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Preface

The Chartbook on Trends in the Health of Americans is an
excerpt from Health, United States, 2002 and includes
highlights and appendixes | and Il from the complete
report.

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.
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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.

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, 3743, 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, I, and II); 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 V1); 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 VIIT); 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
IADLSs) 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
fo 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
oceur.

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 than a high school education are much less likely than
those with some college education to report a recent
mammogram (58 percent compared with 76 percent in 2000)
(table 82).



Uninsurance and Access to Health Care

Access to health care is important for preventive care and for
prompt treatment of illness and injuries. Indicators of access
fo health care services include having a usual source of
health care, having a recent health care contact, and use of
the emergency department. Health insurance coverage is a
major determinant of access to health care.

The percent of the nonelderly population with no health
insurance coverage (either public or private) fluctuated around
16-17 percent between 1994 and 2000. Among the nonelderly
population, poor and near poor persons are much more likely
than others to be uninsured (figures 5 and 6 and table 129).

The likelihood of being uninsured varies substantially among
the States. In 2000 the percent of the nonelderly population
with no health care coverage varied from less than 10 percent
in New Hampshire, Rhode Island, Pennsylvania, and
Wisconsin to more than 20 percent in Florida, Louisiana,
Oklahoma, Texas, New Mexico, Montana, and Alaska

(table 147).

Twelve percent of children under 18 years of age had no
health insurance coverage in 2000. Children with low family
income were more likely than higher income children to lack
coverage (26 percent among those with family income 1-1.5
times the poverty level compared with 6 percent among those
with income at least twice the poverty level) (table 129).

Seven percent of children under 18 years of age had no
usual source of health care in 1999-2000. Uninsured
children were substantially more likely to be without a usual
source of care than insured children (29 percent compared
with 4 percent) (table 76).

Thirteen percent of children under 18 years of age had no
health care visit to a doctor or clinic within the past 12
months in 1999-2000. Uninsured children were nearly three
times as likely to be without a recent visit as insured children
(30 percent compared with 11 percent) (table 75).

One in 5 children under 18 years of age had an emergency
department (ED) visit within the past 12 months in 2000.
Children with Medicaid coverage were more likely than those
with private coverage to have had an ED visit within the past
12 months (29 percent compared with 18 percent) (table 77).

Among adults 18-64 years of age, the uninsured were more
than 4 times as likely as those with health insurance
coverage to have no usual source of health care in

1999-2000 (47 percent compared with 11 percent). Men in
this age group were twice as likely as women to be without a
usual source of health care (24 percent compared with

12 percent) (percents are age adjusted) (table 78).

Emergency department (ED) use among nonelderly adults
18-64 years of age is greater among those covered by
Medicaid than among the privately insured or uninsured.
Forty-two percent of nonelderly adults with Medicaid reported
at least one ED visit in 2000 compared with 18 percent of the
privately insured and 20 percent of the uninsured (percents
are age adjusted) (table 79).

Use of dental care is greater among persons with higher
family incomes. In 2000 almost three-quarters of persons with
higher family income (at least twice the poverty level) had a
dental visit in the past year compared with about one-half of
persons with family income less than twice the poverty level
(percents are age adjusted) (table 80).

Outpatient Care

Major changes continue to occur in the delivery of health care
in the United States, driven in large part by the need to rein
in rising costs. Use of inpatient services has decreased while
use of outpatient services, such as outpatient surgery, home
health care, and hospice care, has increased.

In 2000, 63 percent of all surgical operations in community
hospitals were performed on outpatients, up from 51 percent
in 1990 and 16 percent in 1980 (table 96).

Between 1996 and 2000 use of home health care by
persons 65 years of age and over declined from 547 to 276
per 10,000 population, after increasing steadily between 1992
and 1996. The recent decline was a result of the Balanced
Budget Act of 1997, which imposed stricter limits on the use
of home health services funded by Medicare and interim
limits on Medicare payments to home health agencies from
October 1997 until a prospective payment system was
implemented for Medicare home health agencies in October
2000 (data are age adjusted) (table 88).

Use of hospice care by persons 65 years of age and over
increased by 83 percent to 25 patients per 10,000 population
during the period 1994-2000. Among the elderly use of
hospice services was slightly higher for males than for
females (27 compared with 23 patients per 10,000 in 2000).
Cancer was the most common diagnosis among hospice
patients (data are age adjusted) (table 89).
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Inpatient Care and Resources

Use of hospital inpatient services has declined, as has the
number of beds in community hospitals. Nursing home use
has also declined.

Between 1985 and 2000 the hospital discharge rate
declined 24 percent, from 151 to 115 discharges per 1,000
population, while average length of stay declined 1.7 days,
from 6.6 to 4.9 days (data are age adjusted) (table 91).

Use of hospital inpatient care is greater among the poor
than among those with higher family income (at least twice
the poverty level). In 2000 among nonelderly persons, the
hospital discharge rate for the poor was more than twice the
rate for those with higher family income (172 and 82 per
1,000 population). Average length of stay was 1.3 days longer
for poor than for higher income persons (4.7 and 3.4 days)
(data are age adjusted) (table 90).

Between 1990 and 2000 the number of community hospital
beds declined from about 927,000 to about 824,000.
Community hospital occupancy, estimated at 64 percent in
2000, has been relatively stable since the mid-1990s, after
declining from 67 percent in 1990 and 76 percent in 1980
(table 107).

