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Preface

Health, United States, 2002 is the 26th report on the health
status of the Nation, and is submitted by the Secretary of the
Department of Health and Human Services to the President and
Congress of the United States in compliance with Section 308 of
the Public Health Service Act. This report was compiled by the
National Center for Health Statistics (NCHS), Centers for Disease
Control and Prevention (CDC). The National Committee on Vital
and Health Statistics served in a review capacity.

The Health, United States series presents national trends in
health statistics. Major findings are presented in the highlights
section. The report includes a chartbook, trend tables,
extensive appendixes, and an index.

Chartbook

The Chartbook on Trends in the Health of Americans
assesses the Nation’s health by presenting trends and current
information on selected determinants and measures of health
status. Determinants of health considered in the chartbook
include demographic factors, health insurance coverage,
health behaviors and risk factors, and preventive health care.
Measures of health status include mortality and limitations of
activity due to chronic health conditions. Many measures are
shown separately for persons of different ages because of the
strong effect of age on health, as well as differences in
causes of morbidity and mortality across the age span.
Selected figures also highlight differences in determinants and
measures of health status by such characteristics as sex,
race, and Hispanic origin.

Trend Tables

The chartbook section is followed by 147 trend tables
organized around four major subject areas: health status and
determinants, health care utilization, health care resources,
and health care expenditures. A major criterion used in
selecting the trend tables is availability of comparable national
data over a period of several years. The tables report data
for selected years to highlight major trends in health statistics.
Earlier editions of Health, United States may present data for
additional years that are not included in the current printed
report. Where possible, these additional years of data are
available in Excel spreadsheet files on the Health, United
States home page. Tables with additional data years are
listed in Appendix III.
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Racial and Ethnic Data

Many tables in Health, United States present data according
to race and Hispanic origin consistent with Department-wide
emphasis on expanding racial and ethnic detail when
presenting health data. Trend data on race and ethnicity are
in the greatest detail possible, after taking into account the
quality of data, the amount of missing data, and the number
of observations. The large differences in health status by race
and Hispanic origin documented in this report may be
explained by several factors including socioeconomic status,
health practices, psychosocial stress and resources,
environmental exposures, discrimination, and access to health
care. New standards for Federal data on race and ethnicity
are described in Appendix Il under Race.

Changes in This Edition

Each volume of Health, United States is prepared with the
goal of maximizing its usefulness as a standard reference
source while maintaining its continuing relevance.
Comparability is fostered by including similar trend tables in
each volume. Currency is maintained by adding new tables
each year to reflect emerging topics in public health and
improving the content of ongoing tables. New to Health,
United States, 2002 is a table on the 10 Leading Health
Indicators and associated measures from the Healthy People
2010 goals and objectives for improving the health of the
Nation (table 52). Table 64 on use of selected substances,
based on data from the redesigned National Household
Survey of Drug Abuse (NHSDA), has been reformatted to
include additional substances. A new table provides data on
the proportion of the population with health insurance
coverage through health maintenance organizations by private
insurance, Medicaid, and Medicare, based on the National
Health Interview Survey (NHIS) (table 132). State health
expenditure data from National Health Accounts were added
in the following new tables: per capita expenditures for total
personal health care, hospital care, physician services,
nursing home and home health care, and drugs (table 140);
and expenditures for Medicare (table 141) and Medicaid
(table 142) as a percent of total personal health care
expenditures.

The use of the Tenth Revision of the International
Classification of Diseases (ICD-10) for classifying and coding
cause-of-death starting with 1999 data introduced
discontinuities in mortality trends between 1998 and 1999.



Discontinuities due to differences in classification between
ICD-9 and ICD-10 were minimized for some causes of death
(ischemic heart disease and unintentional injuries in table 30,
and cerebrovascular diseases in tables 30 and 38) by using
ICD-9 codes that more closely resemble the codes for
ICD-10 and revising the corresponding death rates for
1980-98. Starting with this edition of Health, United States,
1980-98 death rates for these three causes of death differ
from previous editions. To facilitate evaluation of mortality
change between 1998 and 1999, comparability-modified rates
for 1998 were added to each mortality trend table for
comparison with 1999 death rates (tables 30, 31, 35, 37-43,
and 45-48).

The table on occupational disease deaths (table 49) was
expanded to include both males and females 15 years of age
and over and the number of occupational diseases was
increased.

Appendixes

Appendix | describes each data source used in the report and
provides references for further information about the sources.
Appendix | is reorganized with data sources listed
alphabetically within two broad categories: Government
Sources and Private and Global Sources.

