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Preface 
Health, United States, 1990 is the 

15th annual report on the health 
status of the Nation submitted by the 
Secretary of Health and Human 
Servicesto the President and 
Congress of the United States in 
compliance with Section 308 of the 
Public Health Service Act. This 
report was compiled by the NationaI 
Center for Health Statistics, Centers 
for Disease Control. The National 
Committee on Vital and Health 
Statistics served in a review capacity. 

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

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

This reprint of the chartbook 
on minority health from Health, 
United States, 1990 also 
includes highlights for the 
entire 1990 report and the 
appendixes. The most current 
version of the detailed tables 
section is available in Health, 
United States, 1991. 
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Highlights 

Chartbook 

I In 1988 only 58 percent of 
American Indian and Mexican 
American mothers, 61 percent of 
black mothers, and 63 percent of 
Puerto Rican and Central and South 
American mothers received prenatal 
care in the first trimester of 
pregnancy. Use of early prenatal care 
was much greater among Filipino, 
white, Chinese, Cuban, and Japanese 
mothers, ranging from 78 to 
86 percent. Overall, the proportion of 
mothers with earIy prenatal care has 
remained unchanged at 76 percent 
between 1980 and 1988 (figure 2). 
q In 1988 the percent of low-birth-
weight infants was much higher for 
black and Puerto Rican mothers (13.3 
and 9.4 percent) than for white 
mothers (5.7 percent). Chinese 
mothers had the lowest proportion of 
low-birth-weight-infants (4.6 percent). 
Overall, the percent of live-born 
infants weighing less than 2,500 grams 
has remained at about 7 percent 
since 1980 (figure 3). 
W Infant mortality rates for black 
and American Indian births during 
1983-85 were 2.1 and 1.5 times the 
rate for white births, respectively. The 
infant mortahty rate was lowest for 
Japanesebirths, 6.0 infant deaths per 
1,000 live births. Among Hispanics 
there was wide variation in infant 
mortality: from 8.0 among Cubans to 
12.3 among Puerto Ricans with 
Mexican Americans (the largest 
group) having an infant mortality rate 
(8.8) similar to white mothers 
(figure 4). 
n Overall, Asian persans in the_ 
United States had the lowest death 
rates in 1988. Among persons under 
4.5years of age, black persons and 
American Indians had the highest 
death rates with the greatest 
black-white and American 
Indian-white ratios occurring at ages 
25-44 years (2.5 and 1.8, 
respectively). With increasing age 
these differences narrowed and for 
persons 65 years and over, 
black-white differences were minimal 

and white death rates exceeded those 
for American Indians (figures 6-10). 
I In 1988 death rates at ages 15-24 
and 25-44 years for the Hispanic 
population exceeded those for white 
persons by 19 and 24 percent, 
respectively. Among persons ages 
1-14 years and 45 years and over, 
death rates for Hispanic persons were 
similar to or lower than those for 
white persons in 1988 (figures 6-10). 
I In 1988 unintentional injuries 
were the leading cause of death for 
each racial group at ages 1-14 years, 
15-24 years, and 25-44 years, except 
for black persons 15-44 years for 
whom homicide was the leading cause 
of death. In each age group under 45 
years, the injury death rate was 
highest for American Indians. Heart 
disease and cancer were the two 
leading causesof death for each 
racia1group at ages 45-64 years and 
65 years and over. Among those 65 
years and over heart disease mortality 
was about 60 percent lower for Asian 
than for white persons (figures 6-10). 
n During 1986-88 almost 
60 percent of all homicide victims 
were between 15 and 34 years of age. 
About half of white, black, and Asian 
victims in this age range were 
murdered with a handgun, and 
another 12-17 percent were 
murdered with other types of 
firearms. Within the American Indian 
population, handgun use was 
substantially lower (29 percent) 
(figure 11). 
W In 1977-83 lung cancer incidence 
was 40 percent higher among bIack 
than white men, and was considerably 
lower among Asian than white men, 
and among Mexican American than 
non-Hispanic white men. In 1975-84 
5-year survival rates for lung cancer 
were between 10 and 20 percent, 
regardIessof race or ethnicity (figures 
12 and 13). 
W In 1977-83 breast cancer was the 
most frequently occurring cancer site 
among women, regardless of race or 
ethnicity. Breast cancer incidence was 
much Iower among minority women 

than white women. During 1975-84 
the 5-year sun&a1 rates for breast 
cancer exceeded 70 percent except 
for American Indian and bIack 
women for whom survival rates were 
46 percent and 63 percent, 
respectively (figures 16 and 17). 
n In 1977-83, in comparison with 
white men, the incidence of prostate 
cancer among black men was 
71 percent higher; among Asian men 
the incidence was much lower than 
for white men; and the incidence was 
similar for Mexican American and 
Iower for American Indian than for 
non-Hispanic white men. In 1975-84, 
5-year survival rates for prostate 
cancer exceeded 70 percent except 
among American Indian and black 
men for whom survival rates were 
54 percent and 63 percent, 
respectively (figures 18 and 19). 
n In 1989 among non-Hispanic 
white and Asian males with AIDS 
nearly 4 out of 5 contracted AIDS 
through homosexual/bisexual contact 
compared with about half of Hispanic 
and American Indian males and 2 out 
of 5 non-Hispanic black males. On 
the other hand, 3-12 percent of the 
Asian, non-Hispanic white, and 
American Indian male cases resulted 
from intravenous (IV) drug use 
compared with 32-36 percent of the 
Hispanic and non-Hispanic black 
cases(figure 21). 
m In 1989 among non-Hispanic 
black and Hispanic females, 
77-81 percent of AIDS casesresulted 
from either IV drug use or from 
heterosexual contact with an IV drug 
user compared with 57 percent of 
casesamong non-Hispanic white 
females. In alI, heterosexual contact 
accounted for 31-37 percent of 
femaIe AIDS cases (figure 22). 
I The prevalence of diabetes for 
those 45-74 years of age was twice as 
high for Mexican Americans and 
Puerto Ricans (24 and 26 percent in 
1982-84) and 60 percent higher for 
non-Hispanic black persons 
(19 percent in 1976-80) as for 
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non-Hispanic white persons 
(12 percent in 1976-80) (figure 23). 
w The age-adjusted prevalence of 
ovenveight among non-Hispanic black 
women (44 percent in 1976-80) and 
among Mexican and Puerto Rican 
women (40-42 percent in 1982-84) 
was much higher than among 
non-Hispanic white women 
(24 percent in 1976-80) (figure 24). 
w The age-adjusted prevalence of 
hypertension was about 40 percent 
lower among Cuban and Puerto 
Rican men in 1982-84 than among 
non-Hispanic white men in 1976-80. 
Also in 1976-80 the prevalence of 
hypertension was 23 percent higher 
among non-Hispanic black than 
non-Hispanic white men. Similarly, 
Hispanic women had a lower 
prevalence of hypertension than 
non-Hispanic white women, while the 
prevalence among non-Hispanic black 
women was 1.7 times that for 
non-Hispanic white women 
(figure 25). 
n The age-adjusted prevalence of 
high serum cholesterol was Iower 
among Hispanic men (16-19 percent) 
and Hispanic women (17-23 percent) 
in 1982-84 than among non-Hispanic 
black or white men (24-25 percent’) 
or women (25-28 percent) in 1976-80 
(figure 26). 
w Emergency room episodes for 
cocaine abuse increased dramatically 
between 1985 and 1988 among bIack, 
Hispanic, and white persons. 
However, data for 1989 show no 
change in the number of episodes for 
bIack persons and modest decreases 
among Hispanic and white persons 
(figure 28 and table 58). 
w In 1985-88 among persons 4.5-64 
years of age, Asian, Cuban, and 
non-Hispanic white adults were less 
likely than non-Hispanic black 
American Indian, Mexican American, 
and Puerto Rican adults to be in fair 
or poor health (12-18 percent 
compared with 25-33 percent). Even 
among those with 12 or more years of 
education, the percent in fair or poor 
health was twice as great among 
American Indian and non-Hispanic 
black persons compared with Asian 
and non-Hispanic white persons 
(figure 29). 

2 Highlights 

1 In the mid-1980’s the 
age-adjusted percent of persons 
under 65 years of age with no health 
insurance was 35 percent for 
Mexican Americans and 
21-23 percent for Puerto Rican% 
non-Hispanic bIack persons, and 
Cubans compared with 12-16 percent 
for non-Hispanic white and Asian 
persons (figure 31). 

Detailed Tables 

Health Status and Determinants 

w In 1988 the fertility rate was 67.2 
live births per 1,000 women 15-44 
years of age, up 2 percent from the 
1987 rate. Provisional data for 1989 
show another 2 percent rise. After a 
slow decline from 1975 to 1986, the 
birth rate for teenagers 15-17 years 
increased by 10 percent between 
1986 and 1988. The birth rate for 
women 30-39 years has increased 
steadiIy since 1980, while the birth 
rate for women 40-44 has increased 
since 1985 (tables 2 and 3). 
w In 1988, 26 percent of live births 
were to unmarried mothers, up from 
11 percent in 1970. The percent of 
live births to unmarried mothers has 
been increasing for al1 racial and 
ethnic groups except for Chinese 
mothers with only 3-4 percent 
unmarried over this period. In 1988 
the highest percents of live births to 
unmarried mothers were for black 
(64 percent), American Indian 
(46 percent), Puerto Rican 
(53 percent), Central and South 
American (36 percent), and Mexican 
American births (31 percent) (tables 
6 and 7). 
n In 1988 overall life expectancy at 
birth was 74.9 years, slightly down 
from the 1987 high of 75.0 years. Life 
expectancy for black males declined 
from 65.2 to 64.9 years and life 
expectancy for black females declined 
from 73.6 to 73.4 years. Since 1984 
the difference in life expectancy 
between the white and black 
populations has increased from 6.2 to 
7.4 years for males and from 5.0 to 
5.5 years for femaIes. Provisional data 

show that overal life expectancy 
increased slightIy from 1988 to 1989 
(table 15). 
I In 1988 the infant mortatity rate 
was 10.0 deaths per 1,000 live births. 
Between 1987 and 1988, the infant 
mortality rate declined by 1.2 percent 
for white infants to 8.5 deaths per 
1,000 live births, while declining by 
1.7 percent for black infants to 17.6 
deaths per 1,000 live births 
(table 16). 
n In 1987 the United States ranked 
24th among industrial countries on 
infant mortality with a rate twice as 
great as in Japan. The perinatal 
mortality ratio and feto-infant 
mortality rate are alternative 
measuresof pregnancy outcome that 
help reduce international variation 
due to differences among countries in 
clinica distinctions between fetal and 
infant deaths. The United States 
ranked 20th on the perinatal 
mortality ratio, with a ratio about 
45 percent greater than for Japan, 
and 18th on the feto-infant mortality 
rate, with a rate about 50 percent 
higher than for Japan (table 21). 
w Between 1987 and 1988, the 
age-adjusted death rate for human 
immunodeficiency virus (HIV) 
infection, the 15th leading cause of 
death, increased by 20 percent. The 
age-adjusted death rate for 
pneumonia and influenza, the 6th 
leading cause, increased by 8 percent, 
reflecting a major outbreak of 
influenza in 1988 (table 24). 
m Years of potential life lost per 
1,000 population under 65 years of 
age, a measure of premature 
mortality increased substantially for 
HIV infection between 1987 and 1988. 
Increases in premature mortality due 
to HIV infection were somewhat 
greater for black males (24 percent), 
black females (27 percent), and white 
females (25 percent) than for white 
males (19 percent). In 1988 
premature mortality due to HIV 
infection was nearly three times as 
great among black males as white 
males and was nine times as great 
among black females as white females 
(table 26). 



n The age-adjusted death rate for 
heart disease, the leading cause of 
death, declined by 34 percent from 
1970 to 1988. During this period 
heart disease mortality declined by 
37 percent for white males, 
32 percent for white females, 
28 percent for bIack females, and 
24 percent for bIack maIes. In 1988, 
the heart disease death rate remained 
essentialIy unchanged for black 
persons while continuing to decIine 
for white persons (table 27). 
II The age-adjusted death rate for 
stroke, the third leading cause of 
d’eath, declined by 55 percent from 
1970 to 1988. The average annual 
rate of decline has been less rapid 
during 1985-88 (2.8 percent per year) 
than during 1970-85 (5.2 percent). In 
1988 the age-adjusted death rate for 
stroke increased by 1.2 percent for 
black men, remained stable for black 
women, and declined by 1 and 
3 percent, respectively, for white men 
and women (table 2X). 
I The age-adjusted death rate for 
lung cancer, the leading cause of 
cancer deaths among women, 
increased by 36 percent for white 
women and 26 percent for black 
women between 1980 and 1988. 
Among men the age-adjusted death 
rate for lung cancer has remained 
fairIy stabIe over this period 
(table 30). 
n In 1988 the age-adjusted 
homicide rate increased 8 percent for 
black males and 3 percent for black 
females while remaining stable for 
white persons. Among black persons 
increases were especially large for 
males 15-24 years of age (19 percent) 
and for males and females 25-34 
years (10 and 14 percent, 
respectively). In 1988 the homicide 
rate for black males 15-34 years was 
more than eight times the rate for 
white males of the same age 
(table 34). 

Utilization of Health Resources 

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

persons with higher incomes were 
more likely than those with Iower 
incomes to use doctors’offices for 
their care (63 compared with 
49 percent in 1989). Persons with 
lower incomes were more likely than 
those with higher incomes to use 
hospital outpatient services (18 
compared with 11 percent in 1989) 
(table 67). 
I In 1989 the age-adjusted 
discharge rate for non-Federal 
short-stay hospitaIs varied among the 
geographic regions, with the highest 
level found in the Northeast (125 per 
1,000 population) and the lowest in 
the West (98 per 1,000 population). 
The age-adjusted average length of 
stay in the Northeast (7.3 days) was 
more than a fuI1 day longer than in 
the other regions (6.2 days in the 
M idwest, 6.1 days in the South, and 
5.5 days in the West) (table 73). 
n Between 1988 and 1989 the 
number of discharges from 
non-Federal short-stay hospitals with 
a diagnosis of AIDS increased 35 
percent to 96,000 discharges. Men 
20-49 years of age accounted for 
74,000 (77 percent) of all AIDS 
discharges in 1989.A total of 1.3 
m illion days of care were provided to 
AIDS patients in 1989. The average 
length of stay for AIDS patients was 
twice that for all discharges (13.6 days 
compared with 6.5 days in 1989) 
(table 74). 
n In 1989 there were 30.9 m illion 
discharges from non-Federal 
short-stay hospitals. Among men, the 
most common first-listed diagnoses 
were diseasesof the heart (1.9 
m illion), malignant neoplasms (770 
thousand), and pneumonia (544 
thousand). For women, the most 
common first-listed diagnoseswere 
delivery (3.9 m illion), diseasesof the 
heart (1.6 m illion), and malignant 
neoplasms (838 thousand) (tabIe 76). 
n In 1989 the Ieading diagnostic 
and nonsurgica1inpatient procedures 
performed for men in non-Federal 
short-stay hospitals were 
angiocardiography (767 thousand), 
followed by CAT scans (721 
thousand), and diagnostic ultrasound 
(628 thousand). Among women, the 
same three procedures were in the 

top three but the ranking differed. 
Diagnostic ultrasound was most 
common (930 thousand), foIlowed by 
CAT scans (798 thousand), and 
angiocardiography (432 thousand) 
(table 78). 
n Between 1980 and 1988 the 
percent of surgery performed on an 
outpatient basis in short-stay hospitals 
almost tripled from 16 to 47 percent, 
The proportion of outpatient surgery 
was inversely related to hospital size, 
ranging from 40 percent for hospitals 
with 500 beds or more to 53 percent 
for hospitaIs with fewer than 100 beds 
in 1988 (table 79). 
n Between 1983 and 1988 the 
admission rate to mental health 
organiiations for inpatient and 
residential treatment increased 
17 percent to 820 per 100,000 
population. The trend differed 
according to type of organization with 
admission rates for private psychiatric 
hospitals more than doubling, while 
admission rates for State and county 
mental hospitals declined by 
15 percent, and those for 
non-Federal general hospital 
psychiatric services increased by 
7 percent (table 82). 

Health Care Resources 

n Between 1985 and 1989 the 
number of civilians employed in the 
health services industry increased at 
an average annual rate of 3.6 percent 
to 9.1 m illion workers. In 1989 half of 
al1 health services industry workers 
were employed in hospitals, 
17 percent in nursing and personal 
care facilities, and 11 percent in 
physicians’offices (table 86). 
n During the 1980’sthe m ix of 
nurses employed in community 
hospitals changed. Between 1981 and 
1988 the number of full-time 
equivalent (FE) registered nurses in 
community hospitals grew at an 
average annual rate of 3 percent, 
while licensed practical nurses had an 
average annual decline of 5 percent 
through 1987 and then stabiIized in 
1988 (table 91). 
1 Between 1980 and 1989 first-year 
enrollment in medical schools 
remained stable while dental school 
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enrollment declined by 32 percent. 

The number of first-year registered 

nursing students increased by 

17 percent between 1980 and 1984, 

declined by 27 percent between 1984 

and 1987, and finally increased by 

4 percent between 1987 and 1988 

(table 93). 

n Between 3980 and 1988 the 

number of hospitals with fewer than 

100 beds fell 9 percent, compared 

with a 5 percent decline for all 

short-stay hospitals. Throughout the 

1980’soccupancy rates have been 

lower in smalter hospitals than larger 

hospitals and the gap has widened. In 

1988occupancy rates ranged from 

48 percent for hospitals with fewer 

than 100 beds to 76 percent for 

hospitals with 500 beds or more 

(tabte 96). 


n Between 1980 and 1988 the 

number of long-term psychiatric beds 

felt 34 percent to 143,853.During the 

1980’s,proprietary psychiatric beds 

grew by 70 percent while State-local 

and Federal psychiatric beds declined 

by 38-41 percent. In 1988 State-local 

psychiatric beds comprised 

80 percent of all long-term 

psychiatric beds, compared with 

85 percent of all long-term 

psychiatric beds in 1980 (table 97). 

n In both 1980 and 1988 the largest 

number of community hospital beds 

per 1,000 population were in the 

States of North Dakota, Nebraska, 

and Montana. In 1988 these States 

had 7.0, 5.8, and 5.6 beds per 1,000 

population, respectively, compared 

with a national average of 3.9 beds 

per 1,000. In 1988 South Dakota also 

had 5.6 beds per 1,000 population 

(table 99). 


Health Care Expenditures -. 

w In 1988 national health care 
expenditures in the United States 
totaled $540 billion, an average of 
$2,124per person. Between 1980 and 
1988 expenditures increased at a 
higher annual rate for physician 
services than for hospital care. In 
1988 hospital care accounted for 
39 percent of national health 
expenditures, physician services for 
19 percent, nursing home care for 

8 percent, drugs and other medical 

nondurables for 8 percent, and 

dentist services for 5 percent of 

health expenditures (tables 103 and 

105). 

H In 1988 rising prices continued to 

explain the largest portion 

(68 percent) of the growth in 

personal health care expenditures. 

Ten percent of the growth was 

attributed to population increase and 

23 percent to changesin the use and 

kinds of services and supplies 

(table 106). 

n In 1989 the rate of increase in 

the medical care component of the 

Consumer Price Index (CPI) was 

7.7 percent, compared with an overall 

inflation rate of 4.8 percent. Since 

1980 the medical care component of 

the CPI has grown at an average 

annual rate of 7.9 percent compared 

with 4.6 percent for the overal CPI. 

The hospital component of the CPI 

increased by 11.5 percent in 1989, 

physicians’services by 7.4 percent, 

and prescription drugs by 8.7 percent 

(tables 107 and 108). 

n In 1988 non-Federal short-stay 

hospital expenses per inpatient day 

increased 8 percent to $581, and 

expensesper inpatient stay increased 

9 percent to $4,194. Expenses in 

proprietary hospitals have been 

growing faster than for other types of 

hospitals. In 1988 expensesper 

inpatient day and per inpatient stay 

in proprietary hospitals increased 

11 percent to $649 and $4,023, 

respectively (table 110). 


n Since 1965 the share of health 

care expenditures paid by househotds, 

private business, and the government 

has changed markedly. Expenditures 

paid by private business increased 

from 17 to 29 percent of the total 

between 1965 and 1988. Expenditures 

paid by households declined from 61 

to 37 percent over the same period. 

Public payments (excluding Medicare 

premiums) rose from 21 to 

31 percent of the total, with the 

federal share nearly doubling to 

17 percent by 1988, Between 1987 

and 1988 the private employer share 

of health insurance premiums 

increased by 9 percent, while the 


employee share increased by 
16 percent (table 113). 
n In 1988 the major sources of 
funds for hospital care were the 
government (54 percent) and private 
health insurance (35 percent). 
Medicare provided half of 
government funds for hospital care. 
Physician serviceswere primarily 
funded by private health insurance 
(48 percent) and the government 
(33 percent), with Medicare 
providing the largest share of 
government funds. Almost half of 
nursing home care was financed by 
out-of-pocket payments and almost 
half by the government, primarily the 
Medicaid program (table 114). 
q Expenditures for HIV-related 
activities by the Federal Government 
increased from $6 million in 1982 to 
$2.3 billion in 1989. The National 
Institutes of Health accounted for 
26 percent of these expenditures in 
1989, the Health Care Financing 
Administration for 24 percent, and 
the Centers for Disease Control for 
17 percent, Of the total in 1989, 
43 percent was for research, 
34 percent for medical care, 
17 percent for education and 
prevention, and 7 percent for cash 
assistance(disability insurance and 
SuppIemental Security Income) 
(table 119). 

n In 1988 total public health 
expenditures by State and territorial 
health agencies increased by 
5 percent, while expenditures for the 
supplemental food program for 
women, infants, and children (WIC) 
increased by only 2 percent. Growth 
in the WIC program has slowed from 
average annual increases of 
18 percent from 1980 to I984 and 
9 percent from 1984 to 1987 
(table 120). 

q Between I980 and 1989 the 
age-adjusted percent of persons 
under age 65 with no health care 
coverage increased from 13 to 16 
percent. In 1989 the percent with no 
health care coverage increased 
sreadiIy with decreasing income. 
Residents of the South and West 
were nearly twice as likely as those in 
the Northeast and Midwest to have 
no coverage. NonmetropoIitan 
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residents were somewhat more likely 
to lack health care coverage than 
metro residents (18 compared with 1.5 
percent) (tabIe 124). 
II Between 1980 and 1989 the 
age-adjustedpercent of persons age 
65 years and over with both Medicare 
and private health insurance rose 
from 64 to 74 percent; those with 
Medicare only declined from 23 to 
17 percent (table 125). 
q In 1989 Medicare expenditures 
totaled $61 billion under Hospital 
Insurance (HI) and $40 billion under 
Supplementary Medical Insurance 
(SMI). Average annual increases in 
HI expenditures had slowed from 
16 percent between 1967 and 1985 to 
3 percent between 1985 and 1988, 
However, HI expenditures increased 
by 14 percent in 1989, probably due 
in part to the Medicare Catastrophic 
Coverage Act of 1988 (table 127). 
W The proportion of Medicare 
enrollees age 85 years and over 
increased from 7 to 10 percent 
between 1967 and 1988. In 1988 
payments per enrollee averaged 
$3,378for those 85 years and over, 
compared with $1,618 for those 65-66 
years of age (table 128). 
W In 1989 children in families 
receiving Aid to Families with 
Dependent Chitdren (AFDC) 
comprised 44 percent of Medicaid 
recipients but accounted for only 
13 percent of expenditures. The 
aged, blind, and disabled accounted 
for less than 30 percent of recipients 
and 72 percent of expenditures. 
Payments per recipient ranged from 
$668 for children in AFDC families 
to more than $5,800per recipient 
among the aged, blind, and disabled 
(table 130). 
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Introduction 

Improving the health of all 
Americans is a major goal for this 
Nation. However, regardless of 
whether the focus is on mortality, 
morbidity, or the utilization of health 
services, disparities in the health 
status of Americans remain 
widespread, The rapid improvements 
in medical science and in the systems 
designed to provide essential health 
care services have not benefited al1 
racial and ethnic groups equally. In 
Healthy People 2000, National Health 
Promotion and Disease Prevention 
Objectives (hereafter referred to as 
Healthy People ZOOO),substantial 
numbers of objectives are targeted to 
minority racial and ethnic groups who 
continue to bear the disparate burden 
of poor health in this country (1). 

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

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

Asian or Pacific Islarrd descent. 
American Indian and Alaskan Native 
is used interchangeably with 
American Indian unIess specified 
otherwise, 

Topics for inclusion in the 
chartbook were generally chosen with 
these criteria in mind: (a) coverage in 
HeaZthy People 2000 (1); (b) relevance 
to minority populations; and 
(c) availability of data for minority 
populations in addition to black. 
While reference is made to Healthy 
People 2000 throughout the 
chartbook, the report wil1 not be cited 
each time it is referenced. 

Figure 1 charts the growth of 
minority populations during the 
1980’s.Figures 2-4 present data on 
prenatal care, low birth weight, and 
infant mortality. Trends in life 
expectancy at birth, although 
available only for white and black 
persons, are presented in figure 5 
because of the recent slowdown in 
improvement for the bIack 
population. Death rates for selected 
causesof death are shown in figures 
6-10. The types of weapons used in 
homicides are examined in figure 11. 
Incidence and survival rates for 
cancers of the lung and bronchus, 
colon and rectum, breast, and prostate 
gland are presented in figures 12-19. 
Trends in and modes of transmission 
of AIDS cases are presented in 
figures 20-22. The prevalence of 
diabetes, overweight, hypertension, 
high serum cholesterol, and cigarette 
smoking are shown in figures 23-27. 
Figure 28 displays trends in 
emergency room visits for cocaine 
use. Respondent-assessedhealth 
status, physician utilization rates, and 
health insurance coverage are 
presented in figures 29-32. FinaIIy, 
trends in minority student enroIlment 
in medical schools are shown in 
figure 33. 

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

described in the Technical Notes, the 
chartbook data are not necessariIy 
national-level data. Thus, data for 
Hispanic populations are based on 
seIected States; the cancer incidence 
and surviva1rates are from selected 
cancer registries; and the data 
showing emergency room visits for 
cocaine abuse are from participating 
emergency rooms in selected 
metropolitan areas, 

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

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

In 1988, the racial composition of 
the popuIation of the United States 
was 12 percent black persons, 
3 percent Asian and Pacific Islander, 
1 percent American Indian and 
Alaskan Native, 84 percent white, 
and 8 percent who were of Hispanic 
origin (of any race) (1). 

Growth of the Hispanic 
population has resulted equally from 
immigration and natural increase. 
Close to 40 percent of all 
immigration during the 1980’shas 
been from Latin America. From 1980 
to 19&Sthe Hispanic population 
increased from 6.5 to 8.1 percent of 
the total population (1). 

The rapid growth of the Asian 
population is attributed largely to 
immigration. Since 1980, 
45-50 percent of the nearly 600,000 
annual legal alien immigrants have 
been from Asia (1). 

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

Figure 1. Resident minority populations, according to 
race/ethnic@: United States, 1980-88 

Population (in millions) 

Hispanic 

Asian/ 
- Pacific Islander 

1980 1981 1982 1983 1984 1985 1986 1987 1988 

SOURCE: U.S. Bureau of theCensus, (1).CurrentPopulationSurveys 

have remained largely unchanged 
over the past decade. In 1979, 
28 percent of American Indians had 
incomes that were beIow the poverty 
level, as did 13 percent of Asian 
persons (3). (The most recent year 
for Asian and American Indian data 
is 1979.) 

Differences in poverty rates 
among children and families are even 
greater, In 1988, 44 percent of black 
children and 38 percent of Hispanic 
children under 18 years of age 
compared with 14 percent of white 
children were below poverty. Further, 
52 percent of all black families and 
26 percent of Hispanic families had 
femaIe householders with no husband 
present and with children under 18 
years present compared with 
16 percent of white families. The 
poverty rate for these groups was 
56 percent among black families, 
59 percent among Hispanic families, 
and 38 percent among white famihes 
(4. 

References 
1. U.S. Bureauof the Census.1990. 

United States Population Estimates, by Age, 

Sex, Race, and Hispanic Origin: 1980 to 

1988.SeriesP-25, No. 1045.Washington: 

U.S. GovernmentPrinting Office. 

2. U.S. Bureauof the Census.1989. 

Money Income and Pave@ StahcF in the 

United States: 1988. SeriesP-60, NO. 166. 

Washington:U.S. GovernmentPrinting 

Office. 

3. U.S. Bureauof the Census.1980. 

General Social and Economic 

Charactetitics, U.S. Summary. PCSO-I-Cl. 

Washington:U.S. GovernmentPrinting 

Office. 
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Prenatal Care 

The importance of beginning 
prenatal care early in pregnancy, 
especially for women known to be at 
increased medical or social risk of 
adverse outcomes, has been well 
documented (1). 
I The objectives in HeaWzyPeople 
2000 include increasing to at least 
90 percent the proportion of all 
pregnant women who receive prenatal 
care in the first trimester of 
pregnancy. There are wide variations 
in the percent receiving early prenatal 
care among mothers of different 
racial and ethnic groups, and these 
variations have remained stable over 
the past decade. 
1 In 1988, only 58 percent of 
American Indian and of Mexican 
American mothers received early 
prenatal care (figure 2). Similarly, 
only 61 percent of bIack mothers, and 
63 percent of Puerto Rican and 
Central and South American mothers 
received early care. (Proportions are 
based on race of mother rather than 
race of child. See Technical Notes.) 
n The proportions of mothers with 
early prenatal care were much higher 
among Japanesemothers 
(X6 percent), followed by mothers 
who were Cuban (83 percent), 
Chinese (82 percent), white 
(79 percent), and FiIipino 
(78 percent). 

Reference 
1. Institute of Medicine. 1985. Preventing 
Low Birthwei&r.National AcademyPress. 
Washington, U.S. Government Printing 
Office. 