In 1999 there were almost 1.5 million elderly nursing home
residents 65 years of age and over. More than one-half of
the elderly residents were 85 years of age and over and
almost three-fourths were female. Between the mid-1970s and
1999, nursing home utilization rates increased for the black
population and decreased for the white population (table 97).

In 2000 there were 1.8 million nursing home beds in
facilities certified for use by Medicare and Medicaid
beneficiaries. Between 1995 and 2000 nursing home bed
occupancy in those facilities was relatively stable, estimated
at 82 percent in 2000 (table 111).

Health Care Expenditures

National Health Expenditures

After 25 years of double-digit annual growth in national health
expenditures, the rate of growth slowed during the 1990s. At
the end of the decade the rate of growth started edging up
again. In 2000 health expenditures increased by almost
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7 percent. The United States continues to spend more on
health than any other industrialized country.

In 2000 national health care expenditures in the United
States totaled $1.3 trillion, increasing 6.9 percent from the
previous year compared with a 5.7 percent increase in 1999.
In the mid-1990s annual growth had slowed somewhat,
following an average annual growth rate of 11 percent during
the 1980s (table 113).

The rate of increase in the medical care component of the
Consumer Price Index (CPI) rose to 4.6 percent in 2001
from 3.4 percent per year during 1995-2000. During the last
two years, the CPI for hospital services showed the greatest
price increases (6.6 percent in 2001 and 6.0 percent in 2000)
compared with other components of medical care (table 114).

In 2000 health expenditures as a percent of the gross
domestic product (GDP) increased to 13.2 percent, up from
13.1 percent the previous three years (table 113).

The United States spends a larger share of the GDP on
health than any other major industrialized country. In 1998
the United States devoted 13.1 percent of the GDP to health
compared with 10.3-10.4 percent each in Switzerland and
Germany and 9.3-9.4 percent in Canada, France, and
Norway, countries with the next highest shares (table 112).

Expenditures by Type of Care and Source
of Funds

During the last few years expenditures for prescription drugs
have grown at a faster rate than any other type of health
expenditure. The sources of funds for medical care differ
substantially according to the type of medical care being
provided.

Expenditures for hospital care accounted for 32 percent of
all national health expenditures in 2000. Physician services
accounted for 22 percent of the total in 2000, prescription
drugs for 9 percent, and nursing home care for 7 percent
(table 116).

From 1995-2000 the average annual rate of increase for
prescription drug expenditures (15 percent) was higher
than for any other type of health expenditure. During the first
half of the decade expenditures for home health care
increased more rapidly (19 percent per year) than other types
of expenditures (table 116).



In 2000 prescription drug expenditures increased

17 percent and prescription drugs posted a 4.4 percent rate of
price increase in the Consumer Price Index. In 2001 the price
of prescription drugs increased 5.4 percent (tables 114 and
116).

In 2000, 46 percent of prescription drug expenditures were
paid by private health insurance (up from one-quarter at the
beginning of the decade), 32 percent by out-of-pocket
payments (down from 59 percent in 1990), and 17 percent by
Medicaid. Although Medicare is the Federal program that
funds health care for the elderly, and the elderly are the
highest per capita consumers of prescription drugs, only

2 percent of prescription drug expenses were paid by
Medicare in 2000 (table 117).

In 1998, 88 percent of elderly persons in the civilian
noninstitutionalized population had a prescribed medicine
expense. The average annual out-of-pocket prescribed
medicine expense per elderly person with expense was $531
(table 118).

In 1998, 95 percent of elderly persons in the civilian
noninstitutionalized population reported medical expenses
averaging $6,300 per person with expense. Fifteen percent of
expenses were paid out-of-pocket, 14 percent by private
insurance, and 68 percent by public programs (mainly
Medicare and Medicaid) (table 118).

In 2000, 33 percent of personal health care expenditures
were paid by the Federal Government and 11 percent by
State and local government; private health insurance paid
35 percent and consumers paid 17 percent out-of-pocket
(table 117).

In 2000 the major sources of funds for hospital care were
Medicare (31 percent) and private health insurance

(33 percent). Physician services were also primarily funded by
private health insurance (48 percent) and Medicare

(21 percent). In contrast, nursing home care was financed
primarily by Medicaid (48 percent) and out-of-pocket payments
(27 percent) (table 117).

In 1999 the average monthly charge per nursing home
resident was $3,891. Residents for whom the source of
payment was private insurance, family support, or their own
income paid close to the average charge, compared with an
average monthly charge of $5,800 when Medicare was the
payor and $3,500 when Medicaid was the source of payment
(table 123).
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Publicly Funded Health Programs

The two major publicly funded health programs are Medicare
and Medicaid. Medicare is funded by the Federal Government
and reimburses elderly and disabled persons for their health
care. Medicaid is funded jointly by the Federal and State
Governments to provide health care for the poor. Medicaid
benefits and eligibility vary by State.

In 2000 the Medicare program had 40 million enrollees and
expenditures of $222 billion (table 134).

In 2000 hospital insurance (HI) accounted for 59 percent of

Medicare expenditures. Expenditures for home health agency

care decreased to 3 percent of HI expenditures in 2000, down
from 14 percent in 1995 (table 134).

In 2000 supplementary medical insurance (SMI) accounted
for 41 percent of Medicare expenditures. One-fifth of SMI
expenditures in 2000 were payments to managed care
organizations and the remainder were payments for
fee-for-service utilization (table 134).