Appendix Il is an alphabetical listing of terms used in the
report. It also presents standard populations used for age
adjustment (tables I, Il, and Ill); ICD codes for causes of
death shown in Health, United States from the Sixth through
Tenth Revisions and the years when the Revisions were in
effect (tables IV and V); comparability ratios between ICD-9
and ICD-10 for selected causes (table VI); ICD-9-CM codes
for external cause-of-injury, diagnostic, and procedure
categories (tables VII, IX, and X); industry codes from the
Standard Industrial Classification Manual (table VIII); and
sample tabulations of NHIS data comparing the 1977 and
1997 Standards for Federal data on race and Hispanic origin
(tables XI and XII).

Appendix Il lists tables for which additional years of trend
data are available electronically in Excel spreadsheet files on
the Health, United States home page and CD-ROM,
described below under Electronic Access.

The Index to Trend Tables is a useful tool for locating data by
topic. Tables are cross-referenced by such topics as Child
and adolescent health, Women’s health, Elderly population,

Nutrition-related data, State data, American Indian, Asian,
Black, and Hispanic origin populations, Education, Poverty
status, Disability, and Metropolitan/nonmetropolitan data.

Electronic Access

Health, United States may be accessed on the World Wide
Web at www.cdc.gov/nchs/hus.htm. From the Health, United
States home page, one may also subscribe to the Health,
United States listserv.

Health, United States, 2002, the chartbook, and each of the
147 individual trend tables are available as separate Acrobat
.pdf files on the Web. Individual tables are downloadable as
Excel spreadsheet files. Pdf and spreadsheet files for
selected tables will be updated on the Web if more current
data become available near the time when the printed report
is released. Readers who register for the listserv will be
notified of these table updates. Previous editions of Health,
United States and chartbooks, starting with the 1993 edition,
also may be accessed from the Health, United States home

page.

Health, United States is also available, along with other
NCHS reports, on a CD-ROM entitled “Publications from the
National Center for Health Statistics, featuring Health, United
States, 2002,” vol 1 no 8, 2002. These publications can be
viewed, searched, printed, and saved using Adobe Acrobat
software on the CD-ROM.

Copies of the Report

Copies of Health, United States, 2002 and the CD-ROM may
be purchased from the Government Printing Office through
links to GPO on the Health, United States home page.

Questions?
For answers to questions about this report, contact:

Data Dissemination Branch

National Center for Health Statistics
Centers for Disease Control and Prevention
6525 Belcrest Road, Room 1064
Hyattsville, Maryland 20782

Phone: 301-458-INFO

E-mail: nchsquery@cdc.gov

Internet: www.cdc.gov/nchs
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Highlights
Health Status and Determinants

Population characteristics

Important changes in the U.S. population will shape future
efforts to improve health and health care. Two major changes
in the demographic characteristics of the U.S. population are
the growth of the elderly population and the increasing racial
and ethnic diversity of the Nation.

From 1950 to 2000 the proportion of the population that is
elderly rose from 8 to 12 percent. By 2050 it is projected that
one in five Americans will be 65 years of age or over

(figure 2).

The racial and ethnic composition of the Nation has
changed over time. The Hispanic population and the Asian
and Pacific Islander population have grown more rapidly than
other racial and ethnic groups in recent decades. In 2000
more than 12 percent of the U.S. population identified
themselves as Hispanic and almost 4 percent as Asian or
Pacific Islander (figure 3).

In 2000 the percent of Americans living in poverty dropped to
11.3 percent overall. However, the poverty rate differs
significantly among population subgroups. More than
one-quarter of black and Hispanic children lived in poor
families in 2000 (figure 4 and table 2).

Fertility

Birth rates for teens have continued to decline, while birth
rates for women 20-44 years of age increased in 2000. The
overall fertility rate increased for the third year in 2000 after
dropping each year during 1990-97.

The birth rate for teenagers declined for the ninth
consecutive year in 2000, to 48.5 births per 1,000 women
aged 15-19 years, an all-time low for the Nation. Between
1991 and 2000 the teen birth rate declined more for 15-17
year olds than for 18-19 year olds (by 29 percent compared
with 16 percent) (table 3).

The birth rate for unmarried women increased 2 percent in
2000 to 45.2 births per 1,000 unmarried women ages 15-44
years, but was still 4 percent below its high in 1994. The birth
rate for unmarried black women increased slightly in 2000 to
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72.5 per 1,000, after having declined steadily over the past
decade, and the birth rate for unmarried Hispanic women
increased for the second year to 97.3 per 1,000 (table 9).