Figure 2. EarIy prenatal care, according to race/ethnic@ of 
mother: United States, 1988 

Mexican Amerim 

Puerto R 

cu 
Central and South Amer 

American Indian/Alaskan NE 

Percent of live births 
NOTE: Early prenatal care is defined as care beginning in the first trimester of pregnancy. Data 
on Hispanic origin of mother are from 30 States and the District of Columbia. 
SOURCE: National Center for Health Statistics, National Vital Statistics System. 
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Low Birth Weight 

Infants born weighing less than 
2,500 grams at birth are known to be 
at increased risk of infant mortality 
and morbidity. Those weighing Iess 
than 1,500 grams, the very 
low-birth-weight infants, are at 
greatest risk of death. Several 
socioeconomic and demographic 
factors are associatedwith the risk of 
low birth weight: lower educational 
attainment, unmarried status, being 
30 years of age or older having a first 
birth, or being a teenage mother 
having a second or higher order birth. 
Cigarette smoking is one of the 
strongest behavioral risk factors for 
low birth weight (1). 
n The objectives in Healthy People 
2000 target a low-birth-weight rate of 
no more than 5 percent and a very 
Iow-birth-weight rate of no more than 
1 percent of all live births. Special 
targets of no more than 9 percent 
low birth weight and 2 percent very 
Iow birth weight were set for births to 
black mothers. 
I During the 1970’sthe incidence 
of low birth weight decIined about 
1 percent annually among each of the 
racial and ethnic groups. In contrast, 
the 1980’shas been a decade of little 
or no change in the percent of infants 
born at low birth weight. 
I In 1988, black mothers had the 
highest percent of low-birth-weight 
births, 13.3 percent, more than twice 
the rate for white mothers (figure 3). 
Puerto Rican mothers ranked second 
highest, with 9.4 percent of infants 
weighing less than 2,500 grams. 
(Proportions are based on race of 
mother rather than race of child. See 
Technical Notes.) -. 
W Chinese mothers had the lowest 
proportion of births that were low 
birth weight, 4.6 percent. Among 
white mothers, 5.7 percent of births 
were low birth weight. Similar rates 
were observed for Mexican American, 
Central and South American, Cuban, 
and American Indian mothers 
(5.6 percent to 6.0 percent). 

Figure 3. Low birth weight, according to race/ethnicity of mother: 
United States, 1988 

m Less than 1,500 grams 1,500-2,499 grams 

Mexican American 
Puerto Rican 

Cuban 
Central and South American 

Chinese 
Japanese 

Filipino 
American Indian/Alaskan Native 

Black 
White 

I I i I I J 
0 2 	 4 6 8 IO 12 14 

Percent of live births 
NOTE: Data on Hispanic origin of mother are from 30 States and the District of Columbia. 
SOURCE: National Center for Health Statistics, National Vital Statistics System. 

w Chinese mothers also had the 
lowest incidence of very low birth 
weight, 0.6 percent, one-third lower 
than the rate for white mothers 
(0.9 percent), Black mothers had 
three times and Puerto Ricans 1.8 
times the incidence of very low birth 
weight compared with white mothers. 

Reference 
1. Kleinman,J.C., and S.S.Kessel.1987. 
RaciaI differencesin low birth weight.N. 
Engl. J. Med. 317:749-53. 
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Infant Mortality 

One of the major concerns 
related to infant mortality has been 
the high rate among black infants, 
Less attention has been paid to the 
variation in infant mortality among 
other minority groups (1). Newly 
availabIe data from linked birth and 
death records for the birth cohorts of 
1983-85 (most recent years available) 
make it possible to obtain reliabIe 
national figures on infant mortality 
for these minority groups, not 
previousIy available on an annuaI 
basis (see Technical Notes). 
n The objectives in Healthy People 
2000 include reducing infant mortality 
to no more than 7 infant deaths, 4.5 
neonatal deaths and 2.5 postneonatat 
deaths per 1,000 live births. In 
1983-85, the infant mortality rate 
among the Japanesewas below the 
target level. 
n The infant mortality rate was 
lowest among the Japanese, 6.0 infant 
deaths per 1,000 Iive births during 
1983-85 (figure 4). The rate for white 
mothers was 9.0. Among Hispanics, 
there was wide variation in infant 
mortality: from 8.0 among Cubans to 
12.3 among Puerto Ricans with 
Mexican Americans (the largest 
group) having about the same rate 
(8.8) as white mothers. The American 
Indian rate (13.9) and the black rate 
(18.7) were 1.5 and 2.1 times the rate 
for white mothers, respectively. 
n The high infant mortahty for 
American Indians was mainly a resuh 
of excesspostneonatal mortahty. The 
postneonatal mortality rate for 
American Indians was 2.3 times the 
white rate, 7.2 compared with 3.1. 
Neonatal mortality for American, 
Indians (6.7) was only 14 percent 
higher than among white mothers, 
n The high infant mortality rate for 
Puerto Rican mothers, on the other 
hand, was a result of excessneonatal 
and postneonatal mortality, 
41 percent and 29 percent higher, 
respectively, than the rates for white 
mothers. Similarly, neonatal and 

Figure 4. Infant mortality rates, according to race/ethnicity of 
mother: United States, 1983-85 birth cohorts 
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NOTE: Data on Hispanic origin of mother are from 23 States and the District of Columbia. 
SOURCE: National Center for Health Statistics, National Vital Statistics System. 

postneonatal mortality among black 
mothers were twice the rates for 
white mothers. 
H The low Japaneseinfant mortality 
rate was a function of both low 
neonata1(3.4) and postneonatal (2.6) 
mortality. OnIy Cuban mothers had a 
postneonataI rate that was Iower 
(2.2), 29 percent below the rate for 
white mothers, 
n The low infant mortality rate 
among Mexican American mothers 
and the low neonatal mortality among 
American Indians are noteworthy in 
that both groups have relatively high 
maternal risk profiles compared with 
white mothers (higher parity, higher 
proportion of births to unmarried 
mothers, lower educational 
attainment, and later entry into 
prenatal care). 

Reference 
1. Kleinman,J.C. 1990.Infant mortality 
amongminority groups.CDC Surveillance 
Summaries. A4MwR 39(No. SS-3):31-40. 

Infant Mortality 11 



Life Expectancy 

H In 1988, life expectancy at birth 
was 64.9 years for black males; 72.3 
years for white males; 73.4 years for 
btack females; and 78.9 years for 
white females (figure 5). 
W Black-white differences in life 
expectancy at birth increased slightly 
for males and narrowed for females 
behveen 1960 and 1988. In those 28 
years, the difference in life 
expectancy between black and white 
males increased from 6.7 to 7.4 years, 
while between black and white 
females, it decreased from 8.2 to 5.5 
years. 
q The causesof death that 
historically have contributed most to 
the disparity in life expectancy 
between white and black males and 
females are the cardiovascular 
diseases,homicide, malignant 
neoplasms, and infant mortahty. 
Those causesaccounted for about 
60 percent of the black-white 
differential for males and for females 
in Iife expectancy at birth (1). 
H Throughout most of the 1970’s 
life expectancy improved for each of 
the four race-sex groups. From 1979 
to 1980, however, life expectancy 
declined (albeit by only 0.1-0.4 years 
of age) in each group; this decIine 
being attributed to the influenza 
epidemic in 1980. 
W Since 1981, life expectancy at 
birth for white maIes has risen 
steadily. For black males life 
expectancy increased during the early 
1980’s,then declined for two 
consecutive years from 65.6 years of 
age in I984 to 65.2 years of age in 
1986 and declined again from 1987 to 
1988 to 64.9 years. Recent increases 
in age-specific death rates for black 
males under 45 years of age, 
particularly due to rising death rates 
for human immunodeficiency virus 
(HIV) infection and homicide, have 
contributed to the lack of 
improvement in life expectancy. 
H Life expectancy for black females 
was relatively unchanged during 

Figure 5. Life expectancy at birth, according to race and sex: 
United States, 1960 and 1970-8s 

Expected age 

m 

1960 1970 1972 1974 1976 1978 1980 1982 1984 1986 1988 

SOURCE: National Center for Health Statistics, National Vital Statistics System. 

1982-87 and declined slightly in 1988. 
Among white females, life expectancy 
rose only slightly during the 1980’s 
having heId unchanged at 78.7 years 
for the years 1982 through 1985, 

Reference 
1. Keith, V.M., and D.P. Smith. 1988. 
The cultural differential in black and 
white Iife expectancy.Demogmphy
25~j25-632(modifiedwith author’s 
permission). 
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Death Rates 

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

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

Overall, Asian persons in the 
United States have the lowest death 
rates across each age group and for 
nearly all of the causesof death 
compared. Among those under 45 
years of age, black persons and 
American Indians have the highest 
death rates, with the greatest 
black-white and American 
Indian-white differences occurring at 
ages 25-44 years. With increasing age, 
these relative differences narrow and 
by age 65 years and older, the 
black-white ratio is minimal and 
white death rates exceed those for 
American Indians. In the Hispanic 
population at ages 1.5-44years, death 
rates exceed white death rates, 
although not by as much as the black 
and American Indian rates. Both the 
younger and older Hispanic 
populations have similar or Iower 
death rates than white persons. 

Children l-14 Years of Age 
n In 1988, death rates for black and 
American Indian children were much 
higher (49 and 44 per 100,000)than 
for Asian, Hispanic, and white 
children (24, 30, and 30 per 100,000, 
respectively) (figure 6). 

Figure 6. Death rates for selected causes for persons 1-14 years 
of age, according to race/ethnic@: United States, 1988 
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NOTE: Data on Hispanic origin are from 26 States and the District of Columbia. 
SOURCE: National Center for Health Statistics, National Vital Statistics System, and U.S. Bureau 
of the Census. Current Population Surveys. 

q Unintentional injuries were the 
leading cause of death for each group 
of children, accounting for about 
40 percent of the deaths among 
bIack, Asian, Hispanic, and white 
chiIdren and for about 55 percent of 
deaths among American Indian 
children. The injury death rates were 
highest among American Indian and 
bIack children (24 and 20 per 100,000, 
respectively), about 85 and 
55 percent higher, respectively, than 
for white children (13 per 100,000). 
The injury death rates for Asian 
chiIdren were about 25 percent Iower 
than the rate for white chiIdren, while 
the rates for Hispanic and white 
children were similar. Half of the 
injury deaths among white, Asian, 
American Indian, and Hispanic 
children resulted from motor vehicle 
injuries compared with about 
40 percent of the injury deaths 
among black children. Fires and 
drowning were the leading causesof 
nonmotor vehicle injury deaths among 
black chiIdren. 

n In 1988, homicide was the second 
leading cause of death among black 
chiIdren, with a death rate 3-4 times 
the rate for any other group. 
MaIignant neoplasms ranked second 
for al1 others, with minima1 racial 
variation. 

Young Persons E-24 Years 
of Age 

n Death rates were much higher for 
American Indians and black persons 
15-24 years of age (162 and 145 per 
100,000)than for others in 1988 
(figure 7).,The lowest rate (57 per 
100,000)was among Asian youth, 
while mortality among white and 
Hispanic youth feI1 midway (95 and 
113 per 100,000). 
w Unintentional injuries were the 
leading cause of death for all except 
black youth (for whom it was the 
second Ieading cause). The injury 
death rate for American Indians (89 
per 100,000)was two to three times 
the injury rates for any other group. 
The lowest injury rate was for Asian 
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youth (29 per 100,000).Between 74 
and 79 percent of injury deaths in 
this age group were motor vehicle 
fatalities, except among black youth 
where they accounted for 66 percent. 
w Homicide was the leading cause 
of death among black youth. The 
black homicide rate (59 per 100,000) 
was more than seven times the 
homicide. rate for white youth (8 per 
100,000).The homicide rates for 
American Indian and Hispanic youth 
were about three to four times the 
rate for white youth, The homicide 
rate for Asian youth (7 per 100,000) 
was similar to the rate for white 
youth. 
n The suicide rate for American 
Indians was nearly twice that for 
white youth, 26 compared with 14 per 
100,000.The suicide rates for 
Hispanic, black, and Asian youth 
were about 30-60 percent lower than 
the rate for white youth. 

Adults 25-44 Years of Age 

¤I In 1988, black adults 25-44 years 
had the highest death rate (367 per 
lOO,OOO),2.5 times the rate for white 
adults (149 per 100,000) (figure 8). 
The death rate for American Indian 
adults was second highest, 1.8 times 
the rate for white adnIts, while the 
death rate for Hispanic ad&s was 
about 25 percent higher than for 
white adults. Asians had the lowest 
rate, about half the rate for white 
adults. 
I Unintentional injuries were the 
leading cause of death for American 
Indian, Hispanic, Asian, and white 
persons. The rate for American 
Indians was nearly three times the 
rate for white adults (97 compared 
with 34 per 100,000).The injury rate 
for black adults was about 44-percent 
higher than for white adults, whiIe 
the rate for Hispanics was about 
20 percent higher than the rate for 
white adults. Asian adults had the 
lowest injury death rate (15 per 
lOO,OOO),less than half the rate for 
white adults. About 6 of every 10 
injury deaths among American 
Indians were motor vehicle fatalities; 
the motor vehicle death rate was 2.5 
to five times the rate for any other 
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Figure 7, Death rates for selected causes for persons 15-24 years 
of age, according to race/ethnic@ United States, 1988 
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Figure 8. Death rates for selected causes for persons 25-44 years 
of age, according to race/ethnicity: United States, 1988 
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group. SimiIarIy, the injury death rate 
for nonmotor vehicle causeswas also 
considerably higher among American 
Indians than others. 
w Homicide was the leading cause 
of death for black adults 25-44 years 
of age. The homicide rate for black 
adults (56 per 100,000)was seven 
times the rate for white adults (8 per 
100,000).The homicide rates for 
American Indian and Hispanic adults 
were similar and were three times 
that for white adults. The homicide 
rates for Asian and white adults were 
similar. 
n The heart diseasedeath rate was 
also highest among black adults (44 
per lOO,OOO),about 2.6 times the rate 
among white adults (17 per 100,000). 
Compared with white adults, the rate 
for American Indians was similar, 
while the rates for Hispanic and 
Asian adults were about 30 percent 
and 60 percent lower, respectively. 
w Human immunodeficiency virus 
(HIV) infection was the second 
leading cause of death for Hispanic 
adults, and the fourth and fifth 
leading causesof death for black and 
white adults, respectively, ages25-44. 
The death rate for HIV infection 
among black persons was 43 per 
100,000,3.6 times the rate among 
white adults (12 per 100,000).The 
rate for Hispanic adutts was 2.3 times 
the rate for white adults. As a 
proportion of all deaths, HIV 
infection was responsible for 15 
percent of Hispanic deaths, 
12 percent of black deaths, and 8 
percent of white deaths in this age 
group. HIV infection death rates 
among Asian and American Indian 
adults were about 70 percent below 
the rate for white adults, accounting 
for l-4 percent of the deaths in these 
groups. . 

Adults 45-64 Years of Age 

n In 1988, the death rate for bIack 
adults 45-64 years of age was 
75 percent higher than for white 
persons (1,380 compared with 790 per 
100,000)(figure 9). The death rate 
for American Indians was 8 percent 
higher than the rate for white persons 
while the rate for Hispanic adults was 

Figure 9. Death rates for selected causes for persons 45-64 years
of age, according to race/ethnic@: United States, 1988 
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23 percent lower and the rate for 
Asians was lowest, 49 percent below 
the rate for white persons. Malignant 
neoplasms and diseasesof the heart 
were the two leading causesof death 
for all persons 45-64 years of age. 
w The death rate for heart disease 
was highest for bIack adults (426 per 
lOO,OOO),1.7 times the rate for white 
adults (244 per 100,000).The rate for 
American Indians was about 
10 percent lower than that for white 
aduIts, while the rates for Hispanic 
and Asian adults were about 30 
percent and 60 percent lower, 
respectively, than for white adults. 
w The death rate for malignant 
neoplasms was highest for black 
aduIts (401 per lOO,OOO),1.4 times 
the rate for white adults (289 per 
100,000).The death rates for 
Hispanic and Asian adults were 
similar to each other, about half the 
rate among white adults, while the 
rate for American Indians was about 
40 percent lower than among white 
adults. 
I The death rate for 
cerebrovascular diseaseswas also 
highest for bIack aduIts (86 per 
lOO,OOO),about three times the rate 
among white ad& (29 per 100,000). 

The rates for American Indians, 
Asian, and Hispanic aduIts were 
similar to that for white adults. 
I Unintentional injuries were also 
among the leading causesof death in 
this age group. The rate was highest 
for American Indians (77 per 
100,000).Compared with the rate of 
31 per 100,000for white adults, the 
injury death rate for black adults was 
nearly 70 percent higher; the rate for 
Hispanic adults was similar; and the 
rate for Asian adults was about 
40 percent lower than the white 
injury death rate. 
w Among American Indians, the 
death rate from chronic liver disease 
and cirrhosis (77 per 100,000)was 
similar to that for injuries and was 
nearly two times the death rates for 
black and Hispanic aduIts, more than 
three times the rate for white aduhs, 
and nearly eight times that for Asian 
adults. 

Adults 65 Years of Age and 
Over 

w In 2988, the death rate among 
persons 65 years of age and over was 
highest for black persons, although 
only 11 percent higher than for white 
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older persons (figure 10). Death rates 
were considerably lower (30-50 
percent) among Hispanic, American 
Indian, and Asian elderly than among 
white elderly aduhs. 
w Heart diseasewas the Ieading 
cause of death, followed by malignant 
neoplasms and cerebrovascular 
diseasesin each of the racial and 
ethnic groups. 
n The heart diseasedeath rate was 
lowest for Asian elderly, about 
60 percent lower than the rate of 
2,079 per 100,000for white persons. 
For Hispanic and American Indian 
persons, the death rates were about 
35-45 percent below that for white 
persons. Heart disease mortality for 
black persons was only about 
5 percent higher than for white 
persons. 
n Death rates for malignant 
neoplasms were lowest for Asian (549 
per 100,000)followed by American 
Indian and Hispanic older persons. 
The rate for Asians was nearly 
50 percent lower, for American 
Indians about 45 percent lower, and 
the rate for Hispanics was nearly 
40 percent Iower than the rate for 
white persons (1,062 per 100,000). 
Cancer mortality for black persons 
was 17 percent higher than for white 
persons. 
w Cerebrovascular diseases 
mortality was 36-42 percent lower for 
Hispanic, Asian, and American 
Indian older persons than for white 
persons, while it was 24 percent 
higher for bfack than white persons. 

Figure 10. Death rates for selected causes for persons 65 years of 
age and over, according to race/ethnic@: United States, 1988 
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Weapons in 
Homicides 

Homicide claimed 22,000 lives in 
the United States in 1988.The total 
U.S. homicide rate was 9.0 per 
100,000,and homicide was the leading 
cause of death among black males 
15-24 and 25-34 years of age. 
Firearms were involved in 62 percent 
of all homicides in the United States 
in 1988 (1). The homicide rate in the 
United States continues to be 3-8 
times higher than rates in most other 
industrialized countries (2). 
n Healthy People 2000 targets the 
prevention of violence by reducing 
the homicide rate to no more than 
7.2 per 100,000persons, with special 
targets set for black males and 
females ages 15-34 years and 
Hispanic males ages 15-34 years as 
well as American Indians and 
Alaskan Natives. 
n During the period 198~88 more 
than half (57 percent) of all homicide 
victims were between 15 and 34 years 
of age. Based on data from the 
Federal Bureau of Investigation, 
about half of white, black, and Asian 
victims in this age range were 
murdered with a handgun and 
another 12-17 percent with other 
types of firearms (figure 11). Within 
the American Indian population, 
handgun use was substantially lower 
(29 percent). 
n Knives or other instruments for 
cutting or stabbing were used in 
about one-fifth of the homicides in 
which the victim was white, black, or 
Asian and in about one-third of the 
homicides of American Indians. 
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Figure II. Weapons used in homicides among victims 15-34 years 
of age, according to type of weapon and race of victim: 
United Sates, 1986-88 
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Cancer Incidence 
and Survival 

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

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

The age-adjusted incidence rates 
(1977-83) and 5-year relative survival 
rates (1975-84) in each of the 
following eight charts are specific for 
the Sunreillance, Epidemiology, and 
End Results (SEER) registry area 
from which the cancer data come (see 
Technical Notes) (1). These 
geographic-specific rates are 
necessarybecause there is geographic 
variation in cancer incidence and 
death rates. Thus, each chart shows 
three different rates for the white 
population. Rates for black and for 
Asian persons are compared with 
rates for white persons (regardless of 
ethnicity) and rates for Mexican 
Americans and for American Indians 
are compared with rates for 
non-Hispanic white persons. To 
illustrate the geographic differences, 
the age-adjusted lung cancer . 
incidence rate among white males was 
80.0 per 100,000in the cancer 
registries of San Francisco, Detroit, 
Atlanta, and Connecticut, 77.5 per 
100,000in the San Francisco and 
Hawaii cancer registries, and 53.5 per 
100,000among non-Hispanic white 
males in the New Mexico registry 
(figure 12). 

As a result of the geographic 
basis for these rates, comparisons are 
not made across minority groups (e.g., 

between Asians and black persons or 
between black persons and 
Mexicans), but rather are between 
the minority group and the white 
population in a particular SEER area. 

Lung Cancer 
Cancer of the lung and bronchus 

(lung cancer) is the most common 
form of cancer diagnosed in the 
United States and is the Ieading 
cause of cancer mortality. For 1990, it 
is estimated that there were 157,000 
new casesof lung cancer, accounting 
for 15 percent of all new cancer 
cases.Two-thirds of the caseswere 
among males. Five-year survival rates 
remain low, only about 13 percent 
(2,3). Cigarette smoking accounted 
for an estimated 87 percent of all 
lung cancer deaths in 1985 (4). 
n In 1977-83, the age-adjusted lung 
cancer incidence rate was about 
40 percent higher for black than for 
white males, 111 compared with 80 
per 100,000but 10 percent lower for 
black than white females, 28 
compared with 31 per 100,000 
(figure 12). Relative survival rates for 
1975-84 were slightly lower among 
black than white persons, 10 percent 
compared with 13 percent among 
males and 16 compared with 
18 percent among females 
(figure 13). 
n Within the Asian populations, 
Filipino males had the lowest 
incidence rate for lung cancer (36 per 
lOO,OOO),about 55 percent below the 
rate for white males (77 per 100,000). 
Rates for Japanese and Chinese 
males (57 and 45 per 100,000, 
respectively) were also much lower 
than for white males. Among females, 
the incidence rates among Japanese 
and Filipinos were about 60 percent 
lower, and among Chinese, about 
30 percent lower than the rate among 
white females (36 per 100,000).Lung 
cancer survival rates were 13-15 
percent for Asian and white males 
and 15-19 percent for Asian and 
white females. 

n Lung cancer incidence among 
Mexican Americans was about 
45 percent lower than among 
non-Hispanic white persons, for both 
sexes.Survival rates, however, were 
similar for the two groups, 9 percent 
for Mexican American and 
11 percent for non-Hispanic white 
males and 15 percent for both groups 
of females. 
n The major risk factor for lung 
cancer is smoking. Because lung 
cancer incidence reflects cumulative 
exposure to smoking, current smoking 
patterns will not be directly related to 
current lung cancer incidence unless 
smoking patterns have not changed. It 
is interesting to note that the 
age-adjusted smoking rates around 
1980 showed that black males were 
about 20 percent more likely to 
smoke than white males. Smoking 
rates were similar for black and white 
females (table 55), Data for Asian 
populations are available for more 
recent years and show a much lower 
smoking rate among both males and 
females compared with either 
non-Hispanic white or non-Hispanic 
black persons (figure 26). 
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Figure 12, Lung and bronchus cancer incidence rates, according 
to sex and racelethnicity: Selected cancer registries, 1977-83 
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Figure 13. Lung and bronchus cancer 5year relative survival 
rates, according to sex and racelethnicity: Selected cancer 
registries, 1975-84 
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Colorectal Cancer 
An estimated 155,000new cases 

of cancer of the coIon and rectum 
were diagnosed in 1990 (3). Overall, 
colorectal cancer accounted for about 
15 percent of all cancer diagnoses, 
second but almost equal to Iung 
cancer. Relative survival rates, 
however, are much higher for 
colorectal cancer than for lung 
cancer. 
n Incidence of cancer of the colon 
and rectum was generally lower for 
minority populations than for white 
persons, but in most instances survival 
was somewhat better for white 
persons. In each population group, 
incidence was higher for males than 
for females, and females had slightly 
higher survival rates. 
H In 1977-83, the age-adjusted 
incidence rate was 15 percent iower 
among black than white males (53 
compared with 62 per 100,000) 
(figure 14); rates were similar for 
black and white females (43 per 
100,000).The 5-year relative survival 
rates for 1975-84, on the other hand, 
were 17 percent lower for black than 
white males, and 11 percent lower for 
black than white females (figure 15). 
n In the Asian populations, the 
incidence rate among Japanesemales 
(62 per 100,000)was considerably 
higher than for Chinese or Filipino 
males, and was similar to the rate for 
white males (60 per 100,000).Filipino 
males and females had the lowest 
rates, with the rate for Filipino 
females 57 percent lower than the 
rate for white females (18 compared 
with 42 per 100,000).Survival rates 
were highest for the Japanese and 
lowest for Filipinos. 
w Colon and rectum cancer 
incidence rates were about 
25 percent lower for Mexican * 
Americans than for non-Hispanic 
white persons of both sexes.However, 
survival rates were slightly lower for 
the Mexican American males than for 
non-Hispanic white maIes (41 
compared with 46 percent) and 
similar for Mexican American and 
non-Hispanic white females 
(50 percent). 
n Risk factors for colon and rectal 
cancer include personal or family 

Figure 14. Colon and rectum cancer incidence rates, according to 
sex and race/ethnic@: Selected cancer registries, 1977-83 
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Figure 15. Colon and rectum cancer 5year relative survival rates, 
according to sex and racelethnicity: Selected cancer registries, 
1975-84 
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history of cancer or polyps of the of colorectal cancer has improved 

colon or rectum and history of through use of blood testing, 

inflammatory bowel disease, A high sigmoidoscopy, and reguIar 

fat and/or low fiber diet may be a examinations. 

causative factor (2). Early detection 
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Breast Cancer 

In 1990, an estimated 150,000 
new casesof breast cancer were 
diagnosed among women. Breast 
cancer is the leading cause of cancer 
for females and the third leading site 
overall. It is estimated that 
approximately 1 in 10 women will 
deveIop breast cancer in their 
lifetime. The incidence of breast 
cancer has increased more than 
1 percent per year since the earIy 
1970’s(table 50). The most recent 
increases are believed to be related, 
in part, to early detection of breast 
cancer as a result of increased use of 
mammography and breast 
self-examination (2,3). In 1987, breast 
cancer was the leading cause of death 
due to cancer among white and black 
females ages 25-54 years and for 
those 85 years of age and over. For 
all other ages, it ranked second to 
lung cancer (tables 30 and 31). 
I In 1977-83, the age-adjusted 
incidence rate for breast cancer was 
higher than for any other individual 
cancer site among females in each of 
the minority and white population 
groups (figure 16). The 5-year 
survival rates for breast cancer during 
1975-84 were among the highest of 
any site, exceeding 70 percent, for 
each racial group, except among 
American Indian and black females 
(figure 17). 
l Breast cancer incidence was 
much lower in each of the minority 
female populations than among white 
femaIes. The incidence rate for bIack 
females was 20 percent lower than 
for white females (73 compared with 
91 per 100,000).Five-year relative 
survival rates were lower for black 
than white females (63 percent 
compared with 76 percent). 
I Breast cancer incidence rates*for 
Filipino females (41 per 100,000) 
were 57 percent lower, and rates for 
Chinese and Japanese females (about 
56 per 100,000)were 42 percent 
lower than for white femaIes (97 per 
100,000).Survival rates among Asian 
females were relatively similar to the 
rate for white femaIes (78 percent). 
Within the Asian populations, 
Japanesewomen had the highest 

Figure 16. Breast cancer incidence rates among females, 
according to race/ethnic@ Selected cancer registries, 1477-83 
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Figure 17. Breast cancer 5-year relative survival rates among 
females, according to race/ethnic@: Selected cancer registries, 
1975-84 
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survival rates (85 percent) and W Among Mexican American 
Filipino women the lowest females, breast cancer incidence was 
(74 percent). 29 percent lower than the rate for 
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non-Hispanic white females (72 per 
100,000)while survival rates were 
similar, American Indian females (not 
including Alaskan Natives, see 
Technical Notes) had a low incidence 
of breast cancer (21 per 100,000)as 
well as a low survival rate, 
46 percent. 
n Differences in breast cancer 
survival among racial groups may 
reflect differences in the stage at 
which the disease is diagnosed as well 
as differences in stage-specific 
survival rates. For example, the lower 
breast cancer survival rate of black 
women compared to white women 
reflects both a lower likelihood of 
early diagnosis (localized stage) and a 
Iower survival rate, especially among 
those with more advanced disease at 
diagnosis (regional stage) (2). In 
1974-86, 41 percent of black women 
with breast cancer were diagnosed 
with localized diseasecompared with 
49 percent of white women. Further, 
among women with breast cancer that 
was regional at diagnosis, 5-year 
survival rates were 56 percent for 
black women compared with 
70 percent for white women. For 
localized breast cancer cases, 
differences in the 5-year survival rates 
for black and white women were 
smaher (86 compared with 91 
percent). 
n Risk factors in breast cancer are 
believed to be largely genetic and 
related to reproductive factors. Risk 
increases after age 50; for those 
women with a personal or family 
history of breast cancer; for women 
who have never had children or 
whose first childbirth was after age 30 
(3). The role of behaviora risk 
factors such as diet is still uncertain. 
Thus, the known risk factors for 
incidence are generahy not modifiable 
(as opposed to smoking being a 
modifiable risk factor for lung 
cancer). However, it is cIear that 
early detection of breast cancer 
through mammography and 
self-examination can improve survival 
rates. If breast cancer is diagnosed in 
situ (noninvasive) and treated, the 
survival rate approaches 100 percent 
(3). 