Of the 29 million Medicare enrollees in the fee-for-service
program in 1999, 13 percent were 85 years of age and over
and 13 percent were under 65 years of age. Among elderly
fee-for-service Medicare enrollees, payments increased with
age from an average of $4,000 per year per enrollee for
those aged 65-74 years to $7,400 for those 85 years and
over. Average payments per fee-for-service enrollee declined
in 1998 and 1999 (table 135).

In 1998, 82 percent of Medicare beneficiaries were
non-Hispanic white, 9 percent were non-Hispanic black, and
7 percent were Hispanic. Some 21-24 percent of Hispanic
and non-Hispanic black beneficiaries were persons under 65
entitled to Medicare through disability compared with

11 percent of non-Hispanic white beneficiaries (table 136).

In 1999 Medicare payments per enrollee varied by State,
ranging from less than $4,000 in Hawaii, Montana, Utah,
North Dakota, South Dakota, Idaho, and lowa to more than
$6,200 in New York, New Jersey, Maryland, the District of
Columbia, and Louisiana (table 144).

In 1998 Medicaid vendor payments totaled $142 billion for 41
million recipients (table 137).

In 1998 children under the age of 21 years accounted for
47 percent of Medicaid recipients but only 16 percent of
expenditures. Aged, blind, and disabled persons accounted for
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26 percent of recipients and 71 percent of expenditures
(table 137).

In 1998, 22 percent of Medicaid payments went to nursing
facilities, 15 percent to inpatient general hospitals, 14 percent
to prepaid health care, and 10 percent to prescribed drugs
(table 138).

In 1999 spending on health care by the Department of
Veterans Affairs was $17.9 billion. Fifty-four percent of
inpatients and 40 percent of outpatients were low-income
veterans without a service-connected disability (table 139).

Private Health Insurance

More than 70 percent of the population under 65 years of age
has private health insurance, most of which is obtained
through the workplace. The share of employees’ total
compensation devoted to health insurance had been declining
in recent years, but increased in 2000 and again in 2001 due
fo increases in health insurance premiums.

Between 1995 and 2000 the age-adjusted proportion of the
population under 65 years of age with private health
insurance fluctuated between 71 and 73 percent after
declining from 77 percent in 1984. More than 90 percent of
private coverage was obtained through the workplace (a
current or former employer or union) in 2000 (figure 5 and
table 127).

In 2001 private employers’ health insurance costs per
employee-hour worked increased to $1.28 up from $1.09 in
2000. Among private employers the share of total
compensation devoted to health insurance was 6.2 percent in
2001, up from 5.5 percent in 2000 (table 120).

Health Maintenance Organizations (HMOs)

An HMO is a prepaid health plan delivering comprehensive
care to members through designated providers. Almost

30 percent of all persons in the United States are enrolled in
HMOs.

Enroliment in HMOs totaled 80 million persons or 28 percent
of the U.S. population in 2001. HMO enroliment varied from
21-22 percent in the Midwest and South to 35 percent in the
Northeast and 41 percent in the West. HMO enrollment
increased steadily through 1999 but declined by nearly 2
million between 1999 and 2001. The number of HMO plans
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decreased by 16 percent, to 541 plans during these 2 years
(table 132).

In 2001 the percent of the population enrolled in HMOs
varied among the States, from 0 in Alaska to 44 percent in
Massachusetts and 53 percent in California. Other States with
38 percent or more of the population enrolled in HMOs in
2001 included New Hampshire, Connecticut, and Maryland
(table 1486).

In 2000, 38 percent of children had health insurance coverage
through a private, Medicaid, or Medicare HMO compared
with about one-third of adults 18-64 years of age and
one-quarter of the elderly. Nine percent of children

(12 percent of those under 6 years of age) were in a
Medicaid HMO compared with less than 3 percent of
nonelderly adults. Fifteen percent of the elderly were in a
Medicare HMO and 13 percent in a private HMO (table 131).

The proportion of the elderly population enrolled in Medicare
HMOs in 2000 ranged from 8 percent in the Midwest to
31 percent in the West (table 131).

State Health Expenditures

Total personal health care per capita expenditures and its
components vary substantially among the States.

Personal health care per capita expenditures averaged
$3,800 in 1998, but varied among the States from $2,700 in
Utah to $4,800 in Massachusetts. Higher expenditures were
clustered in the New England and Mideastern States with
lower per capita expenditures in the Rocky Mountain,
Southwestern, and Far West States (table 140).

The components of personal health care expenditures also
vary significantly by State. Hospital care per capita
expenditures in 1998 ranged from $1,030 in Utah to $1,800 in
New York. Physician and other professional services per
capita expenditures varied from $760 in Utah to $1,350 in
Minnesota. Per capita expenditures for nursing home care
ranged from $90 in Alaska to $860 in Connecticut (table 140).

Twenty-one percent of all personal health care expenditures
were paid by Medicare in 1998, up from 17 percent in 1991.
The Medicare share of State health expenditures in 1998
varied from 8 percent in Alaska to 25-27 percent in
Mississippi, Louisiana, and Pennsylvania and 28 percent in
Florida (table 141).
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Chartbook on Trends in the Health
of Americans

As the Nation considers health policies and programs for the
21st century, it is important to examine recent trends in health
and health care. Fashioning effective policies and programs
depends on knowledge of past achievements and
understanding of current health problems. During the 20th
century, the health of Americans improved significantly.
Achievements of the past century include sizeable increases
in life expectancy, reflecting sharp decreases in infant
mortality and important declines in death rates at other ages.
Effective public health efforts, improved health care, and
economic prosperity have all contributed to declines in
mortality (1). Policies and programs that have controlled
infectious disease, improved safety in workplaces and homes,
educated Americans about healthier lifestyles, and increased
access to health care are only a few of the ways public
health efforts have enhanced health. Ensuring healthier and
safer lives in the 21st century will require continuing efforts to
monitor health outcomes and the myriad of factors affecting
health and health care.