Health Behaviors and Risk Factors

Health behaviors and risk factors have a significant effect on
health outcomes. Cigarette smoking increases the risk of lung
cancer, heart disease, emphysema, and other respiratory
diseases. Overweight and obesity increase the risk of death
and disease as well as the severity of disease. Regular
physical activity reduces mortality, lessens the risk of disease,
and enhances physical functioning. Heavy and chronic use of
alcohol and use of illicit drugs increase the risk of disease
and injuries. Environmental exposures also affect health. For
example, poor air quality contributes to respiratory illness,
cardiovascular disease, and cancer.

Since 1990 the percent of adults who smoke cigarettes has
declined only slightly. In 2000, 26 percent of men and

21 percent of women were smokers. Cigarette smoking by
adults is strongly associated with educational attainment.
Adults with less than a high school education were almost
three times as likely to smoke as those with a bachelor’s
degree or more education in 2000 (figure 7 and tables 61
and 62).

The percent of high school students who smoke cigarettes
increased in the early 1990s. Since 1997 the percent of
students who smoke has declined. In 2001, 29 percent of
high school students reported smoking during the past month
(figure 7).

Cigarette smoking during pregnancy is a risk factor for
poor birth outcomes such as low birthweight and infant death.
In 2000 the proportion of mothers who smoked cigarettes
during pregnancy declined to 12 percent, down from

20 percent in 1989. Smoking rates for mothers ages 18-19
years decreased in 2000, after increasing each year since
1995. Mothers in this age group remained more likely to
smoke during pregnancy than mothers at other ages (figure 7
and table 11).

The prevalence of overweight and obesity among adults
has increased substantially since 1976-80. In 1999 an
estimated 61 percent of adults 20-74 years of age were
overweight with 27 percent obese, based on preliminary data
(figure 8).



The prevalence of overweight among children and
adolescents rose from 1976-80 to 1999. In 1999 an
estimated 13 percent of children 6-11 years of age and
14 percent of adolescents 12-19 years of age were
overweight, based on preliminary data (figure 8).

Almost 40 percent of adults reported that they did not engage
in physical activity during leisure time in 2000. The
percent of adults who were physically inactive increased with
age, and at most ages women were more likely to be inactive
than men (figure 10).

Among current drinkers, 43 percent of men and 19 percent of
women reported drinking five or more alcoholic drinks in a
day on at least one day in the past year in 2000. This level
of alcohol consumption was most common among young
adults 18-24 years of age (table 67).

The prevalence of illicit drug use within the past 30 days
among youths 12-17 years of age remained essentially
unchanged between 1999 and 2000 at about 10 percent. The
percent of youths reporting illicit drug use increased with age,
ranging from 3 percent among those 12-13 years to over

16 percent among those 16-17 years in 2000 (table 64).

The number of cocaine-related emergency department
episodes per 100,000 population for persons 35 years and
over increased steadily throughout the 1990s to 68 per
100,000 in 2000. Among those 26-34 years, the age group
with the highest episode rate, the 2000 rate (155 per
100,000) declined for the second year in a row. The same
patient may be involved in multiple drug-related episodes
(table 66).

In 2000 about one-half of substance abuse clients in
specialty treatment units were receiving treatment for both
alcoholism and drug abuse (table 86).

The presence of unacceptable levels of ground-level ozone is
the largest source of air pollution. In 2000 approximately

42 percent of the U.S. population lived in areas designated as
nonattainment areas for established health-based standards
for ozone (table 52).

Morbidity

Limitation of activity due to chronic health conditions and
self-assessed (or family member-assessed) health status are
two summary measures of morbidity presented in this report.
Additional measures of morbidity that are presented include

the incidence of specific diseases, injury-related emergency
department use, and suicide attempts.

Limitation of activity due to chronic health conditions occurs
about twice as often among boys as gitls and is significantly
higher among school-age children than preschoolers. Among
children 5-17 years, 9 percent of boys and 5 percent of girls
had an activity limitation in 1998-2000 with the majority
classified as having a limitation based on participation in
special education (figure 15).

Limitations in handling personal care needs such as bathing
(activities of daily living or ADLs) and routine needs such
as shopping (instrumental activities of daily living or
IADLS) increase sharply with age among the
noninstitutionalized population. Among adults 75 years of age
and over, nearly 10 percent reported ADL limitations and
nearly 20 percent reported IADL limitations in 1998-2000
(figure 16 and table 58).