Prostate Cancer 
Prostate cancer was diagnosed in 

an estimated 106,000males in the 
United States in 1990 (3). It was the 
leading or second leading (after lung 
cancer) cause of cancer among males 
who were black, Filipino, Mexican 
American, American Indian, or white. 
It ranked third (after lung and 
cola-rectal cancers) for Chinese and 
Japanesemales. Prostate cancer 
survival rates are generally high, often 
exceeding 70 percent. 
n In 1977-83, the age-adjusted 
incidence rate for prostate cancer was 
much higher for black males (119 per 
100,000)than for any other group, 
71 percent higher than for white 
males (figure 18). Further, black 
male survival was 10 percent lower 
than among white males during 
1975-84 (figure 19). 
w Prostate cancer incidence was 
much Iower among Asian than white 
males. Rates for Chinese males were 
the lowest (30 per lOO,OOO),less than 
half the rate for white males. Survival 
was similar for Asian and white males 
with the Japanesedoing somewhat 
better than the others. 
n Incidence was similar among 
Mexican American and non-Hispanic 
white males as were their survival 
rates. The incidence among American 
Indian males (not including Alaskan 
Natives, see Technical Notes) was 
less than half that for non-Hispanic 
white males (31 compared with 75 
per lOO,OOO),aIthough the American 
Indian male survival rate was much 
lower (54 compared with 76 percent). 
n Relatively little is known about 
the causesof prostate cancer. Risk 
factors ar’e believed to include various 
aspects of sexual activity, endocrine 
factors, diet, and possibly 
occupational exposures. Incidence 
increaseswith age and is most likely 
among males aged 65 years and over, 
Further, incidence is higher in 
unmarried than in married males 
(2,5). 
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Trends in AIDS 

Before 1983 there were only a 
total of 800 reported casesof 
acquired immunodeficiency syndrome 

(AIDS); during 1989 over 33,000 

adolescent and aduIt AIDS cases 

were reported. In 1988, human 

immunodeficiency virus (HIV) 

infection was the 4th leading cause of 

death among persons 25-44 years of 

age and the 6th leading cause among 

persons 15-24 years of age (1). 

E The Healthy People 2000 

objectives for HIV/AIDS incIude 

confining the annual incidence of 

diagnosed AIDS casesto no more 

than 98,000 cases and confining the 

prevalence of HIV to no more than 

800 per 100,000population. Risk 

reduction objectives and objectives 

related to services and protection are 

also included. Current estimates of 

the total number of persons infected 

with HIV range from 800,000 to 1.3 

million. 

w From 1986 to 1989, the annual 

numbers of incident casesof AIDS 

among non-Hispanic black and 

American Indian persons aged 13 

years and over tripled, while they 

increased by factors of 2.4-2.6 for 

Hispanic, non-Hispanic white, and 

Asian persons (figure 20). 

E Estimates for 1989 from the 

Center for Infectious Diseases 

indicate that the risk of AIDS among 

non-Hispanic black and Hispanic 

adolescentsand adults was 3-4 times 

the risk for non-Hispanic white 

persons, while for Asian and 

American Indian adolescents and 

adults the risk was one-third to 

one-half that of non-Hispanic white 

persons (2). Further, the annual 

incidence rates of AIDS among 

children and among women of 

childbearing age have been increasing 

more among black and Hispanic 

population groups than among other 

racial groups (3). 

w The cumulative HIV 

seroprevalenceof civilian applicants 

for the military service from October 

1985to December 1989 was 0.12 

percent (about 1 positive for every 


Figure 20. AIDS cases among persons 13 years of age and over, 
according to racelethnicity: United States, 198449 
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NOTE: The AIDS case definition was changed in September 1987 to allow for the presumptive 
diagnosis of AIDS-associated diseases and conditions and to expand the spectrum of human 
immunodeficiency virus-associated diseases reportable as AIDS. Excludes residents of U.S. 
territories. Data are as of September 30, 1990. 
SOURCE: Centers for Disease Control, Center for Infectious Diseases, HIV/AIDS Surveillance 
data. 

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

fatterns in the transmission of 
acquired immunodeficiency syndrome 
(AIDS) differ for males and females 
and also among racial and ethnic 
groups. For casesreported in 1989, 
the major categories of transmission 
among adolescent and adult males 
were homosexual/bisexualcontact 
(66 percent), IV drug use 
(18 percent), or both (7 percent). For 
females, the major modes of 
transmission were IV drug use (52 
percent) or heterosexual contact (33 
percent), most of which resulted from 
sex with IV drug users (table 46). 
W In 1989, among non-Hispanic 
white and Asian males with AIDS 
about 79 percent contracted AIDS 
through homosexuaYbisexua1contact 
compared with 44 percent of 
non-Hispanic black, 52 percent of 
Hispanic males, and 54 percent of 
American Indian maIes (figure 21). 
Further, 3-12 percent of the Asian, 
non-Hispanic white, and American 
Indian male casesresulted from IV 
drug use compared with 
32-36 percent of Hispanic and 
non-Hispanic black cases. 
W In 1989, among non-Hispanic 
black and Hispanic females with 
AIDS, 77-81 percent of AIDS cases 
resulted from either direct IV drug 
use or from heterosexual contact with 
IV drug users compared with 57 
percent of casesamong non-Hispanic 
white females (figure 22). Hetero
sexual contact accounts for a large 
proportion of female AIDS cases,37 
percent among Hispanic females and 
31-33 percent among non-Hispanic 
white and black females. Twenty’ 
percent of all non-Hispanic white 
female casesresulted from the receipt 
of blood transfusions, blood 
components, or tissue, whereas this 
type of transmission accounted for 
3-4 percent of casesfor non-Hispanic 
black and Hispanic females. Data for 
Asian and American Indian females 
are not shown because there were 
only 19 and 9 cases,respectively, 
reported in 1989. 

Figure 21. Transmission mode of AIDS cases among males 
13 years of age and over, according to race/ethnic@: 
United States, 1989 
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NOTE: Excludes residents of U.S. territories. Data are as of September 30, 1990. 
SOURCE: Centers for Disease Control, Center for Infectious Diseases, HIV/AIDS Surveillance 
data. 

Figure 22. Transmission mode of AIDS cases among females 
13 years of age and over, according to race/ethnicity: 
United States, 1989 
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Diabetes 

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

Non-Hispanic white and 
non-Hispanic black persons in the 
1976-80 National Health and 
Nutrition Examination Survey II and 
Hispanic persons in the 1982-84 
Hispanic Health and Nutrition 
Examination Survey were identified 
as diabetic if the results of an oral 
glucose tolerance test indicated a 
diabetic condition or if diabetes was 
self-reported during the medica 
history. In the 1987 Survey of 
American Indians and Alaskan 
Natives (SAIAN), the prevalence of 
diabetes was also measured by 
reports from respondents or their 
families, 
n Healthy People 2000 targets 
reductions in deaths from diabetes, as 
well as diabetes incidence and 
prevalence, with special attention 
focused on bIack, Mexican American, 
Puerto Rican, and Cuban persons, as 
well as on American Indians and 
Alaskan Natives. Further, since 
overweight is a known risk factor for 
diabetes, weight reduction is also 
targeted for the same minority 
popuIati,ons. c 
w The total prevaIence of diabetes, 
that is, the sum of previously 
diagnosed and undiagnosed diabetes, 
for those aged 45-74 years of age was 
twice as high for Mexican Americans 
(24 percent) and for Puerto Ricans 
(26 percent) as for non-Hispanic 
white persons (12 percent) 
(figure 23). The prevalence of 
diabetes among Cubans was similar to 
that for non-Hispanic white persons. 
The prevalence of diabetes among 
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Figure 23. Diabetes prevalence among persons 45-74 years of 
age, according to race/ethnic@: United States, 1976-80 and 
1982-84 
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SOURCE: National Center for Health Statistics, National Health and Nutrition Examination 
Survey 11,1976-80 and Hispanic Health and Nutrition ExaminationSurvey,198284 (2). 

non-Hispanic black persons was 1.6 
times that for non-Hispanic white 
persons. 
I The prevalence of undiagnosed 
diabetes was higher among Puerto 
Ricans and Mexican Americans than 
in non-Hispanic white persons. 
Undiagnosed diabetes accounted for 
approximateIy half of the total 
prevalence of diabetes among 
non-Hispanic black and white as well 
as Puerto Rican persons 45-74 years 
of age, Undiagnosed diabetes 
accounted for a somewhat lower 
proportion of total prevaIence among 
Mexican Americans and a somewhat 
higher proportion among Cubans. 
Thus, reports from medical histories 
alone underestimate the total 
prevalence of diabetes (2). 

q In 1987, the age-adjusted 
prevalence of previously diagnosed 
diabetes for those 19 years of age and 
over among American Indians and 
Alaskan Natives was estimated to be 
more than twice that of the U.S. 
civilian noninstitutionaIized 
population (13 compared with 
5 percent) with equally Iarge 

differences for males (11 COmpared 
with 5 percent) and for femaIes (13 
compared with 6 percent). WhiIe 
other studies confirm the high 
diabetes rate among American 
Indians, considerable differences in 
diabetes rates among various tribes 
are evident (3). 
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Overweight 

Being overweight has adverse 
effects on health and longevity; severe 
overweight is associatedwith 
increased risks of hypertension, 
hypercholesterolemia, noninsulin 
dependent diabetes, and certain 
cancers and has significant 
psychosocia1consequences(1). 
Overweight is defined as excessbody 
weight for height; the criterion was 
body mass index at or above the 
sex-specific 85th percentile of the 
National Health and Nutrition 
Examination Survey (NHANES) II 
reference population aged 20-29 
years. Data for non-Hispanic persons 
are from the 197680 NHANES II, 
and data for Hispanic persons are 
from the 1982-84 Hispanic Health 
and Nutrition Examination Survey, 
n Healthy People 2000 includes 
reducing the prevalence of overweight 
among persons Z&74 years of age to 
no more than 20 percent, with special 
targets for black women (30 percent), 
Hispanic women (25 percent), and 
American Indian and Alaskan Native 
men and women (30 percent). 
n The age-adjusted prevalence of 
oveweight was simiIarly high among 
non-Hispanic black (44 percent), 
Mexican American (42 percent), and 
Puerto Rican (40 percent) females 
compared with non-Hispanic white 
females (24 percent) (figure 24). The 
prevalence of overweight among 
Cuban females fell midway between 
that for non-Hispanic white and other 
femaIes. In general, family income 
below the poverty level was associated 
with higher prevalence of overweight 
in females. 
n Among males, there was much 
less variation by ethnic@ and raie. 
Non-Hispanic white males had the 
lowest prevalence of overweight 
(24 percent) and Mexican Americans 
the highest (31 percent), The 
prevalence of overweight among 
males varied little with poverty status. 
n Overweight is more prevalent 
among females than males in all 
groups except non-Hispanic white 
persons. 

Figure 24. Overweight persons 20-74 years of age, according to 
race/ethnic@: United States, 1976-80 and 1982-84 
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Hypertension 

Hypertension is an important risk 
factor for coronary heart disease and 
cerebrovascular disease. Personswere 
classified as hypertensive if their 
averagesystolic blood pressure was 
greater than or equal to 140 mm 
mercury or their average diastolic 
blood pressure was greater than or 
equal to 90 mm mercury or they 
reported taking antihypertensive 
medication, Data for non-Hispanic 
persons are from the 1976-80 
National Health and Nutrition 
Examination Survey II and data for 
Hispanic persons are from the 
1982-84 Hispanic Health and 
Nutrition Examination Survey. 
q Healthy People 2000 objectives 
include increasing to at Ieast 
50 percent the proportion of the 
aduIt population with high blood 
pressure who maintain control of 
their high blood pressure. A related 
objective calls for the reduction of 
ovenveight among hypertensive 
persons. 
n The age-adjusted prevalence of 
hypertension was much Iower among 
Hispanic persons and much higher 
among non-Hispanic bIack persons 
than among non-Hispanic white 
persons (figure 25). Non-Hispanic 
black males had 23 percent higher 
prevalence of hypertension than 
non-Hispanic white males. 
Hypertension estimates for Cuban 
and Puerto Rican males were about 
40 percent lower and for Mexican 
American males, about 30 percent 
lower than for non-Hispanic white 
males. 
n Hispanic females aIso had lower 
prevalence estimates of hypertension 
compared with non-Hispanic white 
females, although the differences by 
ethnicity were not as large as among 
males. Cuban females had the lowest 
prevalence, 14 percent. Hypertension 
among non-Hispanic black females 
was 1.7 times the prevalence among 
non-Hispanic white females. 
n Recent data suggestthat 
long-term control of hypertension has 
increased from 11 percent in 1976-80 
to 24 percent in 1982-84 (1). 
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Figure 25. Hypertension among persons 20-74 years of age, 
according to race/ethnic@: United States, x976-80 and 1982-84 
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NOTE: Percents are age adjusted. Data for females exclude pregnant women. 
SOURCE: National Center for Health Statistics, National Health and Nutrition Examination 
Survey II, 1976-80 and Hispanic Health and Nutrition Examination Survey, 1982-84 (4). 

Successfulcontrol has generally been 
higher for females than for males. 
Cuban females were as likely as 
Cuban maIes, but Mexican and 
Puerto Rican males were less likely 
than femaIes in those groups, to 
control their blood pressures (2). 
I Data from the 1987 Survey of 
American Indians and Alaskan 
Natives (SAIAN) indicate that for 
persons 19 years of age and over, the 
age-adjustedprevalence of 
hypertension (based on self-reporting) 
was similar to that for the total U.S. 
civilian noninstitutionalized 
population, For males, age-adjusted 
rates of hypertension (based on 
self-reporting) were 23 and 
22 percent for the SAIAN and U.S. 
populations and for females, the rates 
were 22 and 23 percent, 
respectively (3). 
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High Serum 
phfiksterol 

High serum cholesterol is a 
known modifiable risk factor for 
CardiovascuIardisease.Both coronary 
heart diseasemorbidity and mortality 
increase with increases in blood 
cholesterol levels. An estimated 60 
million American adults require 
medical advice and intervention to 
lower their blood cholesterol levels 
(1). High serum cholesterol is defined 
as 240 milligrams per deciliter (mg/dl) 
or more (2). Data for non-Hispanic 
persons are from the 1976-80 
NHANES II (3) and data for 
Hispanic persons are from the 
1982-84 Hispanic Health and 
Nutrition Examination Survey (4). 
H HeaIfhy People 2000 includes an 
objective to reduce the prevalence of 
blood cholesterol levels of 240 mg/dl 
or greater to no more than 
20 percent among adults. 
w The age-adjusted prevalence of 
high serum chotesterol was lower 
among Hispanic than non-Hispanic 
populations. There was relatively little 
difference among the three Hispanic 
populations for either males or 
females. Among Hispanic males, the 
proportions ranged from 16 percent 
for Cuban men to 19 percent for 
Mexican American men (figure 26). 
Among non-Hispanics, 24 percent of 
black maIes and 25 percent of white 
males had high serum cholesterol. 
Among Hispanic females, the 
proportions with high serum 
cholesterol ranged from 17 percent 
among Cuban women to 23 percent 
among Puerto Rican women. 
Compared with Hispanic females, the 
proportions were generally higher 
among non-Hispanic black and white 
females, 25 and 28 percent, 
respectively. 
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Figure 26. High serum cholesterol among persons 20-74 years of 
age, according to race/ethnicity: United States, 1976-80 and 
1982-84 
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te Smoking 

Cigarette smoking has been 
identified as the single most avoidable 
cause of death in the United States. 
Some 400,000 lives are lost each year 
from smoking, primarily from lung 
cancer, cardiovascular disease, and 
chronic obstructive lung disease. 
Further, the adverse effects of 
cigarette smoking on pregnancy and 
infant health also have been well 
documented (1). 

Healthy People 2000 objectives 
include reducing the prevalence of 
cigarette smoking to no more than 
15 percent among persons ages 20 
years and over. Special target 
populations include black persons 
(reduction to 18 percent), those of 
Hispanic origin (to 18 percent), and 
American Indians and Alaskan 
Natives (to 20 percent). 
w Similarly high age-adjusted 
smoking rates were noted for 
non-Hispanic black (39 percent), 
American Indian (37 percent), and 
Puerto Rican (37 percent) males 
compared with much lower rates 
among Asian (25 percent) and Cuban 
(24 percent) males during 1985 and 
1987 (figure 27). Non-Hispanic white 
and Mexican American males had 
smoking rates that fell between these 
percents. 
w Age-adjusted smoking rates among 
females were equally high for 
non-Hispanic white and black females 
(29 percent) and American Indian 
(31 percent) females, with lower 
rates noted for Puerto Rican 
(23 percent) and Cuban (20 percent) 
females. Smoking rates were lowest 
for Asian (12 percent) and Mexican 
American females (16 percentb 
w In each racial and ethnic group 
except non-Hispanic white persons, 
the age-adjusted prevalence of 
cigarette smoking was higher for 
males than for femaIes. Among 
non-Hispanic white males and 
females, smoking rates were similar 
(31 percent compared with 
29 percent). 
TVData on cigarette smoking from 
the Hispanic Health and Nutrition 
Examination Survey (HHANES) for 
30 Cigarette Smoking 

Figure 27. Current cigarette smokers among persons 18 years of 
age and over, according to sex and race/ethnicity: United States, 
1985 and 1987 
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1982-84 show that the prevalence of 2. Haynes, S.G. etal. 1990. Patterns of 
current smoking was higher among cigarette smoking amongHispanicsin the 
Mexican Americans, Cubans, and United States: Results from HHANES 

AJPH BO(Supp.):47-53.Puerto Ricans than indicated by the 1982-1984. 
National Health Interview Survey for 
1985 and 1987 (2). The age-adjusted 
smoking rates from the HHANES for 
Mexican American, Puerto Rican, 
and Cuban maIes were 42.5, 39.8, and 
41.6 percent, respectively. Among 
females the rates were 23.8, 30.3, and 
24.4 percent, respectively. Differences 
in the two survey designs include: 
time frame, use of Spanish language 
interviews in HHANES, lower 
response rates in HHANES, and 
geographic rather than national 
sampling in HHANES. Thus, data on 
cigarette smoking prevalence for the 
three Hispanic popuIation groups 
need to be interpreted with caution. 
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Estimates of cocaine use in the 
United States range from nearly 
900,000to over 1 million persons 
using cocaine at least once a week, 
Although the precise dimensions of 
the problem of cocaine use and 
addiction are unknown, cocaine abuse 
presents a major problem for the 
country in terms of costs and 
treatment. The Healthy People2000 
objectives include targeting reductions 
in cocaine use among those 12-25 
years of age and in reducing the 
number of drug-abuse-related 
emergencyroom visits for all persons, 

Cocaine-reIated emergency room 
episodes are one measure of severe 
cocaine abuse. The data are from 
hospital emergency rooms located in 
21 metropolitan areas of the United 
States. Between 1985 and 1988, the 
number of such episodes increased 
dramatically among bIack, white, and 
Hispanic persons (figure 28), a IikeIy 
resuh of increased adverse heaIth 
effects. Throughout this period, both 
the number of episodes as well as the 
annual percent increases among black 
persons remained highest. 
n Annual percent increaseswere 
greatest from 1985 to 1986; the 
number of episodes among black 
persons increased 90 percent, among 
white persons by 70 percent, and 
among Hispanic persons by 78 
percent. Over the following 2 years 
the annual increases slowed; between 
1987 and 1988, the number of 
cocaine-related emergency room 
episodes among black persons 
increased by 37 percent and by 
28 percent among white and Hispamc 
persons. 
w Data for 1988 to 1989 show’no 
change among bIack persons and 
modest decreasesamong white and 
Hispanic persons in the number of 
emergencyroom visits for cocaine 
use. It is not clear whether this smaI1 
decline represents a decrease in 
cocaine abuse or rather changesin 
patterns of use (thereby not 
necessitating emergency room visits). 
Nevertheless, the number of visits 
remains very high. 

Figure 28. Cocaine-related emergency room episodes, according to 
race/ethnicity: Selected emergency rooms in metropolitan areas, 
1985439 
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Health Status andTTL!l’-- AIon 

In figures 29 and 30, 
respondent-assessedhealth status and 
physician utilization rates are 
compared among racial and ethnic 
groups for persons aged 45-64 years. 
Respondent-assessedheaIth status 
correIates highIy with physician 
ratings of heahh, other objective 
measures of health, and mortality 
(1,2,3). Figure 29 examines the extent 
to which racial differences in health 
status can be attributed to 
socioeconomic differences among 
racial groups. Education was chosen 
as the socioeconomic measure 
because, unlike income, it is less 
1ikeIy to be affected by health. 
n During 1985-88, Asian, Cuban, 
and non-Hispanic white persons 
45-64 years of age were less likely 
than non-Hispanic black, American 
Indian, Mexican American, or Puerto 
Rican adults ages 45-64 years to be 
assessedin fair or poor health (12-18 
percent compared with 25-33 
percent) (figure 29). 

As educational attainment 
increases, the percent in each racial 
and ethnic group who are in fair or 
poor health decreases.In each group, 
those with Iess than a high school 
education were 2-3 times as IikeIy as 
those with 12 or more years of 
education to assesstheir health as 
fair or poor. 
n Regardless of level of education, 
racial differences in health status 
remain substantial. Even among those 
with 12 or more years of education, 
the percent in fair or poor health still 
varied by more than a factor of two 
(22 percent compared with W 
9 percent). The large racial and 
ethnic differences in 
respondent-perceived health status 
may reflect differences in income, in 
accessto health care, in 
health-related behaviors such as 
cigarette smoking, as well as in 
cultural differences of sick-role 
perceptions. 

Utilization of physician services 
reflects both accessto care and 

Figure 29, Fair or poor health status among persons 45-64 years 
of age, according to educational attainment and racelethnicity: 
United States, l”sSS-88 
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SOURCE: National Center for Health Statistics, National Health Interview Survey. 

health status. In general, persons who 
are less healthy have more physician 
contacts than those who are more 
healthy. Because of the wide variation 
among racial and ethnic groups in 
respondent-assessedhealth status 
noted in figure 28, it is important to 
take health status into account when 
comparing utilization of physician 
services. 
w During 1985-88, physician 
utilization rates for persons 45-64 
years of age were lower for Asians 
than for non-Hispanic white persons 
(4.9 compared with 6.3 visits per 
year); further, these two groups 
together with Cubans (4.9 per year) 
and Mexican Americans (5.4 per 
year) had fewer visits per year than 
non-Hispanic black persons (7.0 visits 
per year) (figure 30). Non-Hispanic 
black persons aIso had among the 
highest percent assessedin fair or 
poor health. 
w Taking health status into account 
allows for a better understanding of 
differences in utilization rates. Health 
status-adjusted utilization rates are 

estimates of the annual number of 
physician visits per person for each 
racial and ethnic group that would 
occur if the group had the same 
respondent-assessedhealth status as 
all persons (18 percent with fair or 
poor health and 82 percent with good 
to excellent health). 
n After adjusting for health status, 
physician utilization rates show a 
different ranking from the unadjusted 
rates. The adjusted physician 
utilization rate for non-Hispanic black 
persons was lower than for 
non-Hispanic white persons, 5.6 
compared with 6.5 visits per person 
(while the unadjusted rates showed 
the opposite, 7.0 compared with 6.3 
visits). In addition, the adjusted rates 
for Asians, Mexican Americans, 
Cubans, and Puerto Ricans (4.8 visits 
per person) were all lower than for 
non-Hispanic white persons. 
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Figure 30. Physician utilization rates for persons 45-64 years of 
age, according to health status and race/ethnic@: United States, 
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:alth Insurance 

Health insurance coverage is 
associatedwith age, health, and 

socioeconomic status. Among persons 

under 65 years of age, those who are 

older, have more education, have 

higher incomes, and are in better 

health are more 1ikeIy than others to 

have some form of private health 

insurance. Further, for persons under 

65 years, health care utilization rates 

are lower for those who have no 

insurance than for persons with 

coverage (1). Health care coverage 

through Medicare is available to 

nearly all persons 65 years of age and 

over. 

n For persons under 65 years of 

age, the age-adjusted proportion of 

the population with private health 

insurance declined slightly between 

1980 and 1986 (from 79 percent to 

76 percent), with a concomitant 

increase in the proportion who were 

uninsured (from 12 percent to 

1.5 percent) (2). 

n Variation in health care coverage 

among racial and ethnic groups was 

quite large during 1983-86. Whereas 

Xl percent of non-Hispanic white, 

73 percent of Asian, and 69 percent 

of Cuban persons under 65 years of 

age had private health insurance, less 

than 60 percent of non-Hispanic 

black (58 percent), Puerto Rican 

(5 1 percent), and Mexican American 

(54 percent) persons had private 

coverage (figure 31). 

H About 35 percent of the Mexican 

American popuIation under 65 years 

of age had no health care coverage 

during 1983-86. Further, 22 percent 

of non-Hispanic black, 21 percent of 

Puerto Rican, and 23 percent of. 

Cuban persons lacked coverage 

compared with 12 percent and 

16 percent of non-Hispanic white and 

Asian persons. 

n Medicaid was more likely to be 

the only form of coverage for 

non-Hispanic black (18 percent) and 

Puerto Rican (25 percent) persons 

under 65 years of age than for any 

other group. 


Figure 31. Health insurance coverage among persons under 
65 years of age, according to race/ethnic@ United States, 1983, 
1984, and 1986 
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SOURCE: National Center for Health Statistics, National Health Interview Survey. 


n For persons 65 years of age and 
over, having private insurance in 
addition to Medicare was 
characteristic of about one-third of 
non-Hispanic bIack, Cuban, and 
Mexican persons compared with 
about haIf of Asians during 1983-86 
(figure 32). Three-fourths of 
non-Hispanic white persons had this 
form of coverage. 
n A combination of Medicaid and 
Medicare coverage occurred more 
frequentIy among elderly Puerto 
Ricans (43 percent), non-Hispanic 
bIack, Cuban, and Mexican persons 
(20-29 percent) than for 
non-Hispanic white or Asian elderly 
persons. 
a Non-Hispanic black, Mexican, 
and Puerto Rican elderly persons 
were twice as likely as non-Hispanic 
white or Cuban persons to have 
relied solely on Medicare (36 percent 
compared with about 18 percent). 
H Data from the National Health 
Interview Survey (NHIS) are not 
shown for American Indians because 

they represent a special population 
with respect to coverage for health 
care. In 1987, the Indian Health 
Service (IHS) estimated that about 
60 percent of American Indians in 
the United States resided in the IHS 
catchment area and as such they were 
“covered” by the IHS for their health 
care. Because the IHS catchment 
areas cannot be identified on the 
National Health Interview Survey, it 
is not possible to estimate the health 
care coverage status for those 
American Indians who do not reside 
in the IHS catchment areas. For 
those in the IHS, estimates from the 
Survey of American Indians and 
Alaskan Natives show that 55 percenl 
of the population was covered for 
heaIth care solely by the IHS, 
28 percent had some form of private 
coverage in addition to the IHS, and 
11 percent were also covered by 
Medicaid (3). 
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Figure 32. Health insurance coverage among persons 65 years of 
age and over, according to racelethnicity: United States, 1983, 
1984, and 1986 
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Medical School 
Enrollment 

First-year enrolIment in schools 
of medicine has risen for minority 
students from 4 percent of all 
students in 1968-69 to 26 percent in 
1988-89 (figure 32). Racial and 
ethnic differences in the amount of 
the increase, however, have been 
quite large. The variation is especially 
noteworthy in view of each group’s 
proportion of the population. 

In 196X-69,black students 
accounted for under 3 percent of 
first-year medica school enrollees; 2 
years Iatcr doubling to over 
6 percent. After peaking at 
7.5 percent in 1974-75, the rate 
dropped to 7 percent and has been 
fairly stable since then. 

ln 1968-69, there were only 23 
Hispanic students, 0.2 percent of all 
first-year students, enrolled in 
medical schools. The proportion 
increased rapidIy to 2.7 percent by 
1974-75. Growth continued, albeit at 
a slower pace, and leveled off during 
the 1980’sat about 5.5 percent, just 
below the percent for black students. 

The most dramatic change has 
been among Asian students. Growth 
in medical school enrollment began in 
the mid-1970’s, with proportions 
doubhng every few years from 
2 percent in 1975-76 to 4 percent in 
1981-82 to 9 percent in 1986-87. By 
1988-89, 12 percent of first-year 
medical school enrollees were Asian. 

American Indian students 
continue to comprise the lowest 
proportion in medical schools, 
increasing from 0.1 percent in the 
late 1960’s to 0.5 percent in 1988-89. 

The 1988-89 medical schooY 
enrollment rate, that is, the number 
of first-year students per 100,000 
persons 15-24 years of age, was 
nearIy five times higher for Asian 
students than for white students (187 
compared with 40). The rates for 
Hispanic, black, and American Indian 
students were considerably lower (26, 
22, and 20, respectively) than the rate 
for white students. 
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Figure 33. First-year minority student enrollment in schools of 
medicine, according to race/ethnicity: United States, 196848 
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n EnroIlment of women has risen 
dramatically during the past two 
decades. In 1988-89,37 percent of all 
first-year medical students were 
women, and more than half of black 
and American Indian students were 
women (see table 95). 



Technical Notes and 
Data Sources for 
Figures 

Natality and Infant Mortality 
Data (Figures 2-4) 

Natality and infant mortality data 
are from the National Vital Statistics 
System. Rata for the entire United 
States are available for the folIowing 
race groups: Asian and Pacific 
Islanders including Chinese, 
Japanese,Filipino, and other Asian, 
American Indian and Alaskan Natives 
(including AIeuts and Eskimos), 
white, and black, Data are not shown 
for the category “other Asian.” In 
addition, natality data from 30 States 
and the District of Columbia are 
avaitable by Hispanic origin of 
mother. In 1988, about 95 percent of 
the total U.S. Hispanic population 
resided in these States (1). The 
Hispanic categories include: Mexican 
American, Cuban, Puerto Rican, and 
Central and South American. The 
category “other and unknown 
Hispanic” is excluded from these 
charts. 