The Chartbook on Trends in the Health of Americans
assesses the current state of the Nation’s health by
describing trends in selected determinants and measures of
health status. It also examines differences in health outcomes
and risk factors for major groups within the national
population. Selection of the measures used in the chartbook
was difficult because no single, limited set of measures can
fully summarize the health of a large and diverse population.
Any set of health measures involves some arbitrary choices
and a good case could be made for including a number of
other measures of health. In selecting measures for the
chartbook, several factors were considered: whether the
measure was commonly used by health researchers and
policy makers, whether the measure was understood by a
wide range of users, and whether information was available
over time. As a group, the measures featured in the
chartbook were selected to cover major topics of public health
concern. In addition to sociodemographic information that
provides the context within which to interpret health
measures, the topics covered include: health insurance
coverage, health-related risk factors, use of preventive care,
limitation of activity caused by chronic health conditions, and
mortality. Several figures in the chartbook are related to the
topics covered by the Leading Health Indicators in Healthy
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People 2010 (2,3). Connections to the Leading Health
Indicators are specified in the notes to the appropriate
figures. Further information on the Leading Health Indicators
is presented in Health, United States, 2002, table 52 and in
Appendix Il, Leading Health Indicators.

Organization of the Chartbook

Figures in the chartbook have been grouped into six sections
covering selected health determinants and outcomes. The first
section (figures 1-4) presents major demographic, economic,
and social factors influencing health: growth and aging of the
national population, changing pattemns of racial and ethnic
diversity, and low income. The second section (figures 5-6)
describes trends over time in health insurance coverage and
characteristics of the uninsured. The third section

(figures 7-10) focuses on specific risk factors associated with
increased risk of disease and death: cigarette smoking,
overweight and obesity, and lack of physical activity. The
fourth section (figures 11-14) presents trends in use of two
types of preventive health care: prenatal care beginning
during the first trimester of pregnancy and vaccination for
influenza and pneumococcal disease among the elderly. The
fifth section (figures 15-17) shows the percent of children and
adults who have limitation of activity caused by chronic health
conditions, and the prevalence of specific chronic health
conditions causing activity limitation. Finally, the sixth section
(figures 18-28) describes trends over time in mortality by
showing changes in life expectancy at birth and at 65 years
of age since 1901, changes in infant mortality since 1950,
and age- and cause-specific death rates for children and
adults since 1950.

Many measures are shown separately for persons of different
ages because of the strong effect age has on most health
outcomes. Selected figures in the chartbook also highlight
current differences in health and health determinants by
variables such as sex, race, and Hispanic origin. Some
estimates are age adjusted using the age distribution of the
2000 standard population. Time trends for some measures
are shown on a logarithmic scale to emphasize the rate of
change and to enable measures with large differences in
magnitude to be shown on the same chart (figures 1, 19, 21,
23, 25, and 27). Other trends are shown on a linear scale to
emphasize absolute differences over time (figures 3, 5, 7, 8,
11, 13, and 18). Time trends for some measures are not
presented because of the relatively short amount of time that
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comparable national estimates are available (physical activity,
figures 9 and 10; and limitation of activity caused by chronic
health conditions, figures 15-17).

Following the figures in the chartbook is a section containing

data tables for each figure that show the data points graphed.

For some measures, standard errors for the data points are
provided and data not shown in the figures may be included.
Additional information about the health measures is included
in the notes to each data table as well as in Appendix I.
Finally, the 147 trend tables in the body of Health, United
States, 2002 supplement the broad picture of the Nation’s
health presented in the chartbook by providing detailed data
for many groups within the United States. Additional
measures of health status and determinants as well as
information on health care use, health care resources, and
health care expenditures are presented in these trend tables.

Chartbook Data Sources

Health-related and demographic data presented in this
chartbook are from several national data systems. These are
listed below and described in Appendix I.

Population counts and projections are from the U.S. Census
Bureau. Poverty rates are based on data from the Current
Population Survey. The National Health Interview Survey
supplied data on health insurance coverage, adult cigarette
smoking, adult physical inactivity, adult vaccination, and
activity limitation due to chronic health conditions. The Youth
Risk Behavior Survey provided data on smoking and physical
activity among high school students. The National Health and
Nutrition Examination Survey was the source of data on
overweight and obesity. Data from the National Vital Statistics
System were used to estimate life expectancy, death rates,
and use of early prenatal care. The National Linked File of
Live Births and Infant Deaths provided data for estimates of
infant mortality according to the race and Hispanic origin of
the mother.

Conclusions

During the 20th century, the health of Americans significantly
improved. Trends in the age-specific death rates for the
leading causes of death in 1999 indicate that the rates for
many causes have declined since 1950. Among children and
young adults (1-24 years of age), mortality has declined, in
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part, because of decreases in death rates for unintentional
injuries, cancer, and heart disease. Declines in deaths due to
infectious diseases, which did not rank among the leading
causes of death in 1999, also contributed to the decrease in
child mortality. Among younger (25-44 years) and older
(45-64 years) working-age adults, decreases in death rates
for unintentional injuries, heart disease, and stroke (for those
45-64 years) have lowered the overall risk of death. Finally,
among the elderly, marked decreases in death rates for heart
disease and stroke have increased the average number of
years Americans can expect to live after age 65.

