among adolescents. While
many STDs are completely curable with antibiotics, some viral infections, such
as Hepatitis, HIV, or Human Papillomavirus (HPV), can be treated but never
cured. The effects of some STDs can last a lifetime; some forms of HPV are the
precursor to cervical cancer, and the effects of chlamydia, if untreated, can lead
to infertility. As in the case of HIV, the precursor to AIDS, the result may even
be death.

While it is difficult to know exactly the prevalence of STDs, it is estimated that
chlamydia, a common STD, infects:

e 308.4 per 100,000 males aged 15-19;

e 2,359.4 per 100,000 females aged 15-19;

e 432.5 per 100,000 males aged 20-24; and
e 1,952.7 per 100,000 females aged 20-24.

Adolescents are at greater risk for the transmission of STDs and HIV because of
their riskier sexual behavior, such as having multiple partners or engaging in
unprotected sex. Female adolescents are at a particularly higher risk, as many
STDs are more easily spread from male to female and often remain undetected
in females.

The transmission of STDs and HIV can be prevented largely by abstinence from
sexual activity or with the effective use of barrier contraception, such as male
or female condoms. In 1999, among teens in high school, 49.9% of adolescents
had engaged in sexual intercourse and 36.3% were currently active, that is they
reported having had sexual intercourse in the 3 months preceding the survey.
Among those adolescents who were currently active, 58.0% reported using a
condom during the last intercourse, an increase of 26% since 1991, when the
rate was 46.2%.
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ADULT HEALTH

Adult Mortality

In 1998, the death rate for the population 25-44 was 157.7 per 100,000.
However, there were substantial differences in adult mortality by race and
ethnicity. Non-Hispanic blacks died at a higher rate, 303.7 per 100,000, than
Hispanics or non-Hispanic whites, 139.4 per 100,000 or 130.2 per 100,000,
respectively.

The leading causes of death for all adults ages 25-44 in 1998 were: unintentional
injuries, malignant neoplasms (cancer), heart disease, suicide, HIV, and
homicide. The three leading causes are the same as in 1980 but suicide, which
ranked fifth in 1980, moved up in ranking to fourth in 1998. Human
Immunodeficiency Virus, which did not rank in the top ten in 1980, ranked fifth
in 1998. Homicide fell from fourth place in 1980 to fifth place in 1998.

Based on data for 1998, the leading causes of death also differed by race and
ethnicity as shown in the table. Five of the six leading causes of death are the
same for the three groups but they are in different rank order. For non-Hispanic
whites and Hispanics, suicide is among the six leading causes whereas among
non-Hispanic blacks, the six leading causes includes stroke rather than suicide.
Understanding differences in the leading causes of death is instrumental in
designing appropriate public health interventions.
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SOURCE: Murphy SL. Deaths: Final data for 1998. National vital statistics reports; vol 48 no. 11.
Hyattsville, Maryland: National Center for Health Statistics. 2000.
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In 1998, the death rate for the population 45-64 was 664.0 per 100,000, with
significant differences by race and ethnicity. Non-Hispanic blacks had the
highest death rate, 1,184.4 per 100,000, followed by non-Hispanic whites, 623.1
per 100,000 and Hispanics 438.8 per 100,000.

For all adults aged 45-64, the leading causes of death in 1998 were: cancer,
heart disease, unintentional injuries, cerebrovascular disease (stroke),
diabetes, and chronic obstructive pulmonary diseases, which include
emphysema, asthma, and bronchitis. In 1980, the ranking of the leading causes
of death was different: heart disease, cancer, cerebrovascular disease, and
unintentional injuries, chronic liver disease and cirrhosis, and chronic
obstructive pulmonary diseases.

Racial and ethnic disparities also exist in the leading causes of death for this
age group, as shown in the table below. For 1998, cancer and heart disease are
the first and second leading causes for all three groups. Unintentional injuries,
stroke and diabetes are among the six leading causes for all three groups but
occupy different rankings. For non-Hispanic whites, chronic obstructive
pulmonary disease is among the 6 leading causes of death whereas for non-
Hispanic blacks, HIV is in this group and for Hispanics, liver disease and
cirrhosis is among the leading 6 causes.

ADULTS, AGES 45—64 (RATE PER 100,000 POPULATION)
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SOURCE: Murphy SL. Deaths: Final data for 1998. National vital statistics reports; vol 48 no. 11.
Hyattsville, Maryland: National Center for Health Statistics. 2000.
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Access to Health Care

Access to health care is important for the prevention of disease, the detection
of illness through screening, treatment, and management of illness and injuries.
Adults who have a usual source of care are much more likely to access the
health care system and obtain needed services. The percentage of adults aged
25-44 with no usual source of health care has declined within the past decade
from 25% in 1990 to 18% in 1995-96.

Men in this age group were more likely than women to report having no usual
source of care: 24.0% of men compared to 13.5% of women.

Adults ages 45-64 were less likely to report having no usual source of health
care than their younger counterparts. In 1995-96, 11.8% of adults aged 45-64
reported no usual source of health care as compared with 18% of 25-44 year-
olds.