Further, because 79 percent of 
the white and 97 percent of the black 
births (with origin of mother stated) 
were to mothers of non-Hispanic 
origin, natality characteristics of all 
white and non-Hispanic white births 
were similar, as were those for all 
black and non-Hispanic black births. 
Therefore, data for all white and 
black births, regardless of origin 
(based on all 50 States and the 
District of Columbia) are presented. 

Although natahty data for 
Hispanic mothers are from 30 Staies 
and the District of Columbia, the 
births are concentrated in a few 
States. Two-thirds of the births to 
Cuban mothers were among residents 
of Florida; three-fifths of the births to 
Puerto Rican mothers were among 
residents of New York or New Jersey; 
four-fifths of the births to Mexican 
American mothers were among 
residents of California or Texas; and 
two-thirds of the births to Central 
and South American mothers were to 

residents of California or New York. 
See Appendix I for list of States in 
reporting area, 

Infant mortality rates are from 
the National Linked FiIes of Births 
and Infant Deaths and are based on 
data for births during 1983-85 (the 
only years available to date). The use 
of linked files avoids discrepancies in 
the reporting of race between the 
birth and infant death certificates. 
While discrepancies are relatively 
rare for white and black infants, they 
are substantial-on the order of 
25-40 percent -for other races, 
especially for American Indians, 
Chinese, Japanese, Filipinos, and 
other Asian races. For this reason, 
the use of annual caIendar year vital 
statistics for monitoring trends and 
cross-sectionalvariations in infant 
mortality can be misleading for many 
minority groups (2). Thus, the infant 
mortality rates presented here were 
caIculated using the race and 
Hispanic origin of the mother from 
the birth certificate for both the 
numerator and denominator of the 
rate. Hispanic infant mortality rates 
are from the 23 States and the 
District of Columbia that identified 
Hispanic origin on the birth 
certificate in 1983, 1984, and 1985. 

Natal@ statistics by race of 
mother can differ somewhat from 
those by race of child as a result of 
interracial parentage. For example, 
the proportion of American Indian 
mothers beginning prenatal care early 
was 58.1 percent based upon race of 
mother compared with 60.6 percent 
based upon race of child. The percent 
low birth weight among Japanese 
births was 6.7 percent based upon 
race of mother compared with 
6.2 percent based on race of child. 
Thus, for consistency with the infant 
mortality rates, data on prenatal care 
and low birth weight are aIso 
presented by race and ethnicity of 
mother rather than by race of chiId, 

Beginning with 1989 data, natal@ 
statistics from the NCHS will be 
presented based upon race of mother. 

Death Rates for Persons 1 Year 
of Age and Over (Figures 6-10) 

The annual number of deaths 
according to age for black, white, 
Asian and Pacific Islander (including 
Chinese, Japanese, Filipino, and 
other Asians), American Indian and 
Alaskan Natives (including AIeuts 
and Eskimos), and persons of 
Hispanic origin are avaiIable from the 
NCHS vital statistics system. For 
denominators of the rates, 
age-specific population estimates for 
black and white persons are routinely 
provided by the U.S. Bureau of the 
Census to the NCHS, and thus, 
age-specific death rates for the white 
and black popuIations are published 
annually. 

To estimate death rates for the 
Asian, American Indian, and 
Hispanic popuIations, the Office of 
Analysis and EpidemioIogy (OAE), 
NCHS, produced age-specific resident 
population estimates for those three 
population groups. The Hispanic 
popuIation was estimated for those 
who resided in the 26 States and the 
District of Columbia that reported 
Hispanic deaths in 1988. 

To estimate the 1988 age-specific 
Asian and American Indian 
populations, the OAE used the 
following data, published by the U.S. 
Bureau of the Census: (a) the 1988 
resident popuIation estimates for the 
Asian and American Indian 
populations (3); (b) the age-specific 
population estimates for the a11other 
races group (Asians and American 
Indians) (3); and (c) the 1980 Census 
population estimates of Asians and 
American Indians by detailed age (4). 
The age- and race-specific estimates 
for 1988 were calcuIated by the 
method of iterative proportional 
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fittings (5) to reflect the 1980 
distributions of age by race and are 
consistent with the 1988 all other 
races (Asians and American Indians) 
estimates by age and with the 1988 
Asian and American Indian total 
populations. 

The data used to calculate the 
1988 age-specific population estimates 
for the Hispanic resident population 
for the mortality reporting area 
including 26 States and the District of 
Columbia (estimated to include 
82 percent of the Hispanic 
population of the United States) are: 
(a) age-specific estimates of the 
Hispanic population in each State for 
1980 (latest data available) (4); (b) 
age-specific Hispanic population 
estimates for the United Stat(x for 
1980 (3); and (c) age-specific 
Hispanic population estimates for the 
United States for 1988 (3). Assuming 
that the 1980 age-specific proportions 
of persons in the 26 States reporting 
Hispanic deaths were the same in 
1988, the 1988 Hispanic origin 
age-specific population estimates for 
the United States were reduced by 
those age-specific proportions. For 
example, the 1988 population 
estimate for Hispanic persons 15–24 
years of age in the 26 reporting States 
was calculated as the total 1988 U.S. 
Hispanic population ages 15-24 years 
multiplied by the proportion of 
Hispanics ages 15-24 years who, in 
1980, resided in the 26 reporting 
States< 

Death rates are presented for all 
Hispanic persons, rather than 
separately for Mexican Americans, 
Cubans, and Puerto Ricans because 
of the lack of population data. In 
addition, the Hispanic death rates 
shown in the figures reflect an 
adjustment for origin “not stated. ” 
Depending upon age and cause of 
death, 3–6 percent of the deaths had 
origin not stated on the death 
certificates. 

Death rates are asterisked for 
those causes of death that me based 
on fewer than 50 deaths. 

Weapons in Homicides 
(Figure 11) 

Data are from the Federal 
Bureau of Investigation’s (FBI) 
Supplemental Homicide Reporting 
System, a voluntary reporting system, 
that in 1988 provided data on about 
94 percent of the homicides 
committed in the United States. 
Homicides include cases of murder 
and nonnegligent manslaughter (6). 

As defined by the FBI, handguns 
include pistols, revolvers, etc. Other 
firearms include rifles, shotguns, 
others, and type of firearm not stated. 
(The proportion of firearms with type 
not stated ranged from 3 percent 
among Asian and Pacific Islanders to 
7 percent among black persons.) 
Knives or cutting instruments include 
icepicks, screwdrivers, axes, etc. 
Personal weapons include beating by 
hands, feet, and/or other body parts 
or use of teeth, as well as pushing out 
of a window. Other includes poison, 
explosives, fires, narcotics and drugs, 
drowning, strangulation, and 
asphyxiation. 

Distributions are based on 
homicides involving single rather than 
multiple victims. Three percent of 
homicide records had type of weapon 
not stated; they were excluded from 
the percent distributions. 

Cancer Incidence and Survival 
(Figures 12-19) 

The Special Populations Studies 
Branch of the Division of Cancer 
Prevention and Control, National 
Cancer Institute, produced estimates 
from the Surveillance, Epidemiology 
and End Results (SEER) program of 
cancer incidence and survival for 
minority populations residing in 
specific SEER registry areas for years 
centering around 1980 (7). The 
incidence data are for 1977–83 and 
have been age adjusted by the direct 
method to the 1970 U.S. total 
population. The 5-year relative 
survival rates are based on cases 
diagnosed between 1975 and 1984. 

Racial and ethnic comparisons of 
cancer incidence and survival data are 
made within specific registry are,as in 

order to reduce geographic 
confounding of the data. Thus, the 
data are not national estimates. 
Specifically, 

(a) Data for black males and females 
are from four registry areas: 
metropolitan areas of San 
Francisco-Oakland, Atlanta, Detroit, 
and the State of Connecticut. 
Comparable data for white males and 
females are shown for these same 
areas. 
(b) Data for Asian males and 
females, namely Chinese, Japanese, 
and Filipino are from the registries in 
San Francisco-Oakland and Hawaii. 
Comparable data for white persons 
are also from these two areas. 
(c) Data for Hispanic persons are 
from the New Mexico registry only 
and as such are referred to as 
Mexican American. Data for 
American Indians are from New 
Mexico and Arizona. Comparable 
data for the non-Hispanic white 
population are from the New Mexico 
registry. 

The following terminology is used 
interchangeably: malignant neoplasms 
of the respiratory system, lung cancer 
and cancer of the lung and bronchus. 
See Appendix II for ICD codes. 

Lung and colorectal cancer data 
are not shown for American Indians 
because the number of sex-specific 
cases for the 10-year period 1975-84 
(upon which the survival rates are 
based) was fewer than 100. Data are 
asterisked when the number of cases 
was between 101 and 125. 

Human Immunodeficiency 
Virus (HIV)/Acquired 
Immunodeficiency Syndrome 
(AIDS) (Figures 20-22) 

Reported cases of AIDS are from 
the Division of HIV/AIDS, Center for 
Infectious Diseases, Centers for 
Disease Control. The data are for 
reported cases and may reflect 
reporting delays. Data refer to cases 
reported as of September 30, 1990. 
While the median delay in reporting 
was about 3 months in 1988, recent 
analyses suggest that the reporting 
delay may be increasing. 
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AIDS cases are counted once in a 
hierarchy of exposure categories @). 
Data are not shown when based on 
fewer than 50 cases, See Appendixes 
I and 11for additional information on 
AIDS reporting. 

Examination Statistics (Figures 
23-26) 

Diabetes, overweight, 
hypertension, and serum cholesterol 
data for the three Hispanic 
populations – Mexican Americans, 
Puerto Ricans, and Cubans – are from 
the Hispanic Health and Nutrition 
Examination Survey (HHANES) for 
1982-84, and the comparable data for 
non-Hispanic white and non-Hispanic 
black populations are horn the 
National Health and Nutrition 
Examination Survey (NHANES H) 
for 1976-80. 

The HHANES population 
includes a sample of the civilian 
noninstitutionalized Mexican 
Americans in five Southwestern 
States – California, Arizona, New 
Mexico, Colorado, and Texas; Cuban 
&nericans in Dade County, Florida; 
and Puerto Ricans in the New York 
city area, including parts of New 
Jersey and Connecticut. The Hispanic 
population covered in HHANES is 
estimated to have included 
76 percent of the total 1980 U.S. 
Hispanic civilian noninstitutionalized 
population ages 6 months to 74 years; 
it is not a representative sample of all 
Hispanic persons in the United 
States, 

Hypertension, overweight, and 
serum cholesterol data were age 
adjusted by the direct method to the 
1980 census population 20-74 years of 
age (9,10). Diabetes data are from 
Flegal, et al. (11). Data are asterisked 
if the relative standard error is above 
30 percent. 

American Indian Data for 
Diabetes, Hypertension, and 
Health Insurance 

The Survey of American Indians 
and Alaskan Natives (SAIAN) was 
conducted by the Agency for Health 
Care Policy and Research in 1987 as 

a separate component of the 1987 
National Medical Expenditure Survey. 
The SAIAN consisted of a stratified 
area probability sample of 
approximately 2,000 households 
located on or near an Indian 
reservation with at least one person 
eligible for medical care from the 
Indian Health Service (12). The 
overall response rate for the SAIAN 
was 83 percent. The prima~ purpose 
of the SAIAN is to provide a data 
base on the utilization of medical 
services in the American Indian and 
Alaskan Native populations who are 
eligible for health care through the 
Indian Health Service (IHS). In 
addition, the survey was designed to 
provide measures of health status, 
estimates of insurance coverage, 
expenditures, and sources of payment 
for the period January 1 to December 
31, 1987. Chronic disease estimates 
were obtained by respondent or proxy 
reports to questions phrased, “Did a 
doctor ever tell you, you had 

7>> —. . 

Cigarette Smoking (Figure 27) 

Data from the National Health 
Interview Survey (NHIS) were 
combined for 1985 and 1987, the 2 
most recent years with available data 
on cigarette smoking, to increase the 
reliability of the data among each of 
the minority populations. See 
Appendix I for a detaiIed description 
of the NHIS. 

Cocaine-related Emergency 
Room Episodes (Figure 28) 

Data are from the National 
Institute on Drug Abuse’s Drug 
Abuse Warning Network (DAWN). 
The estimates from this program are 
from 431 consistently reporting 
emergency rooms based in 21 
metropolitan areas. Thus, these are 
not national estimates. See Appendix 
I for a description of DAWN. 

Health Status and Physician 
Utilization (Figures 29-30) 

Data from the National Health 
Interview Survey (NHIS) were 

combined for 4 years to increase the 
reliability of the data among each of 
the minority populations. Physician 
utilization rates were adjusted for 
differences in health status by the 
direct method using the percentages 
of the total population in fair or poor 
health and in good to excellent health 
as the standards. See Appendix I for 
a detailed description of the NHIS. 

Health Insurance (Figures 
31-32) 

The data from the National 
Health Interview Survey were 
combined for 1983, 1984, and 1986 to 
produce a cross-sectional estimate of 
health care coverage. Data for 3 years 
were combined to increase the 
reliability of the estimates. The 
insurance categories were defined as 
follows: Medicaid includes persons 
receiving Aid to Families with 
Dependent Children (AFDC) or 
Supplemental Security Income (SS1) 
or those with current Medicaid cards. 
Uninsured includes persons not 
covered by private insurance, 
Medicaid, Medicare, or military plans. 
Medicare includes persons not 
covered by private insurance or 
Medicaid. See Appendix I for a 
description of the National Health 
Interview Survey. 

Percentages were age adjusted by 
the direct method to the U.S. civilian 
noninstitutionalized population in 
1970, using three age groups for those 
under 65 years of age—under 15, 
15-44, and 45–64 years; and two age 
groups for those 65 years of age and 
over—65–74 and 75 years and over. 

Medical School Enrollment 
(Figure 33) 

Data are from the Association of 
American MedicaI CoIleges, Division 
of Educational Measurement and 
Research, American Medical 
Association. Data for schools of 
osteopathic medicine are included in 
table 94. See Appendix I for a 
description of this data system. 
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1960. 
Figure 5 

. . . . 60.7 65.9 67.4 74.1 
1970. 60.0 68.3 68.0 75.6 
1971 60.5 68.9 68.3 75.8 
1972.. 60.4 69.1 68.3 75.9 
1973. 60.9 69.3 68.5 76.1 
1974. I 61.7 70.3 69.0 76.7 
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Figure 12 
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Figure 13 
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Figure 14 
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Figure 15 
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Figure 16 
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Figure 17 
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Male , . . 70.7 31.0 75.2 29.6 43.8 44.0 70.7 118.9 69.5 

Figure 19 
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-

See note at end of table. 
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See note at end of table. 
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Mexican Puerto American 
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Figure 31 
Private. . , , . . . . 53.8 50.5 68.7 73.3 _-- 57.6 81.4 
Medicaid . I , . . . 8.5 25.2 6.3 7.0 --_ 17.9 
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Figure 32 
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Figure 33 

1968.................. 0.2 1.2 0.0 2.7 
1969. . , . . . . . . ~. 0.5 1.3 0.1 4.2 
1970. . . . . . . . 0.9 1.7 0.1 6.1 
1971 . . . . . . . 1.3 1.8 0.2 7.1 
1972. . . , . . . . 1.3.-. 7.1 
19i-.‘3 . . . . . , ::i E 7.2 
1974. . . :T 1.9 
1975. &-I 1.8 
1976. 

0:5
n* 5:; 

1977. ......... 

1978. ......... 

1979. ......... 

......... 

;:2 : 
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1983. 
1984. . . . . . . . . .  

1985. . . . . . . . . .  
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See technical notes for criteria used for inidcating unreliable 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 nongovernmenta1 
agenciesand organizations. In each 
case, the sponsoring agency or 
organization collected data using its 
own methods and procedures. 
Therefore, the data in this report vary 
considerably with respect to source, 
method of collection, definitions, and 
reference period. 

Much of the data presented in 
the detailed tables are from the 
ongoing data colIection systems of the 
National Center for Health Statistics. 
For an overview of these systems, see 
National Center for Health Statistics, 
M. G. Kovar: Data systems of the 
National Center for Health Statistics. 
P’lfal and Health Statktics Series 1, 
No, 23. DHHS Pub. No. [PHS) 
89-1325,Public Health Service. 
Hyattsville, Md. 1989, However, 
heaIth care personnel data come 
primarily from the Bureau of Health 
Professions, Health Resources and 
Services Administration, and the 
American Medical Association. 
National health expenditures data 
were compiled by the Office of the 
Actuary, Health Care Financing 
Administration. 

Although a detailed descriptfon 
and comprehensive evaIuation of each 
data source is beyond the scope of 
this appendix, users should be aware 
of the general strengths and 
weaknessesof the different data 
coIlection systems. For example, 
population-based surveys obtain 
socioeconomic data, data on family 
characteristics, and information on 
the impact of an illness, such as days 
lost from work or limitation of 

activity. They are limited by the 
amount of information a respondent 
remembers or is willing to report. 
Detailed medical information, such as 
precise diagnosesor the types of 
operations performed, may not be 
known and so will not be reported. 
Conversely, heaIth care providers. 
such as physicians and hospitals, 
usually have good diagnostic 
information but little or no 
information about the socioeconomic 
characteristics of individuals or the 
impact of illnesses on individuals. 

The population covered by 
different data collection systemsmay 
not be the same, and understanding 
the differences is critical to 
interpreting the data. Data on vital 
statistics and national expenditures 
cover the entire popuIation. 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 
any age; or for nursing home 
residents, who are usually old. 

All data collection systems are 
subject to error, and records may be 
incomplete or contain inaccurate 
information. People may not 
remember essential information, a 
question may not mean the same 
thing to different respondents, and 
some institutions or individuals may 
not respond at all. 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 enabIe 
the user to place his or her own 
evaluation on the data. In many 
instances, data do not add to totals 
because of rounding, 

Overall estimates generalIy have 
relatively small sampling errors, but 
estimates for certain population 
subgroups may be based on small 

numbers and have relatively Iarge 
sampling errors. Numbers of births 
and deaths from the vital statistics 
system represent complete counts 
(except for births in those States 
where data are based on a 50-percent 
sample for certain years). Therefore, 
they are not subject to sampling 
error. However, when the figures are 
used for analytical purposes, such as 
the comparison of rates over a time 
period, the number of events that 
actualIy occurred may be considered 
as one of a large series of possible 
results that could have arisen under 
the same circumstances. When the 
number of events is small and the 
probability of such an event is small, 
considerabIe caution must be 
observed in interpreting the 
conditions described by the figures. 
Estimates that are unreliable because 
of large sampIing errors or small 
numbers of events have been noted 
with asterisks in selected tabIes. The 
criteria used to designate unreliable 
estimates are indicated as notes to 
the appIicable tables. 

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 summary. The data set or source 
is listed under the agency or 
organization that sponsored the data 
collection. 

Department of Health and 
Human Services 

Public Health Service 

Centers for Disease Control 

National Center for Health Statistics 

National Vital Statistics System 

Through the National Vital 
Statistics System, the National Center 
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for Health Statistics (NCHS) collects and Wyoming. In 1982, these data in the civilian noninstitutionalized 
and publishes data on births, deaths, also became available in Tennessee, population Iiving in the coterminous 
marriages, and divorces in the United and in 1983 the District of Columbia United States. The first and second 
States. Fetal deaths are classified and began reporting information on births cycles excluded women who had 
tabulated separately from otlher of Hispanic parentage. In 1983–87 never been married, except those with 
deaths. The Division of Vital information on births of Hispanic offspring in the household. The third 
Statistics obtains information on parentage was available for 23 States and fourth cycles include all women 
births and deaths from the and the District of Columbia. In 1988 ages 15-44 years, regardless of 
registration offices of all States, New these data became available for whether they have ever been married. 
York City, the District of Columbia, Alabama, Connecticut, Kentucky, The purpose of the survey is to 
Puerto Rico, the U.S. Virgin Islands, Massachusetts, Montana, North provide national data on the 
and Guam. Geographic coverage for Carolina, and Washington; so that demographic and social factors 
births and deaths has been complete since 1988 information on births of associated with childbearing, 
since 1933. Hispanic parentage is available for 30 adoption, and maternal and child 

Until 1972, microfilm copies of all States and the District of Columbia. health. These factors include sexual 
death certificates and a 50-percent In 1988 about 95 percent of the total activity, marriage, unmarried 
sample of birth certificates were U.S. Hispanic population resided in cohabitation, divorce and remarriage, 
received from all registration areas these States. contraception and sterilization, 
and processed by NCHS. Beginning In most areas, practically all infertility, breastfeeding, pregnancy 
in 1972, some States began sending births and deaths are registered. The loss, low-birth weight, and use of 
their data to NCHS through the most recent test of the completeness medical care for family planning, 
Cooperative Health Statistics System of birth registration, conducted on a infertility, and prenatal care. 
(CHSS), States that participated in sample of births from 1964 to 1968, Interviews are conducted in person by 
the CHSS program processed showed that 99.3 percent of all births professional female interviewers using 
100 percent of their death and birth in the United States during that a standardized, printed questionnaire. 
records and sent the entire data file period were registered, No The average interview length is about 
to NCHS OIRcomputer tape, comparable information is available 1 hour. 
Currently, the data are sent to NCHS for deaths, but it is generally believed Cycle I of the NSFG was 
through the Vital Statistics that death registration in the United conducted from June 1973 through 
Cooperative Program (VSCP;), States is at least as complete as birth February 1974. The counties and 
following the same procedures as the registration, Provisional death rates independent cities of the United 
CHSS. The number of participating by cause, age, race, and sex are States were combined to form a 
States grew from 6 in 1972 to 46 in estimated from the Current Mortality frame of primary sampling units 
1984. All 50 States and the IClistrict of Sample. The Current Mortality (PSU’S), and 101 PSU’S were selected 
Columbia participated in the VSCP in Sample is a 10-percent systematic as the first-stage sample. The next 
1985. sample of death certificates received three stages produced a clustered 

The standard certificates of birth, each month in the vital statistics sample of 28,998 households within 
death, and fetal death recommended offices in the 50 States, the District of the 101 PSU’S. At 26,028 of these 
by NCHS are modified in each Columbia, and the independent households (89.8 percent), househoId 
registration area to serve the area’s registration area of New York City. screener interviews were completed. 
needs. However, most certificates All death certificates received during These screeners produced a 
conform closely in content and the l-month period are sampled fifth-stage sample of 10,879 women of 
arrangement to the standard regardless of the month or year in whom 9,797 were interviewed. 
certificate, and all certificates contain which the death occurred. Never-married women (except those 
a minimum data set specified by For more information, see: with offspring in the household) were 
NCHSo National Center for Health Statistics, excluded from Cycle I. 

Information on births of Hispanic V2tal Statistics of the United Statesj Cycle 11 of NSFG was conducted 
parentage was available for 22 States 1987, vol. I, DHHS Pub, No. (PHS) from January to September 1976. The 
in 1980 ancl 1981. The 22 States that 89-1100 and Vol. 11, Part A, DHHS sample consisted of 27,162 
included items on their birth Pub. No, (PHS) 90-1101, Public households in 79 PSU’S. Household 
certificates on the ethnic or Hispanic Health Service, Washington, U.S. screener interviews were completed at 
origin of the mother and father were Government Printing Office, 1989. 25,479 of these households (93.8 
Arizona, Arkansas, Californii~, percent). Of the 10,202 women in the 
Colorado, Florida, Georgia, Hawaii, National Survey of Family Growth sample, 8,611 were interviewed. 
Illinois, Incliana, Kansas, Maine, 
Mississippi, Nebraska, Nevada, New 
Jersey, New Mexico, New York, 
North Dakota, Ohio, Texas, ‘Utah, 

Data from the National Survey of 
Family Growth (NSFG) are based on 
samples of women ages 15-44 years 

Again, never-married women (except 
those with offspring in the household) 
were excluded from the sample for 
Qcle II. 

1-
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Interviewing for Cycle HI of the 
NSFG was conducted from August 
1982 through February 1983. The 
sample design was similar to that in 
Cycle II 31,027 households were 
selected in 79 PSU’S.Household 
screener interviews were completed in 
29,511 households (95.1 percent). Of 
the 9,964 eligible women identified, 
7,969 were interviewed. The sample 
for Cycle III included black women 
and women 15–19years of age at 
higher rates than other women. 
Women of all marital statuses were 
interviewed in Cycle III. 

Cycle IV was conducted between 
January and August 1988. The sample 
was obtained from households that 
had been interviewed in the 1985, 
1986, or 1987 National Health 
Interview Surveys. Women living in 
Alaska and Hawaii were included, so 
that the survey covered women from 
the noninstitutionalized population of 
the entire United States. Interviews 
were completed with 8,450 women. 
As in previous cycles,black women 
were oversampled. 

In order to produce estimates for 
the entire population 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. 
Cycles I and 11estimates for 
ever-married women were 
poststratified to benchmark 
population values for 12 age-race 
categories based on data from the 
Current Population Survey of the 
U.S. Bureau of the Census. Cycle111 
estimates were poststratified within 
24 categories of age, race, and marital 
status. In Cycle IV, the 
poststratification was done within 
categories of age, race, marital status, 
and parity. 

Quality control procedures for 
interviewer selection, interviewer 
training, field listing, and data 
processing were built into the NSFG 
to minimize nonsampling error and 
bias. In addition, the nonresponse 
adjustments in the estimator were 
designed to minimize the effect of 
nonresponse bias by assigning to 

nonrespondents the characteristics of 
similar respondents. Sampling errors 
for NSFG were estimated by 
balanced half-sample replication. 

Detailed information on the 
NSFG sample design are available in 
the following reports: National Center 
for Health Statistics, D. K. French 
National Survey of Family Growth, 
Cycle I, sample design, estimation 
procedures, and variance estimation. 
T&aland Health Statistics. Series 2, 
No. 76. DHEW Pub. No. (PHS) 
78-1350. Public Health Sewice. 
Washington. U.S. Government 
Printing Office, Jan. 1979; National 
Center for Health Statistics, W. R. 
Grady National Survey of Family 
Growth, Cycle II: sample design, 
estimation procedures, and variance 
estimation. Vztaland Health Statistics. 
Series 2, No. 87. DHHS Pub. No. 
(PHS) 81-1361. Public Health 
Service. Washington. U.S. 
Government Printing Office, Feb. 
1981; and National Center for Health 
Statistics, C. Bachrach, M. Horn, 
W. Mosher, and I. Shimizu: National 
Survey of Family Growth, Cycle III: 
Estimation procedures, weighting, 
and variance estimation. iZal and 
Health Statistics. Series 2, No. 98. 
DHHS Pub. No. (PHS) 85-1372. 
Public Health Service. Washington. 
U.S. Government Printing Office, 
Sept. 1985. 

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 special 
health topics being added or deleted. 
For most health topics, data are 
collected over an entire calendar 
year. 

The sample design plan of the 
NHIS follows a multistage probability 
design that permits a continuous 

sampling of the civilian 
noninstitutionalized population 
residing in the United States. The 
survey is designed in such a way that 
the sample scheduled for each week 
is representative of the target 
population and the weekly samples 
are additive over time. The response 
rate for the survey has been between 
95 and 98 percent over the years. 

In 1985, the NHIS adopted 
severaI new sample design features 
although, conceptually, the sampling 
plan remained the same as the 
previous design. Two major changes 
included reducing the number of 
primary sampling locations from 376 
to 198 for sampling efficiency and 
oversampling the black population to 
improve the precision of the statistics. 

The sample was designed so that 
a typicaI NHIS sample for the data 
collection years 1985-94 will consist 
of approximately 7,500 segments 
containing about 59,000 assigned 
households. Of these households, an 
expected 10,000will be vacant, 
demolished, or occupied by persons 
not in the target population of the 
survey. The expected sample of 
49,000 occupied households will yield 
a probability sample of about 127,000 
persons. In 1988, there was a sample 
of about 122,000persons and in 1989, 
a sample of about 117,000persons. 

A description of the survey 
design, the methods used in 
estimation, and general qualifications 
of the data obtained from the survey 
are presented irx National Center for 
Health Statistics, P. F. Adams and 
V. Benson: Current estimates from 
the National Health Interview Survey, 
United States, 1989. Ktal and Health 
Statistics. Series 10, No. 176. DHHS 
Pub. No. (PHS) 90-1504. Public 
Health Service, Washington. U.S. 
Government Printing Office, Oct. 
1990. 

National Health and Nutrition 
Examination Survey 

For the first program or cycle of 
the National Health Examination 
Survey (NHES I), 1960-62, data were 
collected on the total prevalence of 
certain chronic diseases as well as the 
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distributions of various physical and 
physiological measures, including 
blood pressure and serum cholesterol 
levels. For that program, a highly 
stratified, multistage probability 
sample of 7,710 adults, of whom 86.5 
percent were examined, was selected 
to represent the 111 million civilian 
noninstitutionalized adults 18-79 
years of age in the United States at 
that time. The sample areas consisted 
of 42 primary sampling units from the 
1,900 geographic units. In 1971, a 
nutrition surveillance component was 
added and the survey name was 
changed to the National Health and 
Nutrition Examination Survey. 

For more information on NHES 
I, see: National Center for Health 
Statistics: Cycle I of the National 
Health Examination Survey, sample 
and response, United States, 1960-62. 
T. Gordon and H. W. Miller,, Vital 
and Health Statistics. Series 11, No. 1, 
PHS Pub. No. 1000. Public Health 
Service. Washington. US. 
Government Printing Office, May 
1964. 

In the first National Health and 
Nutrition Examination Survey 
(NHANES I), conducted from 1971 
through 1974, a major purpose was to 
measure and monitor indicators of 
the nutritional status of the American 
people through dietary intalce data, 
biochemical tests, physical 
measurements, and clinical 
assessments for evidence of 
nutritional deficiency. Detailed 
examinations were given by dentists, 
ophthalmologists, and dermatologists 
with an assessment of need for 
treatment. In addition, data were 
obtained for a subsample of adults on 
overall health care needs and 
behavior, and more detailed 
examination data were collected on 
cardiovascular, respiratory, arthritic, 
and hearing conditions, 

The NIIANES 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-based segments. The 
sample areas consisted of 65 prima~ 
sampling units (PSU’S) selected from 
the 1,900 PSU’S in the coterminous 
United States. A subsample of 
persons 25–74 years of age was 
selected to receive the more detailed 
health examination. Groups at high 
risk of malnutrition were oversampled 
at known rates throughout the 
process. 