Recent declines in death rates for many leading causes of
death reflect the influence of healthier life styles, greater use
of preventive care, public health efforts, and advances in
medicine. Decreased cigarette smoking among adults is a
prime example of a risk factor for disease and death that has
contributed to recent declines in mortality. Improvements in
medical care and increased use of preventive health care
have contributed to increases in life expectancy at all ages.
The increasing percent of mothers who report beginning
prenatal care during the first trimester of pregnancy and the
increasing percent of elderly persons who have been
vaccinated against influenza and pneumococcal disease
illustrate the role for preventive health care throughout the life
span. Public health and private efforts to improve motor
vehicle transportation safety, as well as safety in homes and
workplaces, have contributed to lower death rates due to
unintentional injuries for children and adults. Finally, the
decline in the death rate for HIV disease in the 1990s
demonstrates how new medical treatments can dramatically
decrease the number of deaths caused by a particular
disease.

For some important determinants of health, recent trends
have not been favorable. Increases in overweight and obesity,
and high levels of physical inactivity among adults are
significant risk factors for chronic disease that have not
shown improvement. The rising prevalence of overweight in
children and adolescents, and the high percent of adolescents
not engaging in recommended amounts of physical activity
raise additional concerns for future health outcomes.

Another measure of the health of Americans is the percent of
children and adults limited in their everyday activities because
of chronic health conditions. Among community-dwelling
children and adults, the percent reporting activity limitation
caused by a chronic health condition increases markedly with
age. Less than 10 percent of children have an activity
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limitation. In contrast, nearly one-half of adults 75 years of
age and over report an activity limitation. The chronic health
conditions that cause limitation of activity among younger and
older adults differ. Among adults 45 years of age and over,
arthritis and other musculoskeletal conditions, and heart
disease (including other circulatory conditions) are most often
mentioned as causes of activity limitation. Among younger
adults (18-44 years of age) the two most frequently
mentioned causes of activity limitation include arthritis and
other musculoskeletal conditions, and mental illness.

Efforts to improve health in the 21st century will be shaped
by important changes in the U.S. population. The fraction of
the population 65 years of age and over is increasing. With
this increase, there will be more elderly Americans living
longer with chronic health conditions. As Americans meet this
challenge, it will be in the context of a Nation that is growing
more racially and ethnically diverse. Socioeconomic and
cultural differences among racial and ethnic groups in the
United States will likely continue to influence patterns of
disease, disability, and health care use in the future. Finally,
persons living in poverty and near-poverty remain a segment
of the national population at higher risk for worse health
outcomes and in need of greater access to health care.

Despite impressive gains in health for the Nation as a whole,
large differences in health and health care use among racial
and ethnic groups remain (4). This chartbook illustrates
important racial and ethnic differences in use of early prenatal
care and infant mortality rates, for example, as well as
differences in vaccination rates among the elderly and health
insurance coverage among the nonelderly. Many of the 147
trend tables that follow the chartbook section provide
information on racial, ethnic, and socioeconomic disparities in
other measures of health and health care. Future progress in
improving the health of the Nation will require sustained
efforts to eliminate these disparities, such as the Health and
Human Services Initiative to Eliminate Racial and Ethnic
Disparities in Health. Continued collection and dissemination
of reliable and accurate information about health and health
care will be critical for monitoring these disparities and
charting future trends in the health of Americans.

Chartbook on Trends in the Health of Americans | Health, United States, 2002

References

1.

Fielding JE. Public health in the twentieth century: Advances
and challenges. Annu Rev Public Health (20):xiii-xxx. 1999.

U.S. Department of Health and Human Services. Healthy
People 2010. 2nd ed. With understanding and improving health
and objectives for improving health. 2 vols. Washington, DC:
U.S. Government Printing Office. November 2000.

U.S. Department of Health and Human Services. Leading
Health Indicators: 2002 annual report for the Nation.
Forthcoming.

Keppel KG, Pearcy JN, Wagener DK. Trends in racial and
ethnic-specific rates for the health status indicators: United
States, 1990-98. Healthy people statistical notes, no. 23.
Hyattsville, Maryland: National Center for Health Statistics.
January 2002.

17

=3
—
q
o
Q.
|
(9]
=2
(®)
=




Age

From 1950 to 2000 the total resident population of the United
States increased from 150 million to 281 million representing
an average annual growth rate of 1 percent (figure 1). During
the same time period, the elderly population (65 years of age
and over) grew twice as rapidly. Projections indicate that the
total population will increase more slowly over the next 50
years and the elderly population will increase more rapidly.

During the past 50 years, the U.S. population has grown
older (figure 2). From 1950 to 2000 the percent under 18
years of age fell from 31 percent to 26 percent while the
percent elderly rose from 8 percent to 12 percent. From 2000
to 2050 a small decline in the percent of the population under
18 years of age is anticipated while a sizeable increase in the
percent elderly is expected. As the “baby boom” generation
turns 65, beginning in 2011, the size of the elderly population
will grow substantially. By 2050 it is projected that one in five
Americans will be elderly.