As was the case for those 25-44, men aged 45-64 reported having no usual
source of care more frequently than women: 13.8% for men and 10% for women.
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Maternal Mortality

Early in the century, it was not unusual for women to die in labor, or for infants
to die within the first year of life. Over the past century, the rates of both
maternal and infant mortality have declined significantly in the United States,
due to reasons such as: better nutrition, environmental improvements, safe
drinking water, increased use of prenatal care, improved technology, and better
spacing between children through family planning.

Since the beginning of the century, the rate at which women died during, or as a
result of, childbirth has declined from 727.9 per 100,000 live births between
1915-1919 to 7.1 per 100,000 live births in 1998.

The sooner women seek prenatal care during pregnancy, the better chances
that potential health problems will be detected, and that counseling and
support will be provided to the expectant mother.

As recently as 1970, only 68% of women began prenatal care within the first
trimester of pregnancy. In 1998, the rate of timely care had improved to 82.8%.
In 1998, only 3.9% of women either began care late (third trimester) or had no
care at all, half the proportion of mothers with late or no care in 1970 (7.9%).

Although maternal mortality has decreased significantly in the past century, a
disturbing disparity persists. In 1998, the maternal death rate for black women
was 17.1 per 100,000 live births, as compared to 5.1 per 100,000 for white
women.
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PERCENT OF WOMEN WITH PRENATAL CARE
BEGINNING IN THE FIRST TRIMESTER OF PREGNANCY
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Mental Health — Depressive Disorders

It is estimated that depressive disorders (which include unipolar depression,
any bipolar depression, or dysthymia) is one of the most common set of mental
conditions. In 1998, 11%, or over 9 million people, ages 25-44 and 9%, or about
5 million people ages 45-64, were affected by depressive disorders. Women
are disproportionately affected; almost twice as many women (12.0%) suffer
from depression as men (6.6%).

The onset of depression can occur for seemingly little or no reason or can be
brought on by a traumatic loss, such as the death of a loved one.

Many therapies have been used to help treat depression, including medication
and psychotherapy.

Major depression consists of a combination of symptoms
that make normal, daily functions difficult, if not
impossible.

A less severe condition, dysthymia, can impede daily
activities but does not disable an individual.

Symptoms include:
feeling sad, worthless, anxious, or hopeless
decreased interest in activities that were once
enjoyable
diminished energy
inability to concentrate or focus, feeling “fuzzy”
disruption in eating or sleeping patterns

recurring suicidal ideation, thoughts about death or
suicide attempts

restlessness, irritability

(Adapted from the National Institute of Mental Health, Depression.)

42



PROFILE OF THE NATION’S HEALTH CDC Fact Book 2000/2001

— SUCCESSES OF THE PAST CENTURY —

Hypertension Rates

Hypertension, or high blood pressure, is a risk factor for heart disease and
stroke, two of the leading causes of death for adults. A person with
hypertension is defined by either having elevated blood pressure (systolic
pressure of at least 140 mmHg or diastolic pressure of at least 90 mmHg) or
taking antihypertensive medication. The rate of hypertension has declined
dramatically since 1960, when 36.9% of adults aged 20-74 had hypertension. By
1988-1994, 23.1% had hypertension.

Males continue to report a higher rate of hypertension than women; in 1988-
1994, 25.3% of men and 20.8% of women had hypertension.

In addition to gender, disparities exist by race with black men reporting the
highest rates of hypertension, 34.9%. Black women have the next highest rate,
33.8%, followed by white men, 24.3%. White women have the lowest rate,

19.3%.

HYPERTENSION AMONG ADULTS AGES 20-74 YEARS, AGE ADJUSTED
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Examination Statistics. Unpublished data.
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Workplace Safety — Occupational Injury Deaths

At the beginning of the 20" century, workers in the United States faced
remarkably high health and safety risks on the job. Through efforts by
individual workers, unions, employers, government agencies, academic
scientists, and others, considerable progress has been made, especially in
reducing occupational injuries. Despite major gains in workplace safety, much
work remains. Workers continue to die from preventable injuries sustained on
the job each day, and injury rates are actually rising among health care
workers. The average rate of deaths from occupational injuries declined from
7.5 per 100,000 workers in 1980 to 4.3 per 100,000 workers in 1995. The mining
industry had the highest rate of occupational injury death in 1998, 25.0 per
100,000 workers, after falling from 43.8 per 100,000 in 1980. During this period,
the average death rate was 30.3 deaths per 100,000 workers. Other industries
with high rates included agriculture, forestry and fishing, and construction.
The leading causes of fatal occupational injury during this time included motor
vehicle-related injuries, workplace homicides, and machine-related injuries.

OCCUPATIONAL INJURY DEATHS, ACCORDING TO INDUSTRY, UNITED STATES
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Cancer Screening
Mammograms and Pap Smears

Breast and cervical cancers are common cancers among women. Breast cancer
is the second-most common cancer-related cause of death (behind lung
cancer). It is estimated that 182,800 new cases will be diagnosed among
women in 2000, and during that year, 40,800 women will die of this disease.
Though the rates of cervical cancer hav