Household interviews were 
completed for more than 96 percent 
of the 28,043 persons selected for the 
NHANES I sample, and about 75 
percent (20,749) were examined. 

For NHANES II, conducted from 
1976 through 1980, the nutrition 
component was expanded from the 
one fielded for NHANES L In the 
medical area, primary emphasis was 
placed on diabetes, kidney and liver 
functions, allergy, and speech 
pathology. 

The NHANES II target 
population was the civilian 
noninstitutionalized population 
6 months–74 years of age residing in 
the United States, including Alaska 
and Hawaii. NHANES II utilized a 
multistage probability design that 
involved selection of PSU’S, segments 
(clusters of households) within PSU’S, 
households, eligible persons, and 
finally sample persons. The sample 
design provided for oversampling 
among those persons 6 months– 
5 years of age, those 60-74 years of 
age, and those living in poverty areas. 

A sample of 27,801 persons was 
selected for NHANES II. Of this 
sample, 20,322 (73. 1 percent) were 
examined. 

The estimation procedure used to 
produce national statistics for 
NHANES I and NHANES 11 
involved inflation by the reciprocal of 
the probability of selection, 
adjustment for nonresponse, and 
poststratified ratio adjustment to 
population totals. Sampling errors 
also were estimated to measure the 
reliability of the statistics. 

For more information on 
NHANES I, see: National Center for 
Health Statistics, H. W. Miller: Plan 
and operation of the National Health 

and Nutrition Examination Survey,

United States, 1971-73. Wal and

Health Stat&tics.Series 1, Nos. 10a

and 10b. DHEW Pub. No. (HSM)

73-1310. Health Services and Mental

Health Administration. Washington.

U.S. Government Printing Office,

Feb. 1973; and National Center for

Health Statistics, A. Engel, R. S.

Murphy, K Maurer, and E. Collins:

Plan and operation of the NHANES I

Augmentation Survey of Adults 25-74

Years, United States, 1974-75. V%al

and Health Statistics. Series 1, No. 14.

DHEW Pub. No. (PHS) 78-1314.

Public Health Service. Washington.

U.S. Government Printing Office,

June 1978.


For more information on 
NHANES II, see: National Center for 
Health Statistics, A. McDowell, 
A. Engel, J. T. Massey, and 
K Maure~ Plan and operation of the 
Second National Health and 
Nutrition Examination Survey, 
1976-80. Vital and Health Statistics. 
Series 1, No. 15. DHHS Pub. No. 
(PHS) 81-1317. Public Health 
Service. Washington. U.S. 
Government Printing Office, July 
1981. For information on nutritional 
applications of these surveys, see: 
Yetley, E., and C. Johnson, 1987. 
Nutritional applications of the Health 
and Nutrition Examination Surveys 
(HANES). Ann Rev Nutr 7:441-63. 

The Hispanic Health and 
Nutrition Examination Survey 
(HHANES), conducted during 
1982-84, was similar in content and 
design to the previous National 
Health and Nutrition Examination 
Surveys. The major difference 
between HHANES and the previous 
national surveys is that HHANES 
employed a probability sample of 
three special subgroups of the 
population living in selected areas of 
the United States rather than a 
national probability sample. The 
three HHANES universes included 
approximately 84, 57, and 59 percent 
of the respective 1980 Mexican, 
Cuban, and Puerto Rican-origin 
populations in the continental United 
States. 

In the HHANES, three 
geographically and ethnically distinct 
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populations were studied: Mexican 
Americans in Texas, New Mexico, 
Arizona, Colorado, and California; 
Cuban Americans living in Dade 
County, Florid% and Puerto Ricans 
living in parts of New York, New 
Jersey, and Connecticut. In the 
Southwest 9,894 persons were 
selected (75 percent or 7,462 were 
examined), in Dade County 2,244 
persons were seIected (60 percent or 
1,357 were examined), and in the 
Northeast 3,786 persons were selected 
(75 percent or 2,834 were examined). 

For more information on 
HHANES, see: National Center for 
Health Statistics: P1an and operation 
of the Hispanic Health and Nutrition 
Examination Survey, 1982-84. Vital 
and Health Statistics. Series 1, No. 19. 
DHHS Pub No. (PHS) 85-1321. 
Public Health Service. Washington. 
U.S. Government Printing Office, 
Sept. 1985. 

National Master Facility Inventory 

The National Master FaciIity 
Inventory (NMFI) is a comprehensive 
file of inpatient health facilities in the 
United States. The three broad 
categories of facilities in NMFI are 
hospitals, nursing and related care 
homes, and other custodial or 
remedial care facilities. To be 
included in NMFI, hospitals must 
have at least six inpatient beds; 
nursing and related care homes and 
other facilities must have at least 
three inpatient beds. 

NMFI is kept current by the 
periodic addition of names and 
addresses obtained from State 
licensing and other 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 business, number of 
beds, and number of residents or 
patients in the facilities, and to 
identi~ those facilities that have gone 
out of business. 

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 the NationaI Center

for Health Statistics (NCHS)

collected the data for the

approximately 400 non-AHA

registered hospitals. Since 1976,

however, all of the data collection has

been performed by AHA.


Hospitals are requested to report 
data for the fdl year ending 
September 30. More than half of the 
responding hospitals used this 
reporting period for the 1982 survey. 
The remaining hospitals used various 
other reporting periods. The response 
rate for the 1982 hospitaI survey was 
about 90 percent and 96 percent for 
the 1986 survey. 

The nursing home and other 
facilities survey was conducted by 
NCHS in 1963, 1967, 1969, 1971, 
1973, 1976, 1978, 1980, 1982, and 
1986. In the 1980 and 1982 NMFI 
surveys, only nursing and related care 
homes were covered. In 1986, nursing 
and related care homes and facilities 
for the mentally retarded were 
covered and called the Inventory of 
Long-Term Care Places. In 1982, 
arrangements were made with 35 
States for obtaining their data on 
nursing and related care homes. 
NCHS surveyed certain types of 
homes that were excluded from the 
State surveys. 

Statistics derived from the 
hospital and nursing home and other 
facilities surveys were adjusted for 
both facili~ 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 &e defied 
as those with the same types of 
business, ownership, service, and 
approximately the same bed size. 

For more detailed information on 
NMFI, see: National Center for 
Health Statistics, D. A. Rope~ 
Nursing and related care homes as 
reported from the 1982 NMFI survey. 

Etal and Health Statistics. Series 14,

No. 32. DHHS Pub. No. (PHS)

86-1827. Public Health Service.

Washington. U.S. Government

Printing Office, Sept. 1986; and

National Center for Health Statistics,

A. Sirrocco. The 1986 Inventory of

Long-Term Care P1aces: An overview

of facilities for the mentally retarded.

Advance Data From Vital and Health

Statistics. No. 143. DHHS Pub. No.

(PHS) 87-1250. Public Health

Service. Hyattsville, Md. 1987.


National Hospital Discharge Survey


The National Hospital Discharge 
Survey (NHDS) is a continuing 
nationwide sample survey of 
short-stay hospitals in the United 
States. Prior to 1988 the scope of 
NHDS encompassed patients 
discharged from noninstitutional 
hospitals, exclusive of military and 
Veterans Administration hospitals, 
located in the 50 States and the 
District of Columbia. Only hospitals 
having six or more beds for patient 
use and those in which the average 
length of stay for all patients is less 
than 30 days are included in the 
survey. Beginning in 1988 the scope 
was altered slightly to include all 
general and children’s general 
hospitals regardless of the length of 
stay. AIthough all discharges of 
patients from these hospitals are 
within the scope of the survey, 
discharges of newborn infants from 
all hospitals are excluded from this 
report as welI as discharges of all 
patients from Federal hospitals. 

The original sample was selected 
in 1964 from a frame of short-stay 
hospitals listed in the National 
Master Facility Inventory. A 
two-stage stratified sample design was 
used, and hospitak were stratified 
according to bed size and geographic 
region. Sample hospitals were 
selected with probabilities ranging 
from certainty for the largest 
hospitals to 1 in 40 for the smallest 
hospitals. Within each sample 
hospital, a systematic random sample 
of discharges was selected from the 
daily listing sheet. Initially, the 
within-hospital sampling rates for 
selecting discharges varied inversely 
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with the probability of hospitlal 
selection so that the overall 
probability of selecting a discharge 
was approximately the same across 
the sample. Those rates were 
adjusted for individual hospitals in 
subsequent years to control the 
reporting burden of those hospitals. 

In 1985, for the first time, two 
data collection procedures were used 
for the survey. The first was the 
traditional manual system of sample 
selection and data abstraction. In the 
manual system, sample selection and 
transcription of information from the 
hospital records to abstract :forms 
were performed by either the hospital 
staff or representatives of the 
National Center for Health Statistics 
(NCHS) or both. The second was an 
automated method, used in 
approximately 17 percent of the 
sample hospitals in 1985, involving 
the purchase of data tapes from 
commercial abstracting services. Upon 
receipt of these tapes they were 
subject to NCHS sampling, editing, 
and weighting procedures. 

In 1988, the NHDS was 
redesigned. The hospitals with the 
most beds and/or discharges annually 
were selected with certainty, but the 
remaining sample was selected using 
a three-stage stratified design. The 
first stage is a sample of the primary 
sampling units (PSU’S) used by the 
National Health Interview Survey. 
Within PSU’S, hospitals were 
stratified or arrayed by abstracting 
status (whether subscribing to a 
commercial abstracting service) and 
within abstracting status arrayed by 
type of semice and bed size, Within 
these strata and arrays, a systematic 
sampling scheme with probability 
proportional to the number of 
discharges annually was usedl to select 
hospitals. The rates for systematic 
sampling of discharges within 
hospitals vary inversely with 
probability of hospital selection within 
PSU. Discharge records from 
hospitals submitting data via 
commercial abstracting services 
(approximately 37 percent of sample 
hospitals) were arrayed by prima~ 
diagnoses, patient sex and age group, 
and date of discharge prior to 
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sampling. Otherwise, the procedures 
for sampling discharges within 
hospitals is the same as that used in 
the prior design. 

The basic unit of estimation for 
NHDS is the sample patient abstract. 
The estimation procedure involves 
inflation by the reciprocal of the 
probability of selection, adjustment 
for nonresponding hospitals and 
missing abstracts, and ratio 
adjustments to fixed totals. Of the 
542 hospitals selected for the survey, 
526 were within the scope of the 
survey, and 408 participated in the 
survey in 1989. Data were abstracted 
from about 233,000 medical records. 

For more detailed information on 
the design of NHDS and the 
magnitude of sampling errors 
associated with NHDS estimates, see: 
National Center for Health Statistics, 
E. J. Graves: National Hospital 
Discharge Survey Annual Summary, 
1988. Fftal and Health Statistics. Series 
13, No. 106, DHHS Pub. No. (PHS) 
91-1767. Public Health Service. 
Washington. U.S. Government 
Printing Office, Forthcoming. 

National Nursing Home Survey 

The National Center for Health 
Statistics (NCHS) has conducted 
three National Nursing Home 
Surveys. The first survey was 
conducted from August 1973 through 
April 1974; the second survey from 
May through December 1977; and the 
third from August 1985 through 
January 1986. 

Much of the background 
information and experience used to 
develop the first National Nursing 
Home Survey was obtained from a 
series of three ad hoc sample surveys 
of nursing and personal care homes 
called the Resident Places Surveys 
(RPS-1, -2, -3). The three surveys 
were conducted by the National 
Center for Health Statistics during 
April-June 1963, May-June 1964, and 
June–August 1969, respectively. 
During the first survey, RPS–1, data 
were collected on nursing homes, 
chronic disease and geriatric 
hospitals, nursing home units, and 
chronic disease wards of general and 

mental hospitals. RPS-2 concentrated 
mainly on nursing homes and 
geriatric hospitals. During the third 
survey, RPS–3, nursing and personal 
care homes in the coterminous 
United States were sampled. 

For the initial National Nursing 
Home Survey (NNHS) conducted in 
1973–74, the universe included only 
those nursing homes that provided 
some level of nursing care. Thus, 
homes providing only personal or 
domiciliary care were excluded. The 
sanjple of 2,118 homes was selected 
fro~ the 17,685 homes that provided 
so~e level of nursing care and were 
list~d in the 1971 National Master 
Fa~ility Inventory (NMFI) or those 
that opened for business in 1972. 
Dzita were obtained from about 
20!600 staff and 19,000 residents. 
Response rates were 97 percent for 
facilities, 88 percent for expenditures, 
98 percent for residents, and 82 
percent for staff. 

The scope of the 1977 NNHS 
encompassed all types of nursing 
homes, including personal care and 
domiciliary care homes. The sample 
of about 1,700 facilities was selected 
from 23,105 nursing homes in the 
sampling frame, which consisted of all 
homes listed in the 1973 NMFI and 
those opening for business between 
1973 and December 1976. Data were 
obtained from about 13,600 staff, 
7,000 residents, and 5,100 discharged 
residents. Response rates were 95 
~ercent for facilities, 85 percent for 

I 
~xpenses, 81 percent for-staff, 99

percent for residents, and 97 percent ,

for discharges.


The scope of the 1985 NNHS was 
similar to the 1977 survey in that it 
included all types of nursing homes. I 
The sample of 1,220 homes was 
selected from a sampling frame of 
20,479 nursing and related care 
homes. The frame consisted of all 
homes in the 1982 NMFI; homes 
identified in the 1982 Complement 
Survey of the NMFI as “missing” 
from the 1982 NMFI; facilities that 
opened for business between 1982 
and June 198L$and hospital-based 
nursing homes obtained from the 
Health Care Financing 
Administration. Information on the 



facility was collected through a 
personal interview with the 
administrator. Accountants were 
asked to either complete a 
questionnaire on expenditures or 
provide a financial statement. 
Resident data were provided by a 
nurse familiar with the care provided 
to the resident. The nurse reIied on 
the medical record and personal 
knowledge of the resident, In 
addition to employee data that were 
collected during the interview with 
the administrator, a sample of 
registered nurses completed a 
self-administered questionnaire, 
Discharge data were based on 
information recorded in the medical 
record. Additional data about the 
current and discharged residents were 
obtained in telephone interviews with 
next of kin. Data were obtained from 
1,079facilities, 2,763 registered 
nurses, 5,243 current residents, and 
6,023 discharges. Response rates were 
93 percent for facihties, 68 percent 
for expenses,80 percent for 
registered nurses, 97 percent for 
residents, 95 percent for discharges, 
and 90 percent for next of kin. 

Statistics for all three surveys 
were derived by a ratio-estimation 
procedure. Statistics were adjusted 
for failure of a home to respond, 
failure to fiI1 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, M. R. Meiners: 
Selected operating and financial 
characteristics of nursing homes, 
United States, 1973-74 National 
Nursing Home Survey. E’tul and 
H&h Sfatistics. Series 13, No, 22. 
DHEW Pub. No. (HRA) 76-1773. 
Health Resources Administration: 
Washington, US. Government 
Printing Office, Dec. 1975. For more 
information on the 1977NNHS, see: 
National Center for Health Statistics, 
J. F. Van Nostrand, A, Zappolo, 
E. Hing, et al.: The National Nursing 
Home Survey, 1977 Summary for the 
United States. Eta1 and Health 
Statistics, Series 13, No. 43. DHHS 
Pub. No. (PHS) 79-1794. Public 
Health Service. Washington. U.S. 

Government Printing Office, July 
1979. For more information on the 
1985 NNHS, see: National Center for 
Health Statistics, E, Hing, E. 
Sekscenski, Ct. Strahan: The National 
Nursing Home Survey, 1985 Summary 
for the United States. vidal and 
Health Starktics, Series 13, No. 97. 
DHHS Pub. No. (PHS) 89-1758. 
Public Health Service. Washington. 
U.S. Government Printing Office, 
Jan. 1989, 

National Ambulatory Medical Care 
Survey 

The National Ambulatory 
Medical Care Survey (NAMCS) is a 
continuing nationa probability 
sample of ambulatory medical 
encounters. The scope of the survey 
covers physician-patient encounters in 
the offices of non-Federally employed 
physicians classified by the American 
Medical Association or American 
Osteopathic Association as 
“office-based, patient care” 
physicians. Excluded are visits to 
hospital-based physicians, visits to 
specialists in anesthesiology, 
pathology, and radiology and visits to 
physicians who are principahy 
engagedin teaching, research, or 
administration. Telephone contacts 
and nonoffice visits are also excluded, 

A multistage probability design is 
employed. The first-stage sample 
consists of 84 primary sampling units 
(PSU’s) selected from about 1,900 
such units into which the United 
States has been divided. In each 
sampIe PSU, a sampIe of practicing 
physicians is seIected. The final stage 
involves the selection of sampIes of 
patient visits during randomly 
assigned7-day reporting periods. 

For the 1985 survey, a sample of 
5,032 non-Federal, office-based 
physicians was selected from 
masterfiles maintained by the 
American Medical Association and 
the American Osteopathic 
Association. The physician response 
rate for 1985was 70.2 percent, 
providing data concerning a sample of 
about 71,594 patient visits. 

The estimation procedure used in 
NAMCS basically has three 

components: inflation by the 
reciproca1of the probability of 
seIection, adjustment for 
nonresponse, and ratio adjustment to 
fixed totals. 

For more detailed information on 
the design of NAMCS and the 
magnitude of sampling errors 
associated with NAMCS estimates, 
see: National Center for Health 
Statistics, T. McLemore and 
J. DeLozier, 1985 Summary: NationaI 
Ambulatory Medical Care Survey. 
Advance Data From Vtal and Health 
StatMcs, No. 128. DHHS Pub. No. 
(PHS) 87-1250. Public HeaIth 
Service. Hyattsville, Md. 1987. 

Center for Infectious Diseases 

AIDS Surveillance 

Acquired immunodeficiency 
syndrome (AIDS) surveillance is 
conducted by health departments in 
each State, territory, and the District 
of Columbia. Although surveillance 
activities range from passive to active, 
most areas employ multifaceted active 
surveillance programs, which include 
four major reporting sources of kIDS 
information: hospitaIs and hospital-
based physicians, physicians in 
nonhospital practice, public and 
private clinics, and medical record 
systems (death certificates, tumor 
registries, hospital discharge abstracts, 
and communicable diseasereports). 
Using a standard confidential case 
report form, the health departments 
cohect information without personal 
identifiers, which is coded and 
computerized either at the Centers 
for Disease Control (CDC) or at 
health departments from which it is 
then transmitted electronicaIIy to 
CDC. 

AIDS surveillance data are used 
to detect epidemiologic trends, to 
identify unusual casesrequiring 
followup, and for publication in the 
HIV/AIDS SurveillanceReport. Studies 
to determine the compIetenessof 
reporting of AIDS casesmeeting the 
national surveillance definition 
suggestreporting at greater than or 
equal to 90 percent. 
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For more information on AIDS 
surveillance, contact: Chief, 
Surveillance Section, Surveillance and 
Evaluation Branch, AIDS Program, 
Center for Infectious Diseases, 
Centers for Disease Control, Atlanta, 
Ga. 30333. 

Epidemiology Program Off& 

National Notifiable Diseases 
Surveillance System 

The Epidemiology Program 
Office (EPO) of the Centers for 
Disease Control (CDC), in 
partnership with the Council of State 
and TerritoriaI EpidemioIogists 
(CSTE), operates the National 
Notifiable Diseases Surveillance 
System. The purpose of this system is 
primarily to provide weekly 
provisional information on the 
occurrence of diseasesdefined as 
notifiable by CSTE. In addition, the 
system also provides summary data on 
an annual basis. State epidemioIogists 
report casesof notifiable diseasesto 
EPO, and EPO tabulates and 
publishes these data in the lMorbid@ 
and Mortal@ WeekEyReport (MWR) 
and the Summa~ of Notifiable 
Diseases,United States (entitled 
Annual Summary before 198.5). 
Notifiable disease surveillance is used 
by public health practitioners at local, 
State, and national levels as part of 
diseaseprevention and control 
activities. 

Notifiable disease reports are 
received from 52 areas in the United 
States and 5 territories. To caIculate 
U.S. rates, data reported by 50 States, 
New York City, and the District of 
Columbia are used. (New York State 
is reported as Upstate New York, 
which excludes New York City,) 

Completeness of reporting varies 
becausenot all casesreceive medical 
care and not all treated conditions 
are reported. Although State laws 
and regulations mandate disease 
reporting, reporting to CDC by States 
and territories is voluntary. Reporting 
of varicella (chickenpox) and mumps 
to CDC is not done by some States in 
which these diseasesare not 
notifiable to local or State authorities. 

The number of areas reporting 
varicella was 31 in 1985, 33 in 1987 
and 1988, and 30 in 1989. The 
number of areas reporting mumps 
was 48 in 1985, 49 in 1987,48 in 
1988, and 50 in 1989. 

Estimates of underreporting of 
some diseaseshave been made. For 
exampIe, it is estimated that only 10 
percent of casesof congenital rubelIa 
syndrome are reported. Only 10-15 
percent of all measles caseswere 
reported prior to the institution of 
the Measles Elimination Program in 
1978; but now it is estimated that all 
casesare reported in most areas of 
the country. Data from a study of 
tetanus deaths suggestthat onIy 40 
percent of tetanus casesare reported 
to CDC. 

For more information, see: 
Centers for Disease Control, Final 
1989 reports of notifiable diseases, 
Morbidiy and Mortality WeeklyReport, 
38(54), Public Health Service, DHHS, 
Atlanta, Ga., Oct. 1990, or write to 
Centers for Disease Control, 
Director, Division of Surveillance and 
Epidemiology, Atlanta, Ga. 30333. 

Center for Chronic Disease 
Prevention and Health Promotion 

Abortion Surveillance 

The Centers for Disease ControI 
(CDC) acquires abortion service 
statistics by State of occurrence from 
three sources-central heahh 
agencies,hospitals and other medical 
facilities, and the National Center for 
HeaIth Statistics. Most of the central 
health agencieshave established 
direct reporting systems,although a 
few collected data by surveying 
abortion facilities. Epidemiologic 
surveillance of abortion was initiated 
in eight States in 1969, and now 
statewide abortion data are also 
reported by the remaining States. 

The total number of abortions 
reported to CDC is about 16 percent 
less than the total estimated 
independently by the Alan 
Guttmacher Institute, the research 
and deveIopment division of the 
Planned Parenthood Federation of 
America, Inc. 

For more information, contact: 
Director, Division of Reproductive 
Health, Center for Health Promotion 
and Education, Centers for Disease 
Control, Atlanta, Ga. 30333. 

Center for Prevention Services 

U.S. Immunization Survey 

This system is the result of a 
contractual agreement between the 
Centers for Disease Control and the 
U.S. Bureau of the Census. Estimates 
from the Immunization Survey are 
based on data obtained during the 
third week of September in certain 
years for a subsample of households 
interviewed for the Current 
Population Survey, which is described 
separately in this appendix. 

The reporting system contains 
demographic variables and vaccine 
history along with disease history 
when 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 cohected. 

The scope of the U.S. 
Immunization Survey covers the 50 
States and the District of Columbia. 
For example, the 1981 sample 
included approximately 45,000 
household units. Six thousand sample 
units were found to be vacant or 
otherwise not to be interviewed. Of 
the approximately 39,000 occupied 
households eligible for interview, 
about 1,500were not interviewed 
becausethe occupants either were 
not at home after repeated caIls or 
were unavailable for some other 
reason. 

The estimating procedure that 
was used involves the inflation of 
weighted sample results to 
independent estimates of the civilian 
noninstitutionalized population of the 
United States by age and race. 

Starting in 1979, the 
questionnaire was modified to solicit 
information regarding the source of 
immunization responsesgiven by the 
interviewee. This change was made to 
measure the percent of responsesfor 
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which a family immunization record 
was the source of the information. 

For more information about the 
survey methodology, contact: 
Director, Division of Immunization, 
Center for Preventive Services, 
Centers for Disease Control, AtIanta, 
Ga. 30333. 

National Institute for 
Occupational Safety and Health 

National Occupational Hazard Survey 

The National Occupational 
Hazard Survey (NOHS) was 
conducted by the National Institute 
for Occupationa Safety and Health 
(NIOSH) to obtain data on employee 
exposure to particular chemicals and 
physica agents in various industries. 

A random sample of 4,636 urban 
workptaces was selected by the U.S. 
Department of Labor, Bureau of 
Labor Statistics. Because mining and 
government activities are not within 
the coverage of the Occupational 
Safety and Health Act and 
agricultural and rural areas were 
beyond the logistica capacity of the 
survey, the sample excluded those 
types of facilities. Included were 
facilities in 66 different two-digit 
Standard IndustriaI Classifications 
(SIC’s), located in 67 standard 
metropolitan statistical areas. Field 
work was performed by 20 industrial 
hygiene surveyors who coIlected data 
from February 1972 through June 
1974. 

Information in Part I, elicited 
during a questionnaire interview of 
management, profiled the SIC and 
size of facility, aIong with its medical, 
safety, and industrial hygiene 
programs. Part II, the greatest part of 
the NOHS data, contained the _ 
recorded observations of the 
surveyor’s management-escorted 
“walk-through” of all facility work 
areas. Part 11Iisted, by job titie, the 
number of employeeswho were 
potentially exposed to the same 
chemicals and physical agents. The 
surveyor recorded a11materials and 
physical agents each empIoyee group 
encountered, regardless of toxicity; 
hazardous nature; conditions of use; 

and the presence, absence,or 
effectiveness of any exposure control 
measures. For each potential 
exposure listed within an occupational 
group, the surveyor also recorded the 
duration, intensity, form, and the 
control utilized and whether it 
functioned. 

For more information on NOHS, 
see: National Institute for 
Occupational Safety and Health, 
National Occupational Hazard 
Survey, VoI. 1, Survey manual, 
DHEW Pub. No. (NIOSH) 74-127; 
Vol. 11,Data editing and data base 
development, DHEW Pub. No. 
(NIOSH) 77-213; Vol. 111,Survey 
analysis and supplementa tables, 
DHEW Pub. No. (NIOSH) 78-114. 

National Occupational Exposure 
Survey 

During 1981-83, NIOSH 
conducted a second national survey of 
worksites, patterned after the NOHS. 
In this second survey, known as the 
National Occupational Exposure 
Survey (NOES), information was 
collected essentially identical to the 
NOHS in a sampIe of 4,490 facilities 
over a 30-month period. 

For further information on 
NOES, see: National Institute for 
Occupational Safety and Health, 
National Occupational Exposure 
Survey, Field Guidelines, DHHS Pub. 
No. (NIOSH) 86-116. 

Health Resources and Services 
Administration 

Bureau of Health Professions 

Physician Supply Projections 

Physician supply projections in 
this report are based on a mode1 
developed by the Bureau of Health 
Professions to forecast the supply of 
physicians by specialty, activity, and 
by State of practice. The 1981 supply 
of active physicians (M.D.%) was used 
as the starting point for the most 
recent projections of active 
physicians. The major source of data 
used to obtain 1981 figures was the 
American Medical Association 
(AMA) Physician MasterfiIe. 

In the first stage of the 
projections, graduates from U.S. 
schooIs of allopathic (M.D.) and 
osteopathic (D.O.) medicine and 
foreign-trained additions were 
estimated on a year-by-year basis, 
Estimates of first-year enrollments, 
student attrition, other medical 
school-related trends, and a model of 
net foreign medical graduate 
immigration were used in deriving 
these annual additions. These 
year-by-year additions were then 
combined with the already existing 
active supply in a given year to 
produce a preliminary estimate of the 
active work force in each succeeding 
year. These estimates were then 
reduced to account for mortality and 
retirement. Gender-specific mortality 
and retirement losseswere computed 
by 5year age cohorts on an annua1 
basis, using age distributions and 
mortality and retirement rates based 
on AMA data. 

For more information, see: 
Bureau of Health Professions, Seventh 
Report lo the President and Congress 
on the Stam of Health Personnel in 
the United States, DHHS Pub. No. 
HRS-P-OD-90-1, Health Resources 
and Services Administration, 
Rockville, Md. 

Nurse Supply Estimates 

Nursing estimates in this report 
are based on a model developed by 
the Bureau of Health Professions to 
meet the requirements of Section 951, 
P.L. 94-63. The model estimates the 
following for each State: 

1. Nurse population -those with 
current licenses to practice. 

2. Nurse supply- all practicing 
nurses either full or part time (or a11 
of those available to practice at that 
time). 

3. FulI-time equivalent supply-
nurses practicing full time plus 
one-half of those practicing part time 
(or available on that basis). 

Each of the three estimates are 
divided into three levels of highest 
educational preparation: associate 
degree or dipIoma; baccalaureate; 
master’s and doctorate. 
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Among the factors considered are 
new graduates, changesin 
educational status, nursing 
employment rates, age, migration 
patterns, death rates, and licensure 
phenomena, Data sources include 
data on nursing education from the 
National League for Nursing and data 
on Iicensure from the National 
Council of State Boards of Nursing 
Data on the number and 
characteristics of registered nurses 
are based on data from the National 
Sample Survey of Registered Nurses 
conducted by the Division of Nursing, 
Bureau of Health Professions in 
March 1988. 

Alcohol, Drug Abuse, and 
Mental Health Administration 

National Institute on Alcohol 
Abuse and Alcoholism 

National Survey of Drinking 

Data on trends in alcohol 
consumption were drawn from 
national surveys funded by the 
National Institute on AIcohol Abuse. 
and Alcoholism and the National 
Institute on Drug Abuse. The 1979 
survey was based on self-reported 
consumption and was designed to 
represent adults 18 years of age and 
over living in households in the 
coterminous United States. A total of 
1,772 interviews were conducted, 
representing a response rate of 66 
percent. 