Chartbook on Trends in the Health of Americans | Health, United States, 2002

The aging of the population has important consequences for
the health care system (1). As the elderly fraction of the
population increases, more services will be required for the
treatment and management of chronic and acute health
conditions. Providing health care services needed by
Americans of all ages will be a major challenge in the 21st
century.
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Race and Ethnicity

Changes in the racial and ethnic composition of the
population have important consequences for the Nation’s
health since many measures of disease and disability differ
significantly by race and ethnicity (Health, United States,
2002, trend tables). One of the overarching goals of U.S.
public health policy is elimination of racial and ethnic
disparities in health.

Diversity has long been a characteristic of the U.S.
population, but the racial and ethnic composition of the Nation
has changed over time. In recent decades the percent of the
population of Hispanic origin and Asian or Pacific Islander
race has risen (figure 3). In 2000 over a quarter of adults and
more than a third of children identified themselves as
Hispanic, as black, as Asian or Pacific Islander, or as
American Indian or Alaska Native.

In the 1980 and 1990 decennial censuses, Americans could
choose only one racial category to describe their race (1). In
2000 the question on race was modified to allow the choice
of more than one racial category. Although overall a small
percent of persons of non-Hispanic origin selected two or
more races in 2000, a higher percent of children than adults
were described as being of more than one race. The number
of American adults identifying themselves or their children as
multiracial is expected to increase in the future (2).

In 2000 the percent of persons reporting two or more races
also varied considerably among racial groups. For example,
the percent of all persons reporting a specified race who
mentioned that race in combination with one or more other
racial groups was 3 percent for white persons and 40 percent
for American Indians and Alaska Natives (3).
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Low Income

Children and adults in families with incomes below or near
the Federal poverty level have worse outcomes on many
measures of health than those with higher incomes (see
Appendix II, Poverty level for a definition of the Federal
poverty level). Although, in some cases, illness can lead to
poverty, more often poverty causes poor health by its
connection with inadequate nutrition, substandard housing,
exposure to environmental hazards, unhealthy lifestyles, and
decreased access to and use of health care services (1).

In 2000 the overall percent of Americans living in poverty
dropped to 11.3 percent, the lowest level since 1973. Recent
declines in poverty have included persons of all ages and
most racial and ethnic groups (2). However, in 2000 the
percent of persons living in poverty continued to differ
significantly by age, race, and ethnicity (figure 4).

For the population as a whole, children were more likely than
either working-age adults or elderly persons to be poor. But
both children and elderly persons were more likely than
working-age adults to be poor or near poor. At all ages, a
higher percent of black and Hispanic persons than
non-Hispanic white persons were poor or near poor. In 2000
more than a quarter of black and Hispanic children were poor
and more than one-half were either poor or near poor. Also
more than one-half of elderly black and Hispanic persons
were either poor or near poor.

References

1. Pamuk E, Makuc D, Heck K, Reuben C, Lochner K.
Socioeconomic Status and Health Chartbook. Health, United
States, 1998. Hyattsville, Maryland: National Center for Health
Statistics. 1998.

2. Dalaker J. Poverty in the United States: 2000. Current
population reports, series P-60 no 214. Washington, DC:
U.S. Government Printing Office. 2001.

22

Chartbook on Trends in the Health of Americans | Health, United States, 2002



)
o
c
S
b
S
7]

=

=
=
©
O
e

Health Insurance

Health insurance coverage is an
important determinant of access to health
care (1). Uninsured children and
nonelderly adults are substantially less
likely to have a usual source of health
care or a recent health care visit than
their insured counterparts (Health, United
States, 2002, tables 72, 75, 76, and 78).
The major source of coverage for
persons under 65 years of age is private
employer-sponsored group health
insurance. Private health insurance may
also be purchased on an individual
basis, but it costs more and generally
provides less coverage than group
insurance. Public programs such as
Medicaid provide coverage for many
low-income children and adults.

Between 1994 and 2000 the
age-adjusted percent of the nonelderly
population with no health insurance
coverage fluctuated between 16 and

17 percent, after rising from 14 percent in
1984 (figure 5).

In 2000 over 40 million Americans under
65 years of age reported having no
health insurance coverage. The percent
of nonelderly adults without health
insurance coverage decreases with age.
In 2000 adults 18-24 years of age were
most likely to lack coverage and those
55-64 years of age were least likely
(figure 6). Persons with incomes below or
near the poverty level were almost four
times as likely to have no health
insurance coverage as those with
incomes twice the poverty level or
higher. Hispanic persons and
non-Hispanic black persons were more
likely to lack health insurance than
non-Hispanic white persons. Persons of
Mexican origin were more likely to be
uninsured than non-Hispanic black
persons or other Hispanics.

24

Reference

1.

Institute of Medicine. Committee on the
Consequences of Uninsurance.
Coverage matters: Insurance and health
care. Washington, DC: National
Academy Press. 2001.

Chartbook on Trends in the Health of Americans | Health, United States, 2002



n
b .
O
[P}
(&)
(1>)
LL
=
82
oc
i e
=
©
D
- -

Smoking

As the leading cause of preventable death and disease in the
United States, smoking is associated with significantly
increased risk of heart disease, stroke, lung cancer, and
chronic lung diseases (1). During pregnancy smoking
contributes to elevated risk of miscarriage, premature delivery,
and having a low birthweight infant. Preventing smoking
among teenagers is critical since smoking usually begins in
adolescence (2). Decreasing cigarette smoking among
adolescents and adults is a major public health objective for
the Nation.