The relative importance of different chronic conditions as
causes of activity limitation differs by age. Among younger
adults 18-44 years the most frequently mentioned chronic
conditions causing limitations were arthritis and other
musculoskeletal conditions and mental illness in 1998-2000.
Among adults 45 years of age and older arthritis and other
musculoskeletal conditions and heart and other circulatory
conditions outranked other conditions as causes of activity
limitation (figure 17).

The percent of noninstitutionalized adults reporting fair or
poor health increases substantially through middle and old
age. In 2000 about 1 in 10 persons 45-54 years of age
reported fair or poor health status compared with 1 in 5
persons ages 55-64 years, 1 in 4 persons ages 65-74 years,
and 1 in 3 persons 75 years of age and older (table 59).

Of the more than 40,000 new AIDS cases in 2000, 3 out of
4 were male. New AIDS cases dropped more for men than
for women in 2000. Among males 13 years of age and over,
11 percent fewer new AIDS cases were reported in 2000 than
in 1999 while among females in the same age group,

4 percent fewer cases were reported (table 54).

Syphilis facilitates transmission of HIV disease. The
incidence rate of primary and secondary syphilis in 2000 (2.2
cases per 100,000 population) was the lowest since national
reporting began in 1941. However, the average annual rate of
decline in primary and secondary syphilis slowed to 8 percent
between 1998 and 2000, following average reductions of
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more than 20 percent per year since the last major syphilis
epidemic peaked in 1990 (table 53).

Gonorrhea causes infertility and also facilitates transmission
of HIV disease. In 1998-2000 gonorrhea incidence was
relatively stable at 132 cases per 100,000 population,
following an average annual decline of 11 percent between
1990 and 1997 (table 53).

In 2000 the reported rate for chlamydial infection was 257
cases per 100,000 persons. Rates of reported chlamydial
infection have been increasing annually since the late 1980s
when public programs for screening and treatment of women
were first established to avert pelvic inflammatory disease and
related complications (table 53).

Incidence rates for all cancers combined declined in the
1990s for males but not for females. Between 1990 and 1998
age-adjusted cancer incidence rates declined on average
more than 2 percent per year for non-Hispanic white males
and Hispanic males and almost 2 percent for black males.
Although there was no significant change in cancer incidence
for females overall, among Hispanic females rates decreased
on average 1 percent per year, and among Asian or Pacific
Islander females rates increased almost 1 percent per year
(table 56).

The most frequently diagnosed cancer sites in males are
prostate, followed by lung and bronchus and colon and
rectum. Cancer incidence at these sites is higher for black
males than for males of other racial and ethnic groups. In
1998 age-adjusted cancer incidence rates for black males
exceeded those for white males by 64 percent for prostate,
43 percent for lung and bronchus, and 11 percent for colon
and rectum (table 56).

Breast cancer is the most frequently diagnosed cancer
among females. Breast cancer incidence is higher for
non-Hispanic white females than for females in other racial
and ethnic groups. In 1998 age-adjusted breast cancer
incidence rates for non-Hispanic white females exceeded
those for black females by 27 percent, for Asian or Pacific
Islander females by 46 percent, and for Hispanic females by
78 percent (table 56).

Injuries accounted for 37 percent of all visits to emergency
departments (ED) in 1999-2000. The proportion of ED visits
that were injury-related declined with age from 41 percent for
children and adults under 45 years of age to 33 percent for
persons 45-64 years and 26 percent for those 65 years and
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over. In 1999-2000 falls was the most often cited reason for
injury-related ED visits among persons 45 years of age and
older (tables 83 and 84).

Between 1993 and 2001 the percent of high school students
who reported attempting suicide (8-9 percent) and whose
suicide attempts required medical attention (about 3 percent)
remained fairly constant. Girls were more likely than boys to
consider or attempt suicide and were also more likely to
make an attempt that required medical attention. However, in
1999 adolescent boys (15-19 years of age) were five times
as likely to die from suicide as were adolescent girls, in part
reflecting their choice of more lethal methods, such as
firearms (tables 47 and 60).

Mortality Trends

Life expectancy and infant mortality are measures often used
to gauge the overall health of a population. Over the past 50
years overall mortality has declined substantially among
Americans of all ages.

In 2000 life expectancy at birth for the total population
reached a record high of 76.9 years, based on preliminary
data. In 1999 life expectancy was 76.7 years (table 28).