For more information on the 
National Survey of Drinking, write: 
Laboratory for Epidemiology and 
PopuIation Studies, National Institute 
on Alcohol Abuse and AIcoholism, 
5600 Fishers Lane, Rockville, Md. 
20857. For further information on 
alcoholism services, see: National 
Institute on Alcohol Abuse and 
AlcohoIism, Characteristics of 
alcoholism services in the United 
States-1984, Data from the 
September 1984National AIcoholism 
and Drug Abuse Program Inventory. 
P. G. Reed and D. S, Sanchez. 
Division of Biometry and 
Epidemiology. June 1986. 

National Institute on Drug Abuse 

National Household Surveys on Drug 
Abuse 

Data on trends in use of 
marijuana, cigarettes, and alcoho1 
among youths 12-17 years of age and 
young adults 18-25 years of age are 
from the National Household Survey 
on Drug Abuse. The 1988 survey is 
the ninth in a series that began in 
1971 under the auspices of the 
National Commission on Marijuana 
and Drug Abuse. Since 1974, the 
survey has been sponsored by the 
National Institute on Drug Abuse, 

The survey covers the population 
12 years of age and over living in 
households in the coterminous United 
States. Youths (12-17 years) and 
young adults (18-25 years of age) are 
oversampled as are blacks and 
Hispanics. 

The most recent survey Q988) is 
based on home personal interviews of 
8,814 randomly selected Americans 
12 years of age and over. The 
interview response rate in this survey 
was 82 percent for the youth sample 
(12-17 years). 

For more information on the 
National Household Survey on Drug 
Abuse, see: Population Estimates, 
1988. For further information on drug 
abuse treatment units, see: National 
Institute on Drug Abuse, Nationa 
Drug and Alcohalim Treatment Unit 
Survey (NDATUS), Final Report, 1987. 
DHHS Pub. No. (ADM) 89-1626, 
U.S. Government Printing Office, 
1989. 

The Drug Abuse Warning Network 

The Drug Abuse Warning 
Network (DAWN) is a large-scale, 
ongoing drug abuse data collection 
system based on information from a 
nonrandom sample of emergency 
room and medical examiner facilities. 
DAWN colIects information only 
about those drug abuse occurrences 
which have resulted in a medical 
crisis or death. The major objectives 
of the DAWN data system include: 
the monitoring of drug abuse patterns 
and trends, identification of 

substancesassociatedwith drug abuse 
episodes, and the assessmentof 
drug-related consequencesand other 
health hazards. Emergency room data 
in DAWN are from facilities located 
primarily in 21 metropolitan areas 
throughout the continental United 
State’sand a national panel of 
emergency rooms. Medical examiner 
data are collected from 27 
metropolitan areas. Within each 
participating facility, a designated 
DAWN reporter is responsibIe for 
identifying drug abuse episodes by 
reviewing official records and 
transcribing and submitting data on 
each case. A number of quality 
contro1 procedures are used to assure 
that DAWN data are as accurate and 
methodologicalIy consistent as 
possible. Trend tables using DAWN 
data include the same group of 
facilities for al1 of the time periods 
shown. Each of the facilities included 
must meet the criteria of reporting at 
least 90 percent of the days in any 
given year. This group of facilities is 
referred to as a “consistent panel.” 

National Institute of Mental 
Health 

Surveys of Mental Health 
Organizations 

The Survey and Reports Branch 
of the Division of Biometry and 
AppIied Sciences conducts several 
inventories of mental health 
organizations. Some of the data in 
this report are derived from more 
than one of these inventories. The 
response rate to most of the items on 
these inventories is relativeIy high (90 
percent or better) as is the rate for 
data presented in this report. 
However, for some inventory items, 
the response rate may be somewhat 
lower. 

The Inventories of Mental Health 
Organizations are the primary source 
for National Institute of Mental 
Health (NIMH) data incIuded in this 
report. This data system is based on 
questionnaires mailed every other 
year to mental health organizations in 
the United States, including 
psychiatric hospitals, non-Federal 
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general hospitals with psychiatric 
services, Veterans Administration 
psychiatric services, residential 
treatment centers for emotionally 
disturbed children, freestanding 
outpatient psychiatric clinics, partial 
care organizations, and freestanding 
and multiservice mental health 
organizations, not eIsewhere 
classified. Federally funded 
community mental health centers 
(CMHC’s) were included separately 
through 1980. In 1981,with the 
advent of block grants, the changes in 
definition of CMHC’s, and the 
discontinuation of CMHC monitoring 
by NIMH, organizations formerly 
classified as CMHC’s have been 
reclassified as other organization 
types, primariIy “muItiseTVice mental 
health organizations, not elsewhere 
classified” and “freestanding 
psychiatric outpatient clinics.” 

Beginning in 1983 any 
organization that provides services in 
any combination of two or more 
services (e.g., outpatient plus partial 
care, residential treatment plus 
outpatient plus partial care) and is 
neither a hospital nor a residential 
treatment center for emotionally 
disturbed children is classified as a 
multiservice mental health 
organization. Prior to 1983 an 
organization had to have either 
inpatient or residential treatment 
services in combination with at least 
one other service to be a 
“muhiservice mentaI health 
organization.” The result of this 
definitional change is to increase 
sharply the number of multiservice 
mental health organizations while 
decreasing the number of 
freestanding psychiatric outpatient 
clinics. 

Other surveys conducted by the 
Survey and Reports Branch 
encompasssamples of patients 
admitted to State, county, and private 
mental hospitals, outpatient 
psychiatric services, and Veterans 
Administration psychiatric services. 
The purpose of these surveys is to 
determine the sociodemographic, 
clinica1, and treatment characteristics 
of patients served by these facilities. 

For more information, write: 
Survey and Reports Branch, Division 
of Biometry and Applied Sciences, 
National Institute of Mental HeaIth, 
Room 18C-O7,5600 Fishers Lane, 
Roclcville, Md. 20857. For further 
information on mental health, see: 
NationaI Institute of MentaI Health, 
Mental Health, United States, 1987, 
R. W. Manderscheid and 
S. A. Barrett, eds. DHHS Pub. No, 
(ADM) 87-1518, U.S. Government 
Printing Office, 1987. 

National Institutes of Health 

National Cancer Institute 

Surveillance, Epidemiology, and End 
Results Program 

In the Surveillance, 
Epidemiology, and End Results 
(SEER) Program, the NationaI 
Cancer Institute (NCI) contracts with 
11 population-based registries 
throughout the United States and 
Puerto Rico to provide data on all 
residents diagnosed with cancer 
during the year and to provide 
current followup information on all 
previously diagnosed patients. 

Data are submitted to the 
Institute twice a year. Patients 
included in this report include those 
diagnosed between 1973 and 1986, 
Patients diagnosed between 1973 and 
1985 have been foIlowed through 
1986 and are included in survival 
calculations using the actuarial 
method. AI1 patients were residents 
of one of the folIowing geographic 
areas at the time of their initial 
diagnosis of cancer: Atlanta, Georgia; 
Detroit, Michigan; Seattle-Puget 
Sound, Washington; San 
Francisco-Oakland, California; 
Connecticut; Iowa; New Mexico; 
Utah; and Hawaii. Data from New 
Jersey were excluded because those 
data are avaiIable only since 1979. 
Further, data from Puerto Rico were 
also excluded because this analysis 
focuses on trends occurring within the 
United States excmsive of its 
territories. 

Population estimates used to 
calculate incidence rates are obtained 

from the U.S. Bureau of the Census. 
Currently, the Bureau has provided 
population projections through 1985. 
Population projections for 1986 have 
been made by NCI. Rates presented 
in this report may differ somewhat 
from previous reports due to revised 
population estimates and the addition 
and deletion of small numbers of 
incidence cases. 

Life tables used to determine 
normal life expectancy when 
calculating relative survival rates were 
obtained from the National Center 
for Health Statistics. Separate life 
tabIes are used for each 
race-sex-specific group inchided in 
the SEER Program. 

For further information, see: 
NationaI Cancer Institute, Cancer 
Statistics Review, 1973-86 by E. Sondik 
et al., NIH Pub. No. 89-2789, Public 
Health Service, 3ethesda, Md., May 
1989. 

Health Care Financing 
Administration 

Office of the Actuary 

Estimates of National Health 
Expenditures 

Estimates of expenditures for 
health (National Health Accounts) 
are compiled annuaIIy by type of 
expenditure and source of funds. 
Health expenditure estimates 
presented in this volume include 
extensive revisions back to 1960. 
These revisions include the addition 
of new categories of service, such as 
home health and new categories of 
sources of funds, such as nonpatient 
revenues as well as changes in 
concepts, data sources, and 
methodology. Therefore, data in this 
volume will differ from those 
appearing in earlier volumes of 
Health, United States. 

Estimates of expenditures for 
health services come from an array of 
sources. The American Hospital 
Association data on hospital finances 
are the primary source for estimates 
relating to hospital care. The saIaries 
of physicians and dentists on the 

Sources and Limitations of Data 235 



staffs of hospitals, hospital outpatient 
clinics, hospital-based home health 
agencies, and nursing home care 
provided in the hospital setting are 
considered to be components of 
hospital care. Expenditures for 
services of health professionals 
(doctors, dentists, chiropractors, 
private duty nurses, therapists, 
podiatrists, etc.) are estimated using 
data from the Internal Revenue 
Service and from tabulations on the 
operations of health maintenance 
organizations. Since 1977, data from 
the U.S. Bureau of the Census’ 
Services Annual Survey and the 
quinquenniel Census of Service 
Industries have been used tc) augment 
the IRS data. Expenditures for drugs 
and other medical nondurable and 
vision products and other medical 
durables purchased in retail outlets 
are based on estimates of personal 
consumption expenditures prepared 
by the U.S. Department of 
Commerce’s Bureau of Economic 
Analysis and on industry data on 
prescription drug transactions. Those 
durable and nondurable products 
provided to inpatients in hospitals, 
nursing homes, those provided by 
licensed professionals, or th:rough 
home health agencies are excluded 
here, but are included with the 
expenditure estimates for those 
provider service categories. Nursing 
home expenditures cover care 
rendered in establishments providing 
inpatient nursing and health-related 
personal care through active 
treatment programs for meclical and 
health-related conditions. These 
establishments cover skilled nursing 
and intermediate care facilities, 
including those for the mentally 
retarded. Spending estimates are 
based upon revenue data from the 
National Nursing Home Sulwey 
conducted by the National Center for 
Health Statistics. Expenditures for 
construction include the erection or 
renovation of hospitals, nursing 
homes, medical clinics, and medical 
research facilities, but not for private 
office building providing office space 
for private practitioners. Expenditures 
for noncommercial research (the cost 

of commercial research by drug 
companies are assumed to be -
imbedded in the price charged for the 
product; to include this item again 
would result in double counting) are 
developed from information gathered 
by the National Institutes of Health. 

Source of funding estimates 
likewise come from a multiplicity of 
sources. Data on the Federal health 
programs are taken from 
administrative records maintained by 
the servicing agencies. Among the 
sources used to estimate State and 
local government spending for health 
are the U.S. Bureau of the Census’ 
Government Finances and Social 
Security Administration reports on 
State-operated Workers’ 
Compensation programs. Federal and 
State-local expenditures for education 
and training of medical personnel are 
excluded from these measures where 
they are separable. For the private 
financing of health care, data on the 
financial experience of health 
insurance organizations come from 
special Health Care Financing 
Administration analyses of private 
health insurers. Information on 
out-of-pocket spending from the U.S. 
Bureau of Labor Statistics’ Consumer 
Expenditure Survey, from the 1977 
National Medical Care Expenditure 
Survey conducted by the National 
Center for Health Services Research 
and from private surveys conducted 
by the American Hospital 
Association, American Medical 
Association, and the i%nerican 
Dental Association is used to develop 
estimates of direct spending by 
consumers. 

For more specific information on 
definitions, sources, and methods 
used in the National Health 
Accounts, see: National Health 
Expenditures, 1988, by the Office of 
National Cost Estimates, Health Care 
Financing Review, Vol. 11, No. 4, 
HCFA Pub. No. 03298, Health Care 
Financing Administration, 
Washington, U.S. Government 
Printing Office, Summer 1990. 

Medicare Statistical System 

The Medicare Statistical System 
(MSS) provides data for examining 
the program’s effectiveness and for 
tracking the eligibility of enrollees 
and the benefits they use, the 
certification status of institutional 
providers and the payments made for 
covered services. Records are 
maintained on about 33 million 
enrollees and 24,000 participating 
institutional providers; and about 420 
million bills for services are processed 
annually. 

The MSS contains four major 
computer files: the health insurance 
master file, the service provider file, 
the Hospital Insurance (HI) claims 
file, and the Supplementary Medical 
Insurance (SMI) payment records 
file. 

The health insurance master file 
contains records for each aged and 
disabled enrollee and includes data 
on type of entitlement, deductible 
status, benefit period status and 
benefits used, as well as demographic 
information such as age, sex, race, 
and residence. 

The service provider file contains 
information on hospitals, home health 
agencies, skiI1ed nursing facilities, 
independent clinical laboratories, and 
suppliers of portable x ray or 
outpatient physical therapy services 
that participate in Medicare. For 
hospitals, data on number of beds, 
type of ownership and other 
characteristics are included. 

The HI claims file contains 
infowation on the beneficiaries’ 
entitlement and their use of benefits 
during the benefit period for hospital, 
skilled nursing facility, and home 
health agency services. 

The SMI payment record file 
provides information on whether the 
enrollee has met the deductible and 
on amounts paid for physicians’ 
services and other SMI-covered 
services and supplies. 

Data from the Medicare 
statistical system provide information 
about enrollee use of benefits for a 
point in time or over an extended 
period. Statistical reports are 

236 Scmrces and Limitaticlns of Data 



produced on enrollment, 
characteristics of participating 
providers, reimbursements, and 
services used. 

For further information on the 
Medicare statistical system, see: 
Health Care Financing 
Administration, Medicare Statistica 
File Manual, HCFA Pub. No. 03272, 
Baltimore, Md., July 1988. 

Medicaid Data System 

The majority of Medicaid data 
are compiled from forms submitted 
annuahy by State Medicaid agencies 
to the Health Care Financing 
Administration (HCFA) for Federal 
fiscal years ending September 30 on 
the Form HCFA-2082, Staristical 
Report on Medical Care: Eligibles, 
Recipients,Payments,and Services. 

When using the data keep the 
foIlowing caveats in mind: 
w Counts of recipients and eligibles 
categorized by basis of eligibility 
generally count each person only 
once-based on the person’s basis of 
eligibility as of first appearance on 
the Medicaid rolls during the Federal 
fiscal year covered by the report. 
Note, however, that some States 
report duplicated counts of recipients; 
that is, they report an individual in as 
many categories as the individual had 
different eligibility statuses during the 
year. In such cases,the sum of all 
basis-of-eligibility cells wiI1 be greater 
than the “total recipients” number. 

Expenditure data include 
payments for all claims adjudicated or 
paid during the fiscal year covered by 
the report. Note that this is not the 
same as summing payments for 
services that were rendered during 
the reporting period. 
n Some States fail to submit the. 
HCFA-2082 for a particular year. 
When this happens, HCFA estimates 
the current year’s HCFA-2082 data 
for missing States based upon prior 
year’s submissions and information 
the State entered on Form HCFA-64 
(the form States use to claim 
reimbursement for Federal matching 
funds for Medicaid). 
n HFCA-2082’s submitted by States 
frequently contain obvious errors in 

one or more cells in the form, For 
cells obviously in error, HCFA 
estimates values that appear to be 
more reasonable. 

For further information on 
Medicaid data, see: Health Care 
Financing Program Statistics:Analysis 
of StareMedicaid Program 
Characteristics,1986, by C. Howe and 
R. Terrell, HCFA Pub. No. 03249, 
Health Care Financing 
Administration, Baltimore, Md., U.S. 
Government Printing Office, Aug. 
1987. 

Department of Commerce 

Bureau of the Census 

U.S. Census of Population 

The census of population has 
been taken in the United States every 
10 years since 1790. In the 1980 
census, data were collected on sex, 
race, age, and marital status from 100 
percent of the enumerated 
population. More detailed 
information such as income, 
education, housing, occupation, and 
industry were collected from a 
20-percent sample. The 20=percent 
sample was dichotomized by size of 
place of residence, with 50 percent of 
households in places of less than 
2,500 population and 1 out of 
6 households in pIaces of 2,500 or 
more population receiving the more 
detailed questionnaire. 

For more information on the 
1980census, see: U.S. Bureau of the 
Census, 1980 Censusof Population 
and Housing, UsersGuide, Part A 
Text, PHC 80-Rl-A, 

Current Population Survey 

The Current PopuIation Survey 
(CPS) is a househoId sample survey 
of the civilian noninstitutionalized 
population conducted monthly by the 
U.S. Bureau of the Census to provide 
estimates of employment, 
unemployment, and other 
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 
1980 census,supplemented by newly 
constructed units and households 
known to be missed in the 1980 
census,provides the sampling frame 
in most areas for the present CPS. In 
some rura1 locations, current 
household listings of selected land 
areas serve as the frame. 

The present CPS sample is 
located in 729 sample areas, with 
coverage in every State and the 
District of Columbia. In an average 
month during 1989, the number of 
housing units or Iiving quarters 
eligible for the national sample was 
about 70,000, of which about 55,800 
were interviewed households, and 
2,600 were households at which the 
members were not avaiIable for 
interview. About 11,500 househoIds 
were visited but were not eligibIe for 
interview. 

The estimation procedure used 
involves inflation by the reciprocal of 
the probability of selection, 
adjustment for nonresponse, and ratio 
adjustment. 

For more information, see: U.S. 
Bureau of the Census, i%e Current 
Population Survey,Design and 
Methodology,Technical Paper 40, 
Washington, U.S. Government 
Printing Office, Jan. 1978. 

Population Estimates 

National estimates are derived by 
use of decennial census data as 
benchmarks and of data available 
from various agencies as follows: 
births and deaths (Public Health 
Service); immigrants (Immigration 
and Naturahzation Service); the 
Armed Forces (Department of 
Defense); net movement between 
Puerto Rico and the U.S. mainland 
(Puerto Rico Planning Board); and 
Federal employees abroad (Office of 
Personnel Management and 
Department of Defense). State 
estimates are based on simiIar data 
and aIso on a variety of data series, 
including schoo1statistics from State 
departments of education and 
parochia1school systems. 

Current estimates are generally 
consistent with official decennial 
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censusfigures and do not reflect the 
amount of estimated decennial census 
under enumeration. 

For more information, see: U.S. 
Bureau of the Census, Estimates of 
the population of the United States, 
by age, sex, and race: 1980-87, 
Current Population Reports, Series 
P-25, No. 1022, Washington, U.S. 
Government Printing Office, 1988. 

Department of Labor 

Bureau of Labor Statistics 

Consumer Price Index 

The Consumer Price Index is a 
monthly measure of the average 
change in the prices paid by urban 
consumers for a fixed market basket 
of goods and services. The all-urban 
index (CPI-U) introduced in 1978 is 
representative of the buying habits of 
about 80 percent of the 
noninstitutionalized population of the 
United States. 

In calculating the index, price 
changesfor the various items in each 
location were averaged together with 
weights that represent their 
importance in the spending of all 
urban consumers. Local data were 
then combined to obtain a U.S. city 
average. 

The index measuresprice 
changesfrom a designated reference 
date - 1982 to 1984-which equals 
100. An increase of 22 percent, for 
example, is shown as 122. This 
change can also be expressedin 
dollars as follows: The price of a base 
period ‘Lmarket basket” of goods and 
servicesbought by all urban 
consumers has risen from $10 in 1982 
to 1984 to $11.83 in 1988. 

The most recent revision of the 
CPI, completed in 1987, reflected 
spending patterns based on the 
Suwey of Consumer Expenditures 
from 1982 to 1984, the 1980 Census 
of Population, and the ongoing 
Point-of-Purchase Survey. Using this 
improved sample design, prices for 
the goods and services required to 
calculate the index are collected in 85 
urban areas throughout the country 
and from about 21,000 retail and 
service establishments. In addition, 
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data on rents are collected from 
about 40,000 tenants and 20,000 
owner-occupied housing units, Food, 
fuels, and a few other items are 
priced monthly in all 85 locations. 
Prices of most other goods and 
services are collected bimonthly in 
the remaining areas. All price 
information is obtained through visits 
or calls by trained Bureau of Labor 
Statistics field representatives. 

The 1987 revision changed the 
treatment of health insurance in the 
cost-weight definitions for medical 
care items, This change has no effect 
on the final index result but provides 
a clearer picture of the role of health 
insurance in the CPI. As part of the 
revision, three new indexes have been 
created by separating previously 
combined items, for example, eye 
care from other professional services, 
and inpatient and outpatient 
treatment from other hospital and 
medical care services. 

For more information, see: 
Bureau of Labor Statistics, Handbook 
afMetho& BLS Bulletin 2285, US, 
Department of Labor, Washington, 
April 1988; I. K. Ford and P. Sturm. 
CPI revision provides more accuracy 
in the medical care services 
component, Monthly Labor Review, 
US, Department of Labor, Bureau of 
Labor Statistics, Washington, April 
1988. 

Employment and Earnings 

The Division of Monthly Industry 
Employment Statistics and the 
Division of Employment and 
Unemployment Analysis of the 
Bureau of Labor Statistics (BLS) 
publish data on employment and 
earnings. The data are collected by 
the Bureau of the Census, State 
Employment Security Agencies, and 
State Departments of Labor in 
cooperation with BLS, 

The major data source is the 
Current Population Survey (CPS), a 
household interview survey conducted 
monthly by the Bureau of the Census 
to collect labor force data for BLS. 
CPS is described separately in this 
appendix. Data based on 
establishment records are also 

compiled each month from mail 
questionnaires by BLS, in cooperation 
with State agencies. 

For more information, see: U.S. 
Department of Labor, Bureau of 
Labor Statistics, Employment and 
Earnings, January 1989, Vol. 36, 
No. 1, Washington, US, Government 
Printing Office, Jan. 1989. 

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 
six pollutants for which National 
Ambient Air Quality Standards have 
been set. These pollution control 
agenciessubmit 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 Protection Agency, 
National Air Pollutant Emission 
Estimates, 1940-88, 
EPA-450/4-90-001, Research 
Triangle Park, N.C., Mar. 1990, or 
write to Office of Air Quality 
Planning and Standards, 
Environmental Protection Agency, 
Research Triangle Park, NC. 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 
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national statistical sefices and other 
appropriate government offices. Data 
forwarded on these questionnaires 
are supplemented, to the extent 
possible, by data taken from official 
national publications and by 
correspondence with the national 
statistical services, To insure 
comparability, rates, ratios, and 
percentages have been calculated in 
the Statistical Office of the United 
Nations. 

Lack of international 
comparability between estimates 
arises from differences in concepts, 
definitions, and time of data 
collection. The comparability of 
population data is affected by several 
factors, including (1) the definitions 
of the total population, (2) the 
definitions used to classi~ the 
population into its urban and rural 
components, (3) difficulties relating 
to age reporting, (4) the extent of 
over- or underenumeration, 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 1988, Pub. No. 
ST/ESA/STAT/SER.R/16, United 
Nations, New York, N.Y., 1988. 

World Health Statistics Annual 

The World Health Organization 
(WHO) prepares the WorldHealth 
StatisticsAnnuaL an annual volume of 
information on vital statistics and 
causes of death designed for use by 
the medical and public health 
professions. Each volume is the result 
of a joint effort by the national health 
and statistical administrations of 
many countries, the United Nations, 
and WHO, 

United Nations’ estimates of vital 
rates and population size and 
composition, where available, are 
reprinted directly in the Statistics 
Annual. For those countries for which 
the United Nations does not prepare 
demographic estimates, primarily 
smaller populations, the latest 

available data reported to the United 
Nations and based on reasonably 
complete coverage of events are used. 

Information published on late 
fetal and infant mortality is based 
entirely on official national data 
either reported directly or made 
available to the World Health 
Organization. 

Selected life-table functions are 
calculated from the application of a 
uniform methodology to national 
mortality data provided to WHO, in 
order to enhance their value for 
international comparisons. The 
life-table procedure used by WHO 
may often lead to discrepancies with 
national figures published by 
countries, due to differences in 
methodology or degree of age detail 
maintained in calculations. 

The international comparability 
of estimates published in the World 
Health StatisticsAnnual is affected by 
the same problems discussed above 
for the DemographicYearbook 
Cross-nationaI differences in 
statistical definitions of vital events, 
in the completeness and accuracy of 
vital statistics data, and in the 
comparability of population data are 
the primary factors affecting 
comparability. 

For more information, see: World 
Health Organization, WorldHealth 
StatisticsAnnual 1989, World Health 
Organization, Geneva, Switzerland, 
1989. 

Alan Guttmacher Institute 

Abortion Survey 

The Alan Guttmacher Institute 
(AGI) conducts an annual survey of 
abortion providers. Data are collected 
from hospitals, nonhospital clinics, 
and physicians identified as providers 
of abortion services. A survey 
universe of 3,092 hospitals, 
nonhospital clinics, and individual 
physicians was compiled. To assess 
the completeness of the provider and 
abortion counts, supplemental surveys 
were conducted of a sample of 
obstetrician-gynecologists and a 
sample of hospitals (not in original 
universe) that were identified as 

providing abortion services through 
~heArne-ficanHospital Associati& 
survey. 

The number of abortions 
estimated by AGI is about 20 percent 
more than the number reported to 
the Centers for Disease Control. 

For more information, write to: 
The Alan Guttmacher Institute, 111 
5th Avenue, llth Floor, New York, 
N.Y. 10003-1089. 

American Association of 
Colleges of Osteopathic 
Medicine 

The American Association of 
Colleges of Osteopathic Medicine 
compiles data on various aspects of 
osteopathic medical education for 
distribution to the profession, the 
government, and the public. 
Questionnaires are sent annually to 
all schools of osteopathic medicine 
requesting information on 
characteristics of applicants and 
students, curricula, faculty, grants, 
contracts, revenues, and expenditures. 
The response rate. is 100 percent. 

For more information, see: 
Annual StatisticalRepoti 1989, 
American Association of Colleges of 
Osteopathic Medicine, Rockville, 
Md., 1989. 

American Dental Association 

The Division of Educational 
Measurement of the American 
Dental Association conducts annual 
surveys of predoctoral dental 
educational institutions. The 
questionnaire, mailed to all dental 
schools, collects information on 
student characteristics, financial 
management, and curricula. 

For more information, see: 
Anerican Dental Association, Annual 
Repoti on Dental Education 1988/89. 
Chicago, 111. 

American Hospital Association 

AnnuaI Survey of Hospitals 

Data from this survey are based 
on questionnaires that Aresent to all 
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hospitals in the United States and its 
associated areas accepted for 
registration by the Anerican Hospital 
Association (AHA). In 1988, 
questionnaires were mailed to all 
hospitals on AHA files. Overall, 6,322 
hospitals reported data, a response 
rate of 92 percent. For nonsporting 
hospitals and for the survey 
questionnaires of reporting hospitals 
on which some information was 
missing, estimates were made for all 
data except those on beds, bassinets, 
and facilities. Data for beds and 
bassinets of nonreporting hospitals 
were based on the most recent 
information available from those 
hospitals. Facilities and services and 
inpatient service area data include 
only reporting hospitals and, 
therefore, do not include estimates. 

Estimates of other types of 
missing data were based or~data 
reported the previous year, if 
available. When unavailable, the 
estimates were based on data 
furnished by reporting hospitals 
similar in size, control, major service 
provided, length of stay, and 
geographic and demographic 
characteristics. 

Hospitals are requested to report 
data for the full year ending 
September 30; 38.9 percent of the 
responding hospitals used this 
reporting period. In the 1988 survey, 
the remaining hospitals used various 
reporting periods. 

For more information on the 
AHA Annual Survey of Hospitals, 
see: American Hospital Association, 
Hospital Statistics, 1989–90 Edition, 
Data j?om the American Hospital 
Association 1988 Annual Survey, 
Chicago, 1989. 

Americam Medical Association 

Physician Mastefille 

A mm.terfile of physicians has 
been maintained by the American 
Medical Association (AMA) since 
1906. Today, the Physician 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 the United States and 
meet education standards for primary 
recognition as physicians. 

Masterfile data are obtained from 
over 2,100 organizations and 
institutions. These data are collected 
and processed on an ongoing basis for 
the maintenance and updating of over 
550,000 individual physician records. 

A file is initiated on each 
individual upon entry into medical 
school or, in the case of foreign 
graduates, upon entry into the United 
States. A census of physicians is 
conducted every 4 years to update the 
file information on professional 
activities, specialization, and present 
employment status. 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 may be sent a 
questionnaire to veri& the change. 

For more information on the 
AMA Physician Masterfile, see: 
Division of Survey and Data 
Resources, American Medical 
Association, Physician Characteristics 
and Distribution in the U.S., 1987 
edition, Chicago, 1987. 

Annual Census of Hospitals 

From 1920 to 1953 the Council 
on Medical Education and Hospitals 
of the American Medical Association 
(AMA) conducted annual censuses of 
all hospitals registered by AMA. 

In each annual census, 
questionnaires were sent to hospitals 
asking for the number of beds, 
bassinets, births, patients admitted, 
average census of patients, lists of 
staff doctors and interns, and other 
information of importance at the 
particular time. Response rates were 
always nearly 100 percent. 

The community hospital data 
from 1940 and 1950 presented in this 
report were calculated using 
published figures from the AMA 
Annual Census of Hospitals. 
Although the hospital classification 

scheme used by AMA in published 
reports is not strictly comparable with 
the definition of community hospitals, 
methods were employed to achieve 
the greatest comparability possible. 

For more information on the 
AMA Annual Census of Hospitals, 
see: American Medical Association, 
Hospital service in the United States, 
Journal of the American Medical 
Association, 116(11):1055-1144, 1941. 