Among adult men and women, cigarette smoking declined
substantially following the first Surgeon General’s Report on
smoking in 1964 (figure 7). Since 1990, though, the decline in
the percent of adults who smoke has slowed. In 2000,

25 percent of men and 21 percent of women were smokers.
Cigarette smoking by adults continues to be strongly
associated with educational attainment. Among adults,
persons 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 (Health, United States, 2002,
table 62).

Among high school students, the percent reporting recent
cigarette smoking decreased between 1997 and 2001 after
increasing in the early 1990s. During the last decade, a
similar percent of male and female students reported
smoking. In 2001 white and Hispanic students were more
likely than black students to report current smoking (3).

Among mothers with a live birth, the percent reporting
smoking during pregnancy declined between 1989 and 2000
(4). Twelve percent of mothers with a live birth in 2000
reported smoking during pregnancy. Maternal smoking
declined for all racial and ethnic groups in the 1990s, but
differences among these groups persist (Health, United
States, 2002, table 11). In 2000 the percent of mothers
reporting smoking during pregnancy was highest for American
Indian or Alaska Native mothers (20 percent) and lowest for
Chinese mothers (0.6 percent).
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Overweight and Obesity References
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overweight in children and adults.

Results from a series of national health examination surveys
indicate that the prevalence of overweight and obesity
changed little between the early 1960s and 1980 (figure 8).
Findings from the 1988-94 survey, however, showed
substantial increases in overweight and obesity among adults.
The upward trend in overweight reflected primarily an
increase in the percent of adults who were obese. Preliminary
estimates from the 1999 survey indicate that overweight and
obesity have continued to increase. In 1999, 61 percent of
adults were overweight with 27 percent obese.

The prevalence of overweight and obesity vary by sex. In
1988-94, 61 percent of men were overweight in comparison
to 51 percent of women. Among overweight men a third were
obese; among overweight women about one-half were obese
(Health, United States, 2002, table 70).

The percent of children (6—11 years of age) and adolescents
(12-19 years of age) who are overweight has also risen.
Among children and adolescents, the percent overweight
increased after the mid-1970s. Preliminary estimates from the
1999 survey indicate that 13 percent of children and

14 percent of adolescents were overweight. In contrast to
adults, the percent of overweight children and adolescents in
1988-94 did not differ by sex (Health, United States, 2002,
table 71).
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Physical Activity

Many epidemiologic and clinical studies have shown the
benefits of regular physical activity for reducing mortality,
preventing cardiovascular disease, and enhancing physical
functioning (1). Regular physical activity lessens the risk of
heart disease, diabetes, colon cancer, high blood pressure,
osteoporosis, and arthritis. It also improves symptoms
associated with mental health conditions such as depression
and anxiety. Although vigorous physical activity produces the
greatest cardiovascular benefits, moderate amounts of
physical activity are associated with lower levels of mortality.
Among the elderly, even small amounts of physical activity
may improve cardiovascular functioning (2).

In 2001, 38 percent of female high school students and

24 percent of male high school students reported a level of
physical activity that did not meet the criteria for the
recommended amount of either moderate or vigorous physical
activity (figure 9). The percent reporting a lack of moderate
and vigorous physical activity was lower among students in
9th grade than among students in 10th-12th grade. Between
1999 and 2001 the percent of students reporting a lack of
moderate and vigorous physical activity remained stable.

In 2000, 39 percent of adults reported that they did not
engage in physical activity during leisure time (figure 10),
about the same as in 1997 (3). Among men and women, the
percent of adults who were physically inactive increased with
age. Among noninstitutionalized elderly persons 75 years of
age and over, more than one-half indicated being physically
inactive during leisure time. At most ages, women more often
reported being physically inactive than men.
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Prenatal Care Japanese and Chinese women had the 2. Rowland D, Salganicoff A, Keenan PS.

highest levels of early prenatal care. The key tOhthtTt r?oor: '\?edlcald’s roledm
. . . Improving health care for women an

Prenatal care that begins in the first children. Annu Rev Public Health

trimester and continues throughout References 20:403-26. 1999,

pregnancy reduces the risk of maternal 1. Lewis CT, Mathews TJ, Heuser RL.

morbidity and poor birth outcomes. Prenatal care in the United States,

Attitudes toward pregnancy, lifestyle 1980-94. National Center for Health

factors, and cultural beliefs have been Statistics. Vital Health Stat 21(54).

suggested as reasons women delay 1996.

prenatal care. Financial and health
insurance problems are among the most
important barriers to such care (1).
Expansion of Medicaid coverage for
pregnancy-related services has increased
availability and use of prenatal care by
low-income women (2).

During the last 30 years, the percent of
mothers reporting early prenatal care has
risen (figure 11). This upward trend reflects
increases during the 1970s and the 1990s.
By 2000, 83 percent of mothers reported
receiving early prenatal care.

Increases in use of early prenatal care
have been observed among mothers in
all major racial and ethnic groups.
Increases in use of prenatal care in the
1990s were greatest for those with the
lowest rates of care: Hispanic,
non-Hispanic black, and American Indian
or Alaska Native women (Health, United
States, 2002, table 6).