During the 20th century life expectancy at birth increased
from 48 to 74 years for males and from 51 to 79 years for
females. Life expectancy at age 65 rose from 12 to 16 years
for men and from 12 to 19 years for women (figure 18).

In 2000 the infant mortality rate declined to a record low of
6.9 infant deaths per 1,000 live births, based on preliminary
data. In 1999 the infant mortality rate was 7.1 per 1,000
(table 23).

Between 1950 and 1999 the infant mortality rate declined
by about 75 percent. Substantial declines occurred in mortality
during the first month of life (neonatal) as well as after the
first month of life (postneonatal) (figure 19 and table 23).

Since 1950 mortality among children and young adults
(ages 1-24 years) has declined by more than one-half.
Overall mortality at ages 1-24 years has declined, in part,
due to decreases in death rates for unintentional injuries,
cancer, heart disease, and infectious diseases. Homicide and
suicide rates generally increased over this period, but have
declined since the mid-1990s (figures 21 and 22).

Between 1950 and 1999 mortality among adults 25-44
years declined by more than 40 percent overall. Death rates



for unintentional injuries, cancer, heart disease, and
tuberculosis decreased substantially during this period.
Suicide rates rose through 1980 and have since declined
slightly. HIV disease was the leading cause of death in this
age group in the mid-1990s; with decreasing HIV disease
death rates, it dropped to the fifth leading cause of death in
1999 (figures 23 and 24).

Since 1950 mortality among adults 45-64 years has
decreased by nearly 50 percent overall. During this period
death rates for heart disease, stroke, and unintentional injury
decreased while cancer mortality rose slowly through the
1980s and then declined. Cancer is the leading cause of
death for 45-64 year olds, accounting for more than one-third
of deaths in this age group in 1999 (figures 25 and 26).

During the past 50 years mortality among elderly persons
65 years of age and over has dropped by about one-third.
During this period death rates for heart disease and stroke
have declined sharply while the death rate for cancer rose
until 1995 and has since decreased slightly (figure 27).

Disparities in Mortality

Despite overall declines in mortality, racial and ethnic
disparities as well as gender disparities in mortality persist.
The gap in life expectancy between the sexes and between
the black and white populations has been narrowing.

Infant mortality rates have declined for all racial and ethnic
groups, but large disparities remain. In 1997-99 the infant
mortality rate was highest for infants of non-Hispanic black
mothers (13.9 deaths per 1,000 live births) and lowest for
infants of Chinese mothers (3.3 per 1,000 live births)

(figure 20 and table 20).

Infant mortality increases as mother’s level of education
decreases. In 1999 the mortality rate for infants of mothers
with less than 12 years of education was 57 percent higher
than for infants of mothers with 13 or more years of
education. This disparity was more marked among
non-Hispanic white infants, for whom mortality among infants
of mothers with less than a high school education was more
than twice that for infants of mothers with more than a high
school education (table 21).

Life expectancy at birth increased more for males than for
females between 1990 and 2000, reducing the difference in
life expectancy between the sexes. The difference in life
expectancy between males and females narrowed from 7

years in 1990 to 5.5 years in 1999 and 5.4 years in 2000
(preliminary data) (table 28).

During the 1990s mortality from lung cancer declined for
men and increased for women. Although these trends
reduced the sex differential for this cause of death, the
age-adjusted death rate for lung cancer was still 89 percent
higher for men than for women in 1999 and 84 percent higher
in 2000 (preliminary data) (table 40).

During the 1990s mortality from chronic lower respiratory
diseases remained relatively stable for men while it
increased for women. These trends reduced the gap between
the sexes for this cause of death. In 1990 the age-adjusted
death rate for males was more than 100 percent higher than
for females. In 1999 the difference between the rates had
been reduced to 52 percent, and in 2000, to 45 percent
(preliminary data) (table 42).

Between 1990 and 2000 life expectancy at birth increased
more for the black than for the white population, thereby
narrowing the gap in life expectancy between these two racial
groups. In 1990 life expectancy at birth was 7 years longer
for the white than for the black population. By 1999 the
difference had narrowed to 5.9 years and by 2000, to 5.6
years (preliminary data) (table 28).

Overall mortality was one-third higher for black Americans
than for white Americans in 1999, compared with 37 percent
higher in 1990. In 1999 age-adjusted death rates for the
black population exceeded those for the white population by
38 percent for stroke, 28 percent for heart disease,

27 percent for cancer, and more than 700 percent for HIV
disease (table 30).