Association of American 
Medical Colleges 

The Association of American 
Medical Colleges collects information 
on student enrollment in medical 
schools through the annual Liaison 
Committee on Medical Education 
questionnaire, the fall enrollment 
questionnaire, and the American 
Medical College Application Service 
data system. Other data sources are 
the institutional profile system, the 
premedical students questionnaire, 
the graduation questionnaire, the 
minority student opportunities in 
medicine questionnaire, the faculty 
roster system, data from the Medical 
College Admission Test, and one-time 
surveys developed for special projects. 

For more information, see: 
Association of American Medical 
Colleges, Minori~ Students in 
Medical Education Facts and Figures 
V, June 1989. 

InterStudy 

National Health Maintenance 
Organization Census 

From 1976 to 1980 the Office of 
Health Maintenance Organizations 
conducted a census of health 
maintenance organizations (HMO). 
Since 1981, InterStudy has conducted 
the census. A questionnaire is sent to 
all HMO’s in the United States 
asking for updated enrolhnent, profit 
status, and Federal qualification 
status. New HMO’s are also asked to 
provide information on model type. 
When necessary, information is I 

obtained, supplemented, or clarified 
by telephone. For nonresponding 
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HMO’s State-supplied information or 
the most current available data are 
used. 

In 1985 a large increase in the 
number of HMO’s and enrollment 
was partly attributable to a change in 
the categories of HMO’s included in 
the census: Both Medicaid-only and 
Medicare-only HMO’s have been 
added. Also component HMO’s, 
which have their own discrete 
management, can be listed separately 
whereas previously the oldest HMO 
reported for all of its component or 
expansion sites, even when the 
components had different operational 
dates or were different model types. 

For further information, see: 
InterStudy, National HMO Census: 
Annual Report on the Growth of 

!	 HMO? in the US., 1982-1986 
Editions; The InterStudy Edge, Spring 
1987 and 1988 editions and 1989, 
1990, volume 2. Excelsior, Minn., 
1983-90. 

National League of Nursing 

The division of research of the 
National League of Nursing conducts 
The Annual Survey of Schools of 
Nursing in October of each year. 
Questionnaires are sent to all 
graduate nursing programs (master’s 
and doctoral), baccalaureate 
programs designed exclusively for 
RNs, basic RN programs 
(baccalaureate, associate degree, and 
diploma), and licensed practical 
nursing programs. A 100-percent 
response rate has been achieved for 
many years on questionnaire items on 
enrollments, first-time admissions, 
and graduates. Response rates of 
approximately 80 percent are 
achieved for other areas of inquiry. 

For more information, see: 
National League of Nursing, Nursing 
Student Census 1989, N.Y. 

Public Health Foundation 

Association of State and Territorial 
Health Officials Reporting System 

I The Association of State and 
Territorial Health Officials (ASTHO) 
Reporting System, operated by the 

Public Health Foundation. is a 
statistical system that provides 
comprehensive information about the 
public health programs of State and 
local health departments. The 
Reporting System was established in 
1970 by ASTHO in response to 
congressional requests for information 
about State health agency uses of 
block grant funds (i.e., PHS Act, 
Section 314(d) grant monies). Today, 
the Reporting System maintains a 
data base and publishes annual 
reports on State health agency 
personnel, expenditures, funding 
sources, programs, and services. 

The Foundation’s ASTHO 
Reporting System conducts an amual 
survey of the official State health 
agency (SHA) in each of the 50 
States, the District of Columbia, and 
four U.S. territories. The survey 
includes extensive detail on the 
agencies’ expenditures and funding 
sources, and the services and 
activities in two program areas: 
personal health and environmental 
health. Supplementary data on 
clients, services, and selected health 
outcomes are collected in the areas of 
maternal and child health, 
handicapped children’s services, 
dental health, and tuberculosis 
control. In addition, special studies 
are undertaken periodically to gather 
information on public health topics of 
high national priori~. 

For more information, contact: 
Public Health Foundation, 1220 L 
Street, N.W., Suite 350, Washington, 
D.C. 20005. 
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Appendix II 
Glossary 

General Terms 

SociaE and Demographic Terms 

Age-Age is reported as age at 
last birthday, that is, age in 
completed years, often calculated by 
subtracting date of birth from the 
reference date, with the reference 
date being the date of the 
examination, interview, or other 
contact with an individual. 

Age adjustment- Age adjustment, 
using the direct method, is the 
application of the age-specific 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 adjustment is 
usually done when comparing two or 
more popuIations at one point in time 
or one population at two or more 
points in time. 

In this report, the death rates are 
age adjusted to the U.S. population 
enumerated in 1940. Computations 
may be simplified by expressingthe 
1940 U.S. population on a per million 
basis (tabIe I). Adjustment is based 
on 11 age groups with two exceptions. 
First, age-adjusted death rates for 
black males and black females in 1950 
are based on nine age groups, with 
under 1 and l-4 years of age 
combined as one group and 75-84 
and 85 years of age and over 
combined as one group. Second, 

Table I. Standard million age distribution used 
to adjust death rates to the U.S. population In 
1940 . 

Standard 

Age million 

All ages. . . . . . . . 1 .ooo,ooo 

Under 1 year . . . . . . 15,343 
l-l years. . . ~ 64,71 e 
5-14 years. , . 170,355 
15-24 years . . . 181,677 
25-34 years 162,066 
3544 years 139.237 
4554 years 117,611 
55-64 years . . . , 80,294 
65-74 years . . . 48,426 
75-84 years. . 17,303 
85 years and over ~ . 2,770 

Table II. Numbers of live births and mother’s 
age groups used to adjust maternal mortality 
rates to live births In the United Slates in 
1970 

Mother’s age Number 

All ages. . . . . 3,731,366 

Under 20 years . . 656,480 
Z&T?4 years I,41 8,674 
25-29 years 994,904 
30-34 years. 427,806 
3.5 years and over I . . . 233,342 

cause-specific provisional death rates, 
which are based on 10 age groups 
with 1-4 and 5-14 years of age 
combined as one group. Maternal 
mortality rates for complications of 
pregnancy, childbirth, and the 
puerperium are calculated as the 
number of deaths per 100,000live 
births. These rates are age adjusted 
to the live births in the United States 
in 1970 using the intervals for 
mother’s age in table II. 

The data from the National 
Health Interview Survey (NHIS), 
National Health Examination Survey 
(NHES), National HeaIth and 
Nutrition Examination Survey 
(NHANES), National Ambuiatory 
Medical Care Survey (NAMCS), and 
the National Hospital Discharge 
Survey (NHDS) are age adjusted to 
the 1970 civilian noninstitutionatized 
population. Most of the data from the 
NHIS, NAMCS, and NHDS are age 
adjusted using the following four age 
groups: under 15 years, 15-44 years, 
45-64 years, and 65 years and over. 
The NHES and NHANES data are 
age adjusted using the foIIowing six 
age groups: 20-24 years, 25-34 years, 
35-44 years, 45-54 years, 55-64 years, 
and 65-74 years. The I970 civilian 
noninstitutionalized population used 
to age adjust data from each survey 
are shown in table III and derived as 
follows: Institutionalized population = 
(1 - proportion of tota population 
not institutionalized on April I, 
1970)x total population on July 1, 
1970. Civilian noninstitutionalized 
population = civilian population on 

Table Ill. Population and age groups used 
to adjusl data to the U.S. civilian 
IIOflkiStltUtiOIIallZed population in 1970: 
Selected surveys 

Number in 
Surveyand age thousands 

NHIS, NAMCS, and NHDS 

All ages. . , . I . 199,584 

Under 15 years . . . . 57,745 
15-44 years. . . . 61,169 
45-64 years . . . 41,537 
65 years and over . . . . 19,113 

NHlS heaAh care coverage 

65 years and over 19,113 

E-74 years. . , . . . 12,224 
75 years and over . . . . . 6,889 

NHfS smoking data 

18 years and over . . . . . 130,158 

16-24 years . . . . . . 22,464 
2534 years . . . . . . 24,430 
35-44 years . . . . 22,614 
4584 years . . . . 41,537 
65 years and over . . 19,113 

NHES and NHANES 

20-74 years . . . . . . . . 116,182 


ZC-24 years . . . . . . . 15,378 

26-34 years . . . . . . . . 24,430 

36-44 years. . . . . . . 22,614 

45-54 years, . . . . . ~ . 23,070 

5.564 years, . . . . . . . 16,467 

6.5-74 years. . . . . . . 12,223 


Source: Calculated from Bureau of Census: 

Estimates of the Population of the United 

States by Age, Sex, and Race: 1970 to 1977. 

Population Estimates and Projections. 

Current Population Reports. Series P-25, No. 

721, Washington. U.S. Government Printing 

Office, April 1978. 


JuIy 1, 1970 - institutionalized 
population. 

Average annual rate of change 
(percent change) -In this report, 
average annual rates of change or 
growth rates are calcuIated as follows: 

((Pn /Pay ” - 1) x 100 

where Pn = later time period 
PO = earlier time period 
N = number of years in 

interval 

This geometric rate of change 
assumesthat a variable increases or 
decreasesat the same rate during 
each year between the two time 
periods. 

Glossarv 243 



Race-Beginning in 1976, the 
Federal Government’s data systems 
classified individuals into the 
following racial groups: American 
Indian or Alaskan Native, Asian or 
Pacific Islander, black, and white. In 
this report, three raciaI categories are 
generally used: “white,” “all other,” 
and “black.” The “all other” category 
includes all races other than white. 

Depending on the data source, 
the classification by race may be 
based on self-classification or on 
observation by an interviewer or other 
persons filling out the questionnaire. 
In the National Vital Statistics 
System, newborn infants are assigned 
the race of their parents. If the 
parents are of different races and one 
is white, the child is assignedthe 
other parent’s race. If either parent is 
Hawaiian, the child is cIassified as 
Hawaiian. In all other casesthe child 
is assignedthe father’s race. Prior to 
1964, the National Vital Statistics 
System cIassified al1 births for which 
race was unknown as “white.” 
Beginning in 1964 these births are 
classified according to information on 
the previous record, The National 
Health Interview Survey assigns 
children whose parents are of 
different races to the race of the 
mother. 

Fumily income-For purposes of 
the National Health Interview Survey 
and National Health and Nutrition 
Examination Survey, all peopIe 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. UnreIated 
individuals are classified according to 
their own income. Family income, 
then, is the total income received by 
the members of a family (or hy an 
unreIated individual) in the 12 
months prior to interview, including 
wages, salaries, rents from property, 
interest, dividends, profits and fees 
from their own businesses,pensions, 
and help from relatives. FamiIy 
income has generaIly been 
categorized into approximate quintiles 
in the tables. 

Marital status-The population is 
classified through self-reporting into 

the categories married and 
unmarried. Married includes all 
married people including those 
separated from their spouses. 
Unmarried includes those who are 
singIe (never married), divorced, or 
widowed. The Abortion SurveiIIance 
Reports of the Centers for Disease 
Control classify separated people as 
unmarried for all States except 
Rhode Island. 

Population -The U.S. Bureau of 
the Census collects and pubIishes 
data on severa different types of 
population in the United States. 
Various statistical systems then use 
the appropriate population in 
calculating rates. 

Total population is the 
population of the United States, 
including all members of the 
Armed Forces living in foreign 
countries, Puerto Rico, Guam, 
and the U.S. Virgin Islands. 
Other Americans abroad (e.g., 
civilian Federal employees and 
dependents of members of the 
Armed Forces or other Federal 
employees) are not included. 

Residentpopulation is the 
population living in the United 
States. This includes members of 
the Armed Forces stationed in 
the United States and their 
families as well as foreigners 
working or studying here; it 
excIudes foreign military, naval, 
and dipIomatic personnel and 
their families located here and 
residing in embassiesor similar 
quarters as well as Americans 
living abroad. The resident 
population is often the 
denominator when calculating 
birth and death rates and 
incidence of disease. 

Civilian population is the 
resident population excluding 
members of the Armed Forces. 
Families of members of the 
Armed Forces are included, 
however. This population is the 
denominator in rates calculated 
for the NCHS National Hospital 
Discharge Survey. 

Civilian noninstitutionalized 
population is the civilian 

population not residing in 
institutions. Institutions include 
correctional institutions, 
detention homes, and training 
schools for juvenile delinquents; 
homes for the aged and 
dependent (e.g., nursing homes 
and convaIescent homes); homes 
for dependent and negIected 
children; homes and schools for 
the mentahy or physicalIy 
handicapped; homes for unwed 
mothers; psychiatric, tuberculosis, 
and chronic disease hospitals; and 
residential treatment centers. 
This population is the 
denominator in rates calculated 
for the National Center for 
Health Statistics, NationaI Health 
Interview Survey, NationaI Health 
and Nutrition Examination 
Survey, and National Ambulatory 
MedicaI Care Survey. 

Geographic Terms 
Division and region-The 50 

States and the District of CoIumbia 
are grouped for statistical purposes by 
the U.S. Bureau of the Census into 
nine divisions within four regions. 
The groupings are as follows: 

q Northeast 
New England

Maine, New Hampshire, 
Vermont, Massachusetts, 
Rhode Island, Connecticut 

Middle Atlantic 
New York, New Jersey, 
Pennsylvania 

n Midwest 
East North Central 

Ohio, Indiana, IIlinon, 
Michigan, Wisconsin 

West North Central 
Minnesota, Iowa, Missouri, 
North Dakota, South Dakota, 
Nebraska, Kansas 

H South 
South Atlantic 

Delaware, Maryland, District 
of CoIumbia, Virginia, West 
Virginia, North Carolina, 
South Carolina, Georgia, 
FIorida 

East South Central 
Kentucky, Tennessee, 
Alabama, Mississippi 

West South Central 
Arkansas, Louisiana, 
Oklahoma, Texas 
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I West 
Mountain 

Montana, Idaho, Wyoming,
Colorado, New Mexico, 
Arizona, Utah, Nevada 

Pacific 
Washington, Oregon, 
California, Alaska, Hawaii 

Regislrutian 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 1900with IO States and 
the District of Columbia, and the 
birth registration areu was established 
in 1915, also with 10 States and the 
District of Columbia. Both areas have 
covered the entire Wnited States since 
1933. CurrentIy, Puerto Rico, the 
U.S. Virgin Islands, and Guam are 
also included, although in statistical 
tabulations they are not part of the 
U.S. total. 

Reporting urea -In the National 
Vital Statistics System, reporting 
requirements on birth certificates vary 
according to State. Thus, different 
numbers of States report various 
characteristics. For example, in 1985, 
the educational attainment of mother 
was reported in 47 States and the 
District of Columbia. 

Metropolitan statistical area 
[MSA) -The definitions and titles of 
MSA’s are established by the U.S. 
Office of Management and Budget 
with the advice of the Federal 
Committee on Metropolitan 
Statistical Areas. GeneralIy speaking, 
an MSA consists of a county or group 
of counties containing at least one 
city (or twin cities) having a 
population of 50,000 or more pIus 
adjacent counties that are 
metropolitan in character and are 
economically and sociaIly integrated 
with the central city. In New England, 
towns and cities rather than counties 
are the units used in defining MSA’s. 
There is no limit to the number of 
adjacent counties included in the 

MSA as long as they are integrated 
with the centraI city, nor is an MSA 
limited to a single State; boundaries 
may cross State lines. The 
metropolitan popuIation in this report 
is based on MSA’s as defined in the 
1980census and does not indude any 
subsequent additions or changes. 

Health Status and 
Determinants 

Fertility 
Abortion -The Centers for 

Disease Control’s surveillance 
program counts legal abortions onIy. 
For surveillance purposes, lega 
abortion is defined as a procedure 
performed by a licensed physician or 
someone acting under the supervision 
of a licensed physician. 

Birth rate -This measure divides 
the number of live births in a 
popuIation in a given period by the 
resident popuIation at the middle of 
that period. It is expressedas the 
number of live births per 1,000 
population. The rate may be 
restricted to births to women of a 
specific age, race, marital status, or 
geographic location, or it may be 
related to the entire population, 

Completed fertiliy rate - Sum of 
the central birth rates over all ages 
(14-49 years) of childbearing for a 
given birth cohort. 

Gestation -For both the National 
Vital Statistics System and the 
Centers for Disease Control’s 
Abortion Surveillance, the period of 
gestation is defined as beginning with 

the first day of the last normal 
menstrual period and ending with the 
day of birth. 

Live birth-In the World Health 
Organization’s definition, also 
adopted by the United Nations and 
the National Center for Health 
Statistics, a live birth is the complete 
expulsion or extraction from its 
mother of a product of conception, 
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 Statistics System, this item from 
the birth certificate indicates the 
number of Iive births a woman has 
had, counting the birth being 
recorded. 

Low birth weight-Prior to 1979 
low birth weight was defined as 2,500 
grams or less. Beginning in 1979, Iow 
birth weight is defined as less than 
2,500 grams. 

Mortality 
Came of death -For the purpose 

of national mortality statistics, every 
death is attributed to one underIying 
condition, based on information 
reported on the death certificate and 
utilizing the international rules for 
selecting the underlying cause of 
death from the reported conditions. 

Table IV. Revlsfon of the lnfernsfionsl G/asslflcatEan of Diseases, according to year of conference 
by which adopted and years In use in United States 

Revision of Ihe Year of Years in 
International Classific-*G-- conference by use in 

of Diseases which adopted United Slates 

First . . . . . . . 

Second . . . . . . 

Third. . . . . . . ~ . . . 

Fourth. . . . . . . . 

Fifth . . 

Sixth................. ,,... 

Seventh . . 

Eighth. ..._.___..,,I, 

Ninth. . . ..~......l 


1900 190&l 909 
1909 1910-1920 
1920 1921-1929 
1929 1930-l 938 
1938 1939-1949 
1948 1949-1957 
1955 1958-1967 
1965 1968-1978 
1975 197~present 
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Tsbte V. Cause-of-death codes, according lo applicable revfsfon of /nKernat/ons/ C/assification 01 DlS9SSSS 

Code numbers 

Cause of death Sixth Revision Seventh RevWon Eighth Revision Ninth Revision 

lschemrc heart drsease............ 4lMl4 
Cerebravascular diseases. .......... GO-334 Go-334 430-436 43@438 
Malignant neoplasms .............. 146-205 14ow205 140-2Q9 14&208 

Respiratory system ............ 166-164 166164 16&l 63 16&l 65 
Colarectal .................. 153-l 54 153-l 54 153-l 54 153,154 
Breast ................. 170 170 774 174,175 
Prostate ................... 177 177 185 185 

Chronic obstructive pulmonary diseases . . 
Pneumonia and Influenza. .......... 

241, 501, 502, 527.1 
4&O-483,490-%93 

241, 501, 502, 527.1 
480-483,490493 

49&493, 519.3 
47&474,460486 

490-496 
480-487 

Tuberculosis .............. ... 001-019 001-019 01&019 OIQ-QIS 
Chronic liver disease and crrrhosrs ... 581 561 573 571 
Diabetes mellitus ............. 260 260 250 250 
Accidents and adverse effects. ..... E80@-E962 EBO&E962 E806E949 EWO-ES49 
Motor vehicle accidents ............ E81 O-6635 E81 SE635 E81 &ES23 E810-E825 
Suicide ...................... E963, ES70-E979 E963. E970mE979 E950-E959 E950-E959 
Homicide and legal tnterventron ........ E964, E980-E985 E964. E980-E965 E96O-E978 E96SE978 
Complications of pregnancy, chtldblrth, and 

the puerpenum ................. 640489 640-689 630-678 630-676 
Human immunodeficlencv vrrus infection ... ........ *042-‘044 

Diseases of hearl , . 400-402, 41 O-443 400-402, 410443 390-398,402,404,410429 390-398, 402, 404429 

Malignant neoplasm of peritoneum and 
pleura t . 

Coalworkers’ pneumoconiosis 
Asbestws ......................... 
Silrcosis ........................... 

For data years 1979-89 the 
International Classification of Diseases, 
Ninth Revision is used for coding. 
Earlier data used the then current 
revision of the International 
Classification of Diseases (tables IV 
and V). 

Use of successiverevisions for 
classification of diseasesmay 
introduce discontinuities in the 
comparability of cause-of-death 
statistics over time. For further 
discussion, see National Center for 
Health Statistics: Vital Statistics of the 
United States, 1987, Volume II, 
Mortality, Part A. DHHS Pub. No. 
(PHS) 90-1101, Public HeaIth 
Service, Washington, U.S. 
Government Printing O ffice, 1989. 

Codes for HIV infection -
Beginning with data for 1987, NCHS 
introduced category numbers 
*042-*044 for classifying and coding 
human immunodeficiency virus (HIV) 
infection, formerly referred to as 
human T-cell lymphotropic 
virus-IIIJymphadenopathy-associated 
virus (HTLV-III/LAV) infection. The 
asterisk before the category numbers 
indicates that these codes are not 
part of the Ninth Revision of the 
International Classification of 
Diseases (ICD-9). For 1986 and 
previous years, deaths involving HIV 
infection were cIassified to Deficiency 
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t.. 156, 163.0 158, 163 
t.. 515.1 500 

515.2 501 
515 0 502 

of cell-mediated immunity (ICD-9 
No. 279-l), contained in the title Al1 
other diseases;to Pneumocystosis 
(ICD-9 No. 136.3) contained in the 
title All other infectious and parasitic 
diseases;to Malignant neoplasms, 
including neoplasms of lymphatic and 
hematopoietic tissues; and to a 
number of other causes.Therefore, 
beginning with 1987, cause-of-death 
data are not strictly comparable with 
data for earlier years. 

Death rate-This measure is 
derived by dividing the number of 
deaths in a population in a given 
period by the resident population at 
the middle of that period. It is 
expressed as the number of deaths 
per 1,000 or 100,000popuIation. It 
may be restricted to deaths in specific 
age, race, sex, or geographic groups 
or it may be related to the entire 
population. 

Cause-of-death ranking-Cause-
of-death ranking is based on the List 
of 72 Selected Causes of Death and 
the category human 
immunodeficiency virus infection 
(*042-*044). The List of 72 Selected 
Causes of Death was adapted from 
one of the special lists for mortality 
tabulations recommended by the 
World Health Organization for use 
with the Ninth Revision of the 
International Classification of 

Diseases. Two group titles-major 
cardiovascular diseasesand 
symptoms, signs, and ill-defined 
conditions- are not ranked. In 
addition, category titles that begin 
with the words “other” and “all 
other” are not ranked. The remaining 
category titIes are ranked according 
to the number of deaths to determine 
the leading causes of death. When 
one of the titles that represents a 
subtotal is ranked (for example, 
accidents and adverse effects), its 
component parts (in this case, motor 
vehicle accidents and all other 
accidents and adverse effects) are not 
ranked. 

Infant mortali& -Infant mortality 
is the death of live-born children who 
have not reached their first birthday 
and is usually expressed as a rate 
(i.e., the number of infant deaths 
during a year per 1,000 live births 
reported in the year). 

International Classification of 
Dtieases, Ninth Revision -The 
International Classification of Diseases 
(ICD) classifies mortality information 
for statistical purposes. ICD was first 
used in 1900 and has been revised 
about every 10 years since then. The 
Ninth Revision, published in 1977, is 
used to code U.S. mortality data 
beginning with data for 1979. The 
clinical modification of the Ninth 



RevGion is used to code U.S. 
morbidity data. 

Both are arranged in 17 main 
chapters. Most of the diseasesare 
arranged according to their principal 
anatomical site, with special chapters 
for infective and parasitic diseases; 
neoplasms; endocrine, metabolic, and 
nutritional diseases;mental diseases; 
complications of pregnancy and 
childbirth; certain diseasespeculiar to 
the perinatal period; and ill-defined 
conditions. In addition, two 
supplementa classifications are 
provided: the classification of factors 
influencing health status and contact 
with health service and the 
classification of external causes of 
injury and poisoning, 

Neonatal mortality rate-The 
neonatal mortality rate is the number 
of deaths under 28 days of age per 
1,000 live births. 

Postneonatalmortal@ rate-The 
postneonatal mortality rate is the 
number of deaths that occur from 28 
days to 365 days after birth per 1,000 
live births, 

Fetal deash rare-The feta1 death 
rate is the number of fetal deaths 
with stated or presumed gestation of 
20 weeks or more per 1,000 live births 
plus fetal deaths. 

Late fetal death rate -The late 
feta1 death rate is the number of fetal 
deaths with stated or presumed 
gestation of 28 weeks or more per 
1,000 live births plus Iate fetal deaths, 

Perinatal mortal@ rate -The 
perinatal mortality rate is the number 
of late fetal deaths plus infant deaths 
within 7 days of birth per 1,000 live 
births plus late fetal deaths, 

Perinatal mortal@ ratio -The 
perinatal mortality ratio is the 
number of late fetal deaths plus 
infant deaths within 7 days of birth-
per 1,000 Iive births, 

Feto-infant mortality rate-The 
feto-infant mortahty rate is the 
number of fetal deaths with stated or 
presumed gestation of 28 weeks or 
more pIus the number of infant 
deaths per 1,000 live births pIus late 
fetal deaths. 

Life expectancy-Life expectancy 
is the average number of years of life 
remaining to a person at a particular 

age and is based on a given set.of 
age-specific death rates, generally the 
mortality conditions existing in the 
period mentioned. Life expectancy 
may be determined by race, sex, or 
other characteristics using age-specific 
death rates for the population with 
that characteristic. 

Years of potential life lost-Years 
of potential life lost are calculated 
over the age range from birth to 65 
years. The number of deaths for each 
age group is multipIied by the years 
of life lost (the difference between 65 
and the midpoint of the age group). 
For exampIe, the death of a person 
age 15-24 years counts as 45 years of 
life lost. Then years of potential life 
lost are summed over all age groups. 
(Centers for Disease Control. 
Mm. Dec. 19, 1986. Vol. 35, Supp. 
No. 2s.) 

Determinants and Measures of 
Health 

AIDS -Acquired 
immunodeficiency syndrome (AIDS) 
is an illness characterized by: 
m One or more specified indicator 
diseases(Wed in the complete case 
definition) and 

n Either a positive test for human 
immunodeficiency virus (HIV) 
infection or absence of specified 
causesof underIying 
immunodeficiency. 

The AIDS case definition was 
changed in September 1987 to allow 
for the presumptive diagnosis of 
AIDS-associated diseasesand 
conditions and to expand the 
spectrum of HIV-associated diseases 
reportabIe as AIDS. The list of 
expanded diseasesincludes HIV 
eneephalopathy, HIV wasting 
syndrome, and others, 

For more information, see: 
Centers for Disease Control. Revision 
of the CDC Surveillance Case 
definition for acquired 
immunodeficiency syndrome. MMWR 
1987; 36 (supp. no. 1s): lS-15s. 

Condition -A health condition is 
a departure from a state of physical 
or menta1 well-being. Conditions, 
except impairments, are coded 
according to the International 

Cfassificutbn of Diseasqs, 9th Revikn, 
Clinical Modification (ICD-g-CM). 

Based on duration, there are two 
categories of conditions, acute and 
chronic. In the National Health 
Interview Survey, an acute condition is 
a condition that has lasted less than 
3 months and has involved either a 
physician visit (medical attention) or 
restricted activity, and a chronic 
condition is any condition lasting 
3 months or more or is one of certain 
conditions classified as chronic 
regardless of their time of onset. The 
National Nursing Home Survey uses a 
specific list of conditions classified as 
chronic, also disregarding time of 
onset. 

Disability-Disability is any 
temporary or long-term reduction of a 
person’s activity as a result of an 
acute or chronic condition. It is often 
measured in terms of the number of 
days that a person’s activity has been 
reduced. 

DGabiliSy day-The National 
Health Interview Survey identifies 
several types of days on which a 
person’s usual activity is reduced 
because of ihness or injury (reported 
for the 2-week period preceding the 
week of the interview). These 
short-term disabihty days are not 
mutualIy 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 
more than one half day because 
of an illness or an injury. 
Restricted-activity days are 
unduplicated counts of 
bed-disability, work-loss, and 
schooLloss days as well as other 
days during which a person cuts 
down on his or her usual 
activities, 

A bed-disability day is a day 
on which a person stays in bed 
for more than half of the daylight 
hours (or normal waking hours) 
because of a specific illness or 
injury. All hospital days are 
bed-disabiIity days. Bed-disability 
days may also be work-loss or 
school-loss days. 
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A work-lossday 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 becauseof a specific 
illness or injury, The number of 
work-loss days is determined 
only for currentIy employed 
persons. 

A school-lossday is a day on 
which a child did not attend 
schoo1for at least half of his or 
her normal school day because of 
a specific illness or injury, 
School-loss days are determined 
only for children 5-17 years of 
age, beginning in 1982. 

Incidence-Incidence is the 
number of casesof disease having 
their onset during a prescribed period 
of time and is often expressedas a 
rate (e.g., the incidence of measles 
per 1,000 chiIdren 5-15 years of age 
during a year). Incidence is a 
measure of morbidity or other events 
that occur within a specified period of 
time. 

Limitation of activity-Each 
person identified by the National 
Health Interview Survey as having a 
chronic condition is classified 
according to the extent to which his 
or her activities are Iimited because 
of the condition as follows: 

Persons unable to carry on major 
ctivity 

Persons limited in the amount or 
kind of major activity performed 

Persons not limited in major 
activity but otherwise limited 

Persons not limited in activity 
Major activity (or usual 

activity) -This is the principa1 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 5-17 years of age, it refers to 
school attendance; for 18 years of age 
and over, it usualIy refers to a job, 
housework, or schoo1attendance. 

Notifiabk disease-A notifiable 
diseaseis one that health providers 
are required, usually by law, to report 
to State or local public health officials 
when diagnosed. Notifiable diseases 
are those of public interest by reason 
of their contagiousness,severity, or 
frequency. 

Particulate matter-Particulate 
matter is defined as particles of solid 
or liquid matter in the air, including 
both nontoxic materials (soot, dust, 
and dirt) and toxic materials (lead, 
asb’estos,suspended sulfates and 
nitrates, etc.). 

Pollutant-A poIlutant is any 
substance that renders the 
atmosphere or water foul or noxious 
to health. 

Prevalence-Prevalence is the 
number of casesof 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 prevalence of 
diabetes per 1,000 persons during a 
year). 

Relative su~ival rate -The relative 
survival rate is the ratio of the 
observed survival rate for the patient 
group to the expected survival rate 
for persons in the general popuIation 
similar to the patient group with 
respect to age, sex, race, and calendar 
year of observation. The 5-year 
relative survival rate is used to 
estimate the proportion of cancer 
patients potentially curable, 3ecause 
over half of all cancers occur in 
persons 65 years of age and over, 
many of these individuals die of other 
causeswith no evidence of recurrence 
of their cancer. Thus, because it is 
obtained by adjusting observed 
survival for the normal life expectancy 
of the general population of the same 
age, the relative survival rate is an 
estimate of the chance of surviving 
the effects of cancer. 

Utilization and Resources 

Dental visit -The National Health 
Interview Survey counts visits to a 
dentist.‘s office for treatment or 
advice, including services by a 
technician or hygienist acting under 
the dentist’s supervision, as dental 
visits. Services provided to hospital 
inpatients are not included. 

Office-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 NationaI Ambulatory 
Medical Care Survey, an office is any 
location for a physician’s ambulatory 
practice other than hospitals, nursing 
homes, other extended care facilities, 
patients’ homes, industrial clinics, 
college clinics, and family planning 
clinics. However, private offices in 
hospitals are included. 

Physician contact--The NationaI 
Health Interview Survey counts as a 
physician contact, a visit in person or 
by telephone to a doctor of medicine 
or doctor of osteopathy for the 
purpose of examination, diagnosis, 
treatment, or advice. The service may 
be provided directly by the physician 
or by a nurse or other person acting 
under the physician’s supervision. 
Contacts involving services provided 
on a mass basis are not included nor 
are contacts for hospital inpatients. 

Physician contacts are generally 
classified by the type of place of 
contact. In the National HeaIth 
Interview Survey, this incIudes the 
office, hospital outpatient clinic or 
emergency room, telephone (advice 
given by a physician in a telephone 
call), home (any place in which a 
person was staying at the time a 
physician was caIled there), as well as 
other pIaces, 

In the National Ambulatory 
Medical Care Survey, an office visit is 
any direct personal exchangebetween 
an ambulatory patient and a physician 
or members of his or her staff for the 
purposes of seeking care and 
rendering health services. 

Inpatient Care 

Average dairy census or average 
daily patients -This refers to the 
averagenumber 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. 
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As measured in the National 
Nursing Home Survey, Zengrh of stay 
for residents is the time from their 
admission until the reporting time, 
and 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 a facility. In the 
National Master Facility Inventory, 
the count is of beds at the end of the 
reporting period; for the American 
Hospital Association, it is of the 
averagenumber of beds during the 
entire period. The WorId Health 
Organization defines a hospital bed 
as one regularty maintained and 
staffed for the accommodation and 
full-time care of a successionof 
inpatients and situated in a part of 
the hospital where continuous 
medical care for inpatients is 
provided. 

Day-According to the American 
Hospital Association and National 
Master FaciEity Inventory, days or 
inpatient days are the number of adult 
and pediatric days of care rendered 
during a reporting period. Days of 
care for newborns are excluded. 

In the National Health Interview 
Survey, hospital days during the year 
refer to the total number of hospita1 
days occurring in the 12-month period 
prior to the interview week. A 
hospital day is a night spent in the 
hospita1for persons admitted as 
inpatients to a hospital. 

In the National Hospital 
Discharge Survey, days of care refer 
to the total number of patient days 
accumulated by patients at the time 
of discharge from non-Federal 
short-stay hospitals during a reporting 
period. AI1 days from and including 
the date of admission but not .. 
including the date of discharge are 
counted. A patient is a person who is 
formally admitted to the inpatient 
service of the hospital for 
observation, care, diagnosis, or 
treatment. 

Discharge-The National HeaIth 
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, 

Table VI. Codes for diagnostic categories from the InfernaHanal Classiffcalon ol UIseas8s, 
9th Reviaian, Clinkal Modification 

Diagnostic cafeguy 8 numb 

Females with delivery. . . . V27 
Acquired immunocle&iency syndrome (AIDS) 

MalIgnant neoplasms ............... 

Benign neoplasms. ................ 

Drabetes ....................... 

Psychoses. ..................... 

Alcohol dependence syndrome. ......... 

Eye diseases and conditions ... .. 

Otitls media and eustachian tube disorde;; : : 

Diseases of heart. ................. 


Cerebrovascular diseases ............ 

Acute respiratory Infectjon ............ 

Chronic disease of tonsris and adenoids 

Pneumonia, all forms ............... 

Bronchitis, emphysema, and asthma 

lnguinal hernra ............... 

Noninfectious enteritis and colitis, 

Cholellihrasis ................... 

Hyperplasia of prostate ............. 

Inflammatory disease of femaie pelvic 

Disorders of menstruation ........ 

Pregnancy with abortive outcome ... 

Intervertebral disc disorders ....... 

Congenrtal anomalies
............... 
Fracture, all sites. ................. 
Lacerations and open wounds ........ 

organs 

I .  

excepting the period of stay of a we11 
newborn infant. 

According to the National 
Hospital Discharge Survey, American 
Hospital Association, and National 
Master Facility Inventory, this is the 
formal release of an inpatient by a 

042.0-042.2, 042.9, 279.19 

140-208, 236234 

210-229,235-239 

250 

290499 

303 

36c379 

381-382 

391392.0,393-398, 402.404.41&416. 

420429 

43M38 

46C466 

474 

480-486 

490493 

550 

555~556,558 

574 

600 

614-616 

626 

630439 

722 

740-759 

800-829 

&7&904 


hospital, that is, the termination of a 
period of hospitalization (in&ding 
stays of 0 nights) by death or by 
disposition to a place of residence, 
nursing home, or another hospital, In 
this report, newborn infants are 
excluded. 

Table VII. Codes for surgical categories from the fnfernatlunal Ctsssifkatlan of Diseases, 
9th Revision, Clinical Modificailon 

Surgical ci Code 

Etiraction of lens. . ~ . . . . . . . 13.1-13.6 

Insertion of prosthetic lens (pseudophakos) t t 13.7 

Mynngotomy . . . 20.0 

Tonsillectomy, with or without adenoidectomy. 28.2-28.3 

Adenoldectomy without tonsillectomy . 28.6 

Direct heart revascularization (coronary bypass) 36.1 

Cardiac catheterization . ~ . . . 37.21-37.23 

Pacemaker insertion or replacement. . . . 37.7-37.6 

Biopsies on the digestive system (Beginning in 1989) 42.24, 44.14, 44.15, 45.14. 45.15, 45.25, 


45.27, 48.24, 48.26, 49.22, 49.23, 50.11, 
50.12,51.12-51.14.52.1?, 52.12,52.14, 
54.22, 54.24 

Appendectomy, excluding incidental. ............. 47.0 
Cholecystectomy. ................... .... t 51.2 
Repair of inguinal hernia ..................... 

Prostatectomy. ................... ..... 

Circumcision ........................ 

Oophoreciomy and salpingo-oophorectomy ...... 

Bilateral destruction or occlusion of fallopian tubes. 

Hysterectomy. ............. ............. 

Diagnostic dilation and curettage of uterus. ......... 

Procedures to assist delivery (Prior to 1989). 


(Beginning in 1989) ..... 
Cesarean section ......................... 
Repair of current obstetrical laceration ............ 
Reduction of fracture (excluding skull, nose, and jaw) 
Excision or destruction of intervertebrai disc and spinal 

fusion. ...... ............... , ..... 
Excision of semilunar cartilage of knee .......... 
Arthroplasty and replacement of hip .............. 
Operations on muscles, tendons. fascia, and bursa .... 
Biopsies on the integumentary system (breast, skin, and 

subcutaneous tissue) ...................... 
Debridement of wound, infection, or burn .......... 

53.c53.1 
60.2-60.6 
64.0 
65.3-65.6 
66.2-66.3 
68.3-68.7 
69.09 
72-73 
72. 73.0-73.3, 73.6-73.8, 73.93-73.99 

74.0-74.2, 74.4, 74.99 

75.5-75.6 

76.70, 76.78-76.79, 79.0-79.6 


80.5, 81 .o 

80.6 

81.5-81.6 

82-83.7, 83.3-83.9 


65.11-85.12, 86.11 

86.22, 86.28 
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Radioisotope scan . 
Application of cast or splint . 

In the National Nursing Home 
Survey, this is the formal release of a 
resident by a nursing home. 

First-listed diagnosis-In the 
National Hospital Discharge Survey, 
this is the diagnosis listed first on the 
face sheet of the medical record. 

Hospital-According to the 
American Hospital Association 
(AHA) and National Master Facility 
Inventory (NMFI), hospitals are 
institutions licensed as hospitals 
whose primary function is to provide 
diagnostic and therapeutic patient 
services for medical conditions and 
that have at least six beds, an 
organized physician staff, and 
continuous nursing services under the 
supervision of registered nurses. AI-IA 
data differ slightly from those of 
NMFI, because data from NMFI 
reflect osteopathic hospitak as well as 
hospitals not registered with AHA. 
Non&IA 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 Ieast 
one physician, can offer inpatient 
accommodation, and can proyide 
active medical and nursing care. 

Hospitals may be classified by 
type of service, ownership, and length 
of stay. 

General hospitals provide both 
diagnostic and treatment services 
for patients with a variety of 
medical conditions, both surgical 
and nonsurgical. According to the 
World Health Organization, these 
hospitals provide medical and 
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Table VIII. Codes for diagnostic and other nonsurgical procedure categorlso from the Infernat/onal 
Classiftcatfon of Diseases, 9th Revision, Clinical hfod~ficatton 

Procedure category Code numbers 

Spinal tap . . . . . . . . . . . . . 03.31 
Endoscopy of small intestine . . . . . 45.1 l-45.13 
Endoscooy of large intestine . . . . 45.21-45.24 
Laparoscopy (excluding that for ligation and divrsion of 

fallopian tubes) . . 54.21 
Cystoscopy . 57.31-57.32 
Arlhroscopy of knee . . 80.26 
Computerized axial tomography (CAT scan). 87.03, 87.41, E7.71, 88.01, 88.38 
Contrast myelogram. . . . . . . . . . . 87.21 
Biliary tract x ray . . . . . ~ . . . 07.5 
Arteriography using contrast material . ~ . . , 88.4 
Angiocardrography us!ng contrast material. . . . 88.5 
Diagnostic uitrasound , , . 88.7 
Electroencephalogram . . . . 89.14 

929-92.1 
93.51, 93.53-93.54 

nursing care for more than one 
category of medical discipline 
(e.g., general medicine, 
specialized medicine, general 
surgery, specialized surgery, and 
obstetrics); 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 Psychiatric 
Care section.) 

Specialty hospitals, such as 
psychiatric, tuberculosis, chronic 
disease, rehabilitation, maternity, 
and alcohohc or narcotic, provide 
a particular type of service to the 
majority of their patients. 

Federal hospitals are operated 
by the Federal Government. 

Non-Federal government 
hospitals are operated by State or 
local governments. 

Nonprofit hospitals are 
operated by a church or other 
nonprofit organization. 

Proprietary hospitals are 
operated for profit by individuals, 
partnerships, or corporations. 

Community hospitals in&de 
all non-Federal short-stay 
hospitals classified by the 
American Hospital Association 
according to one of the foliowing 
services: general medical and 
surgical; obstetrics and 
gynecology; eye, ear, nose, and 
throat; rehabilitation; orthopedic; 
other specialty; children’s general: 
children’s eye, ear, nose, and 

throat; chiIdren’s rehabilitation; 
chiIdren’s orthopedic; and 
chiIdren’s other specialty. 

Short-stay hospitals in the 
National Hospital Discharge 
Survey are those in which the 
average length of stay is less than 
30 days. The American Hospital 
Association and National Master 
Facility Inventory define 
short-term hospitals as hospitals in 
which more than half the patients 
are admitted to units with an 
average length of stay of less than 
30 days and lorzg-temthospitals as 
ones in which more than half the 
patients are admitted to units 
with an average length of stay of 
30 days or more. The National 
Health Interview Survey defines 
short-stay 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. 

Registered hospitals are 
hospitals registered with the 
American Hospital Association. 
About 98 percent of hospitals are 
registered. 

International Classification of 
Diseases, 9th Revision, Clinical 
Modification (ICD-g-CM) - The 
ICD-9-CM is based on and is 
completely compatible with the 
International Classification of Diseases, 
Ninth Revision. The Ninth Revision is 
used to code mortality data (Mortality 
section}, and ICD-9-CM is used to 
code morbidity data. 

Diagnostic groupings and code 
number inclusions are shown in table 
VI; surgical groupings and code 
number inclusions are shown in table 
VII; and diagnostic and other 
nonsurgical procedure groupings and 
code number inclusions are shown in 
table VIII. 

Nursing care -Nursing care is the 
provision of any of the following 
services: Application of dressings or 
bandages;bowel and bladder 
retraining; catheterization; enema; 
fulI bed bath; hypodermic, 
intramuscular, or intravenous 
injection; irrigation; nasal feeding; 



Table IX. Msntel lllnera codes, according to appflcabla revlslon 01 the Dlagnostfc and S~f~sst/ca/ Memel of Mental Disorderaand /niemetlo& 
Clar8lfIcation at Diseases 

Diagnostic category DSM-////cm-e LXX-lIl/ lCLW-G%l 

I related. , , , . . . . . . . . 291; 303; 309.13 291; 303: 305.0 
urug related . . . . . . . . 294.3; 304; 309.14 292: 304: 305.13059; 327; 328 
Organic disorders (other than alcoholism and drug) 290; 292: 293; 294 (except 294.3); 309.0; 309.2-309.9 290; 293; 294; 310 
Affective disorders . . . . . 296; 298.0: 300.4 
Schizophrenia. . . , . . . t . 295 

oxygen therapy; and temperature-
pulse-respiration or blood pressure 
measurement. 

Nursing home -A nursing home is 
an establishment with three or more 
beds that provides nursing or 
personal care to the aged, infirm, or 
chronically ilI. Definitions of nursing 
home types apply to data coIlected 
through 1977. 

Nursing care homes must 
employ one or more full-time 
registered or licensed practica1 
nurses and must provide nursing 
care to at least haIf the residents. 

Personal care homes with 
nursing have some but fewer than 
half the residents receiving 
nursing care. In addition, such 
homes must employ one or more 
registered or licensed practical 
nurses or must provide 
administration of medications and 
treatments in accordance with 
physicians’orders, supervision of 
self-administered medications, or 
three or more personal services. 

Personal care homes without 
nursing have no residents 
receiving nursing care. These 
homes provide administration of 
medications and treatments in 
accordance with physicians’ 
orders, supervision of 
self-administered medications, or 
three or more personal services. 

Domiciliav care homes 
primariIy provide supervisory-care 
but also provide one or two 
persona1services. 

Certification of nursing 
homes-FaciIities are certified by the 
Medicare and/or Medicaid program. 
Definitions of certification levels 
apply to data coIlected through 1985. 

Skilled nursing facilities 
provide the most intensive 

nursing care avaiIable outside of 
a hospital. Facilities certified by 
Medicare provide posthospital 
care to eligibIe Medicare 
enrollees. Facilities certified by 
Medicaid as skilled nursing 
faciIities provide skilled nursing 
services on a daily basis to 
individuals eligible for Medicaid 
benefits. 

Intermediate care facilities are 
certified by the Medicaid 
program to provide health-related 
services on a reguIar basis to 
Medicaid eligibles who do not 
require hospita1 or skilled nursing 
facility care but do require 
institutional care above the level 
of room and board. 

Not certified facilities are not 
certified as providers of care by 
Medicare or Medicaid. 

Occupancy race -The 
NationaI Master Facility 
Inventory and American Hospital 
Association define hospital 
occupancy rate as the average 
daily census divided by the 
number of hospital beds during a 
reporting period. The occupancy 
rate for other facilities is calculated 
as the number of residents 
reported at the time of the 
interview divided by the number 
of beds reported. 

Outpatient visit -According to 
the American Hospital 
Association, these are visits by 
patients not lodged in the 
hospital for medical, dental, or 
other services. (See Ambulatory 
Care section.) 
Procedure -The National HospitaI 

Discharge Survey (NHDS) defines a 
procedure as a surgical or nonsurgical 
operation, diagnostic procedure, or 
special treatment assigned by the 
physician to the medical record of 
patients discharged from the inpatient 

296; 298.0: 300.4: 301.11; 301.13 
295; 299 

service of short-stay hospitals. In 
NHDS all terms Iisted on the face 
sheet of the medical record under 
captions such as “operation,” 
“operative procedures,” and 
“operations and/or special 
treatments” are transcribed in the 
order listed. A maximum of four 
4-digit codes are assigned per sample 
discharge according to ICD-9-CM 
and NHDS directives, 

Diagnostic and other 
nonsurgical procedures -
These are procedures 
generally not considered to 
be surgery including 
diagnostic endoscopy and 
radiography, radiotherapy 
and related therapies, 
physical medicine and 
rehabiIitation, and other 
nonsurgical procedures. In 
1989, the list of nonsurgical 
procedures was revised to 
incIude selected procedures 
previously classified as 
surgical procedures. For 
further discussion, see 
National Center for Health 
Statistics: National Hospital 
Discharge Survey: Annual 
Summary, 1989 
(forthcoming). 

Surgical operakxzs -
These are all procedures 
except those Iisted under 
“nonsurgical procedures”. In 
1989, the list of surgical 
operations was revised, and 
certain procedures previously 
classified as surgical are now 
dassified as nonsurgicaL 
Resident-In the NationaI 

Nursing Home Survey, a resident is a 
person who has been formaIly 
admitted to but not discharged from 
an estabIishment. 
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Psychiatric Care 

The definitions for psychiatric 
care are those used by the National 
Institute of Mental Health. 

Admission -An individual is 
classified as an admission to a 
psychiatric organization by being a 
new admission, a readmission, a 
return from leave, or a transfer from 
another service of the same 
organization or another organization. 

Inpatient care episodes-Episodes 
are defined as the number of 
residents in inpatient organizations at 
the beginning of the year, plus the 
total additions to these organizations 
during the year. Total additions 
during the year include new 
admissions and readmissions. In 
counting admissions rather than 
persons, the same individual may be 
counted more than once. First, if the 
same person is admitted more than 
once to a particular organization 
during the year, that person is 
counted as many times as admitted. 
Second, if the same person is 
admitted to two or more different 
organizations during the year, that 
person is counted as an admission for 
each organization. 

Mental disorder-A menta1 
disorder is any of several disorders 
listed in the International 
Classification ofDiseases,9th Revision, 
Clinical Modification (ICD-9-CM) or 
Diagnostic and Statistical Manual of 
Mental Disorders, Third Edition 
(DSM-III). Table IX shows 
diagnostic categories and code 
numbers for ICD-9-CMIDSM-III 
and corresponding codes for the 
International Classification of Diseases, 
Adapted for Use in the United States, 
8th Revision (ICDA-8) and Diagnostic 
and Statistical Manual of Ment@ 
Disorders,SecondEdition (DSM-II). 

Mental health organization-A 
mental health organization is an 
administratively distinct public or 
private agency or institution whose 
primary concern is the provision of 
direct mental health services to the 
mentahy ill or emotionally disturbed. 
Organizations include State and 
county and private psychiatric 
hospitals, psychiatric services of 

general hospitals, residentia1 
treatment centers for emotionally 
disturbed children, federally funded 
community mental health centers 
(prior to 1983), freestanding 
outpatient psychiatric clinics and 
partial care organizations, and 
multiservice menta1health 
organizations. 

Psychiatric hospitals are 
hospitals primarily concerned 
with providing inpatient care and 
treatment for the mentalty ill. 
Psychiatric inpatient units of 
VeteransAdministration general 
hospitals and Veterans 
Administration neurupsychiatric 
hospitals are combined into the 
category VeteransAdministration 
psychiatric hospitals because of 
their similarity in size, operation, 
and length of stay. Other 
psychiatric hospitals include State 
and county mental hospitaIs and 
private mental hospitals. 

General hospitalsproviding 
separatepsychiatric servicesare 
general hospitals that provide 
psychiatric services in either a 
separate psychiatric inpatient, 
outpatient, or partial 
hospitalization service with 
assignedstaff and space. 

ResidentiaEtreatment centers 
for emotionally disturbed children 
must meet all of the following 
criteria: (a) not Iicensed as a 
psychiatric hospital, and primary 
purpose is to provide individually 
planned mental health treatment 
services in conjunction with 
residential care; (b) has a clinical 
program that is directed by a 
psychiatrist, psychologist, social 
worker, or psychiatric nurse with 
a graduate degree; (c) serves 
children and youth primarily 
under the age of 18; (d) the 
primary reason for the majority of 
admissions is mental illness 
classified by DSM-IIIICDA-8 or 
DSM-III/ICD-9-CM codes, other 
than mental retardation, 
developmental disability, and 
substance-related disorders. 

Freestandingpsychiatric 
outpatient ciinics provide only 

ambulatory mental health services 
on either a regular or emergency 
basis. The medica responsibility 
for services is generahy assumed 
by a psychiatrist. 

Multiservice mental health 
organizationsdirectly provide two 
or more of the program elements 
defined under service type and 
are not classifiable as a 
psychiatric or general hospita1or 
as a residential treatment center 
for emotionally disturbed 
chiIdren. (The classification of a 
psychiatric or genera1hospital or 
a residential treatment center for 
emotionally disturbed children 
takes precedence over a 
multiservice classification, even if 
two or more services are offered.) 

Servicetype-service type refers 
to the kinds of mental heahh services 
availabIe: inpatient care, residential 
treatment care, outpatient care, and 
partial care. 

Inpatient care is the provision 
of 24-hour mental health care in 
a mentaI health hospital setting. 

Residential treatment care is 
the provision of overnight mental 
health care in conjunction with 
an intensive treatment program in 
a setting other than a hospital. 
For example, residential 
treatment centers for emotionally 
disturbed children, as well as 
residentia1 treatment centers far 
mentalIy ill adults are included. 

Outpatient care is the 
provision of ambulatory mental 
health services for Iess than 3 
hours at a single visit, on an 
individual, group, or family basis, 
usually in a clinic or similar 
organization. Emergency care on 
a walk-in basis, as well as care 
provided by mobile teams who 
visit patients outside these 
organizations are included while 
all “Hotline” services are 
excluded. 

Partial care treatment is a 
pIanned program of mental 
health treatment services 
generally provided in visits of 3 or 
more hours to groups of patients. 
Included are: treatment programs 
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which emphasize intensive 
short-term therapy and 
rehabiIitation; programs that 
focus on recreation, and/or 
occupational program activities, 
including sheltered workshops; 
education and training programs 
including special education 
classes,therapeutic nursery 
schools, and vocational training. 

Personnel 
Full-time equivalent employee 

(FTTE)-The American Hospital 
Association and National Master 
Facility Inventory use an estimate of 
full-time equivalent employees that 
counts two part-time employees as 
one full-time employee, a full-time 
employee being someone working 35 
hours or more a week. The National 
Nursing Home Survey uses an 
estimate of full-time employees that 
counts 35 hours of part-time 
employees’work per week as 
equivalent to one full-time employee. 

The National Institute of Mental 
Health caIculates full-time equivalent 
employees by counting the total hours 
worked by all full-time employees, 
part-time employees, and trainees in 
each staff discipline in 1 week, 
divided by 40, to indicate the number 
of person weeks. 

Physician -Physicians are licensed 
doctors of medicine or osteopathy 
classified by the American Medical 
Association and others through self-
reporting as follows: 

Active physicians or 
professionally active physicians are 
ones currentIy practicing, 
regardless of the number of hours 
worked per week, FederuE 
physicians are employed by the 
Federal Government; non-Federal 
or civilian physicians are not. 

Ofice-based physicians are 
physicians who spend the 
plurality of their time working in 
practices based in private offices; 
hospital-based physicians spend 
the pluraIity of their time as 
saIaried physicians in hospitals. 

Physician special&-A physician 
specialty is any specific branch of 
medicine in which a physician may 

concentrate. The specialty 
classification used by the Bureau of 
Health Professions and NationaI 
Ambulatory Medical Care Survey 
(NAMCS) follow these American 
Medical Association categories: 

Primary care specialties 
include general practice (or 
family practice), internal 
medicine, and pediatrics. 

Medical specialties include, 
along with internal medicine and 
pediatrics, the areas of allergy, 
cardiovascular disease, 
dermatology, gastroenterology, 
pediatric allergy and cardiology, 
and pulmonary diseases. 

Surgical specialties include 
general surgery, neurological 
surgery, obstetrics and 
gynecoIogy,ophthalmology, 
orthopedic surgery, 
otolaryngology, plastic surgery, 
colon and rectal surgery, thoracic 
surgery, and urology. 

Other specialties covered by 
NAMCS are geriatrics, neurology, 
preventive medicine, psychiatry, 
and public health. Other 
specialties covered by the Bureau 
of Health Professions are 
aerospacemedicine, 
anesthesiology,child psychiatry, 
neurology, occupational medicine, 
pathology, physical medicine and 
rehabilitation, psychiatry, pubIic 
health, and radiology. 

Health Expenditures 
Consumer Price Index (CPI) -The 

CPI is prepared by the U.S. Bureau 
of Labor Statistics, It is a monthly 
measure of the averagechange in the 
prices paid by urban consumers for a 
fixed market basket of goods and 
services, The medical care component 
of the CPI shows trends in medical 
care prices based on specific 
indicators of hospital, medical, dental, 
and drug prices. 

A revision of the CPI has been in 
use since January 1988, and changes 
are noted where applicable in this 
report. 

Gross national product (GNP)1 
gross domestic product (GDP) -These 

are two broadly comparable measures 
of a Nation’s total output of goods 
and services. GNP represents the 
value of all goods and services 
produced for sale by the nation plus 
the estimated value of certain 
imputed outputs (i.e., goods and 
services that are neither bought nor 
sold). The GNP is the sum of: (1) 
consumption expenditures by both 
individuals and nonprofit 
organizations plus certain imputed 
values; (2) business investment in 
equipment, inventories, and new 
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. GDP equals 
GNP plus an adjustment (typically 
small) for the value of productive 
services performed domestically by 
foreign subjects minus the value of 
productive services performed abroad 
by nationals. 

Health maintenance organization 
(HMO) -A prepaid health plan 
delivering comprehensive care to 
members through designated 
providers, having a fixed monthIy 
payment for health care services, and 
requiring members to be in plan for a 
specified period of time (usually 
1 year). HMO model types are: 

Group-An HMO that 
delivers health services through a 
physician group that is controlled 
by the HMO unit or an HMO 
that contracts with one or more 
independent group practices to 
provide health services. 

Individual Practice Association 
(IPA) -An HMO that contracts 
directly with physicians in 
independent practice, and/or 
contracts with one or more 
associations of physicians in 
independent practice, and/or 
contracts with one or more 
multispecialty group practices 
(but the plan is predominantly 
organized around solo-single 
specialty practices). 

These definitions differ somewhat 
from those used by the Office of 
Health Maintenance Organizations 
for Federal designation. 
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Medicaid–This program is State 
operated and administered but has 
federal financial participation. Within 
certain broad Federally-determined 
guidelines, States decide: who is 
eligible; the amount, duration, and 
scope of services covered; rates of 
payment for providers; and :methods 
of administering the program. It 
provides health care services for 
certain low-income persons. Medicaid 
does not provide health services to all 
poor people in any State. It 
categorically covers participants in the 
Aid to Families with Dependent 
Children program and in the 
Supplemental Security Income 
program, as well as certain other 
people deemed to be medically needy 
in most States. The program was 
authorized in 1965 by title XIX of the 
Social Security Act. 

Medicare –This is a nationwide 
health insurance program providing 
health insurance protection to people 
65 years o:f age and over, people 
entitled to social security disability 
payments :for 2 years or more, and 
people with end-stage renal disease, 
regardless of income. The p:rogram 
was enacted July 30, 1965, as Title 
XVIII, Health Insurance for the Aged, 
of the Social Security Act and 
became effective on July 1, 1966. It 
consists of two separate but 
coordinated programs: hospital 
insurance (Part A) and 
supplementary medical insurance 
(Part B). 

National health expenditures –This 
measure estimates the amount spent 
for all health services and supplies 
and health-related research and 
construction activities consumed in 
the Unitecl States during the calendar 
year. Detailed estimates are available 
by source of expenditures (e.g., 
out-of-pocket payments, private 
health insurance, and government 
programs) and by type of 
expenditures (e.g. hospitaI care, 
physician services, and drugs). Data 
are compiled from a variety of 
sources. 

Health services and supplies 
apenditures are outlays for goods 
and services relating directly to 

patient care plus expenses for State mandates, responding to public

administering health insurance health hazards, and assuring access to

programs and for government health care for underserved State

public health activities. This residents.

category is equivalent to total

national health expenditures

minus expenditures for research

and construction.


Personal health care 
expenditures —These are outlays 
for goods and services relating 
directly to patient care. The 
expenditures in this category are 
total national health expenditures 
minus expenditures for research 
and construction, expenses for 
administering health insurance 
programs, and government public 
health activities. 

Private expenditures are 
outlays for services provided or 
paid for by nongovernmental 
sources —consumers, insurance 
companies, private industry, and 
philanthropic and other 
nonpatient care sources. 

Public expenditures are outlays 
for services provided or paid for 
by Federal, State, and local 
government agencies or 
expenditures required by 
governmental mandate (such as 
workmen’s compensation 
insurance payments). 

Nursing home expenditures –These 
expenditures cover care rendered in 
skilled nursing and intermediate care 
facilities, including those for the 
mentally retarded. The costs of 
long-term care provided by hospitals 
are excluded. 

Personal health care 
expenditures —These are outlays for 
goods and services relating directly to 
patient care. The expenditures in this 
category are total national health 
expenditures minus expenditures for 
research and construction, expenses 
for administering health insurance 
programs, and government public 
health activities. 

State health agency (SEL4) –The 
agency or department headed by the 
State or territorial health official. 
Generally, the SHA is responsible for 
setting State-wide public health 
priorities, carrying out national and 
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