The 5-year survival rate for black females diagnosed in
1989-97 with breast cancer was 15 percentage points lower
than for white females. In 1999 breast cancer mortality was
35 percent higher for black females than for white females,
compared with 15 percent higher in 1990 (tables 41 and 57).

Homicide rates among young black males 15-24 years of
age and among young Hispanic males were nearly

50 percent lower in 1999 than in the early 1990s when
homicide rates peaked for these groups. In spite of these
downward trends, homicide was still the leading cause of
death for young black males and the second leading cause
for young Hispanic males in 1999, and homicide rates for
young black and Hispanic males remained substantially higher
than for young non-Hispanic white males (table 46).
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Since 1995 death rates for HIV disease declined sharply for
black males and Hispanic males 25-44 years of age. In
spite of these declines, HIV disease was still the leading
cause of death for black males 25-44 years of age and the
third leading cause for Hispanic males 25-44 years of age in
1999, and HIV death rates remained much higher for black
and Hispanic males than for non-Hispanic white males in this
age group (table 43).

In 1999 the death rate for motor vehicle-related injuries for
young American Indian males 15-24 years of age was
almost twice the rate for young white males, and the suicide
rate for young American Indian males was double the rate for
young white males. Death rates for the American Indian
population are known to be underestimated (tables 45 and
47).

Between 1990 and 1999 death rates for stroke declined for
white males 45-54 and 55-64 years of age but not for Asian
American males in these age groups. In 1999 death rates
for stroke were 31-40 percent higher for middle-aged Asian
American males than for middle-aged white males. Death
rates for the Asian American population are also known to be
underestimated (table 38).

Occupational Health

Improvements in workplace safety constitute a major public
health achievement in the 20th century. Despite important
accomplishments, preventable injuries and deaths continue to
occur.

In 1999-2000 the occupational injuries with lost workdays
rate, 2.8 per 100 full-time equivalents (FTEs) in the private
sector, was at its lowest level in 2 decades. The industries
reporting the highest injury rates in 2000 were transportation,
communication, and public utilities (4.1 per 100 FTEs), and
construction and manufacturing (both reporting 4.0) (table 51).

Between 1992 and 2000 the occupational injury death rate
decreased 17 percent to 4.3 deaths per 100,000 employed
workers. Mining, the industry with the highest death rate in
2000 (30 per 100,000), accounted for less than 3 percent of
all occupational injury deaths. Construction, with a death rate
of 13 per 100,000, accounted for 20 percent of all
occupational injury deaths in 2000 (table 50).

A total of 2,739 pneumoconiosis deaths, for which
pneumoconiosis was the underlying or nonunderlying cause of
death, occurred in 1999, compared with 4,151 deaths in
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1980. Pneumoconiosis deaths are largely associated with
occupational exposures and can be prevented through
effective control of worker exposure to occupational dusts
(table 49).

Health Care Utilization and Resources

Preventive Health Care

Use of preventive health services helps reduce morbidity and
mortality from disease. Use of several different types of
preventive services has been increasing. However, disparities
in use of preventive health care by race and ethnicity and by
family income remain.

Between 1990 and 2000 the percent of mothers receiving
prenatal care in the first trimester of pregnancy increased
from 76 to 83 percent. Although increases occurred for all
racial and ethnic groups, in 2000 the percent of mothers with
early prenatal care still varied substantially, from 69 percent
for American Indian mothers to 91-92 percent for Japanese
and Cuban mothers (figures 11 and 12 and table 6).

In 2000, 76 percent of children 19-35 months of age received
the combined vaccination series of 4 doses of DTP
(diphtheria-tetanus-pertussis/acellular pertussis) vaccine, 3
doses of polio vaccine, 1 dose of measles-containing vaccine,
and 3 doses of Hib (Haemophilus influenzae type b) vaccine.
Children living below the poverty threshold were less likely to
have received the combined vaccination series than were
children living at or above poverty (71 percent compared with
78 percent) (table 73).

Annual influenza vaccination can prevent complications of
influenza iliness and one dose of pneumococcal vaccine
can reduce the risk of invasive pneumococcal disease.
Between 1989 and 2000 the percent of elderly adults
reporting influenza vaccination within the past year doubled to
65 percent and the percent ever receiving a pneumococcal
vaccine increased from 14 to 53 percent (figure 13).

Between 1987 and 2000 the percent of women 40 years of
age and over who reported a mammogram within the past 2
years more than doubled from 29 to 70 percent. Women with
less t