There continue to be important racial and
ethnic differences in the percent of
mothers reporting early prenatal care
(figure 12). In 2000 the percent was
higher for non-Hispanic white women
than for non-Hispanic black women,
American Indian or Alaska Native
women, and most groups of Hispanic
women. For Hispanic and Asian mothers,
the percent with early prenatal care
varied among subgroups. Among
Hispanic mothers, Cuban women had the
highest levels of early prenatal care;
among Asian or Pacific Islander mothers,
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accounts for more deaths than any other
vaccine-preventable bacterial disease.
Annual influenza vaccination and one
dose of pneumococcal polysaccharide
vaccine can lessen the risk of illness and
subsequent complications among elderly
persons. Medicare has covered the cost
of influenza and pneumococcal
vaccination since 1993 (2).
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Between 1989 and 2000 the percent of
noninstitutionalized adults 65 years of
age and over who reported an influenza
vaccination within the past year more
than doubled to 65 percent (figure 13).
During the same period the percent of
elderly adults ever having received a
pneumococcal vaccine also increased
sharply from 14 percent to 53 percent.
Several factors have been suggested as
contributing to these increases: greater
acceptance of preventive health care by
consumers and practitioners, improved
Medicare coverage for these vaccines,
and wider delivery of this care by health
care providers other than physicians (2).

The level of coverage varied significantly
by race and Hispanic origin in 2000
(figure 14). Among elderly non-Hispanic
white adults, 67 percent were vaccinated
against influenza and 57 percent against
pneumococcal disease. Among elderly
non-Hispanic black and Hispanic adults,
slightly over one-half were vaccinated
against influenza, and about a third
against pneumococcal disease.
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Child Limitation of Activity

Limitation of activity due to chronic physical, mental, or
emotional disorders or deficits is a broad measure of health
and functioning. Among children chronic health conditions that
limit activity include, but are not restricted to, hearing, visual,
and speech problems; leamning disabilities; mental retardation
and other developmental problems (such as cerebral palsy);
mental and emotional problems; and a variety of chronic
health conditions (such as asthma). The long-term impact of
activity limitation in children can often be ameliorated by use
of health care and educational services.

The identification of activity limitation in children is sometimes
uncertain because children are learning and mastering new
activities as they develop. As a result some variation in
children’s activities may be due to differences in the pace of
development. Estimates of the number of children with an
activity limitation vary depending on the type of disabilities
included and the methods used to identify them (1).

The National Health Interview Survey (NHIS) identifies
children with activity limitation in two ways: by asking about
specific limitations in play, self-care, walking, memory, and
other activities and by determining if a child receives special
education or early intervention services. Comparable national
data on activity limitation have been available since 1997
(see Appendix I, National Health Interview Survey). Between
1997 and 2000 levels of activity limitation among children
remained about the same (Health, United States, 2002,
table 58).

In 1998-2000 limitation of activity due to chronic health
conditions occurred twice as often among boys as among
girls (figure 15). Among preschoolers (under 5 years of age),
4 percent of boys as compared with 2 percent of girls had an
activity limitation. Among school-age children (5-11 years of
age) and adolescents (12-17 years of age), 9 percent of boys
had an activity limitation compared with about 5 percent of
girls. Physiological, maturational, behavioral, and social
differences between boys and girls have been suggested as
explanations for the higher prevalence of activity limitation in
boys (2).

The percent of children with activity limitation was significantly
higher among school-age children and adolescents than
among preschoolers. For boys and girls, the higher percent of
school-age children and adolescents with activity limitation
was largely explained by the number of children identified
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solely by participation in special education. About 7 percent of
school-age and adolescent boys and 3—4 percent of girls were
classified as having activity limitation only by their
participation in special education.
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Adult Limitation of Activity

Measuring limitations in everyday activities due to chronic
physical, mental, or emotional problems is one way to assess
the impact of health conditions on self-care and social
participation (1). Chronic health conditions can alter the ability
of adults to lead independent lives by affecting a person’s
capacity to carry out a variety of activities. The effect that
chronic health conditions have on activity limitation may vary
with the availability of supportive and health care services.

In the National Health Interview Survey (NHIS), limitation of
activity in adults includes limitations in handling personal care
needs, activities of daily living (ADLs), and routine needs
instrumental activities of daily living (IADLs). For both sets of
activities, limitation is defined as needing the help of another
person to do an activity. Limitation of activity in NHIS also
includes limitations in having a job outside the home, walking,
remembering, and other activities. Comparable national data
on activity limitation have been available since 1997 (see
Appendix |, National Health Interview Survey). Between 1997
and 2000 the age-adjusted percent of adults reporting any
activity limitation caused by a chronic health condition
declined by about 13 percent (Health, United States, 2002,
table 58).

Limitations in ADLs among noninstitutionalized adults are
more prevalent among the elderly than among adults of
working age (figure 16). Less than 1 percent of adults 18-44
years of age report an ADL limitation in contrast to nearly
10 percent of persons 75 years of age and over.

Limitations in IADLs, as well as limitations in any activity,
affect a higher percent of noninstitutionalized elderly adults
than adults of working age. Among persons 75 years of age
and over, nearly one-fifth of adults report needing the help of
other persons to do routine activities such as household
chores and shopping (IADLs) and nearly one-half say their
activities are limited in some way due to a chronic physical,
mental, or emotional problem.

Limitations in ADLs, IADLs, and any activity are higher among
poor elderly persons than nonpoor elderly persons. In
1998-2000 the percent of elderly persons with an IADL
limitation, for example, was substantially higher among poor
(22 percent) than nonpoor persons (9 percent) (for related
data, see Health, United States, 2002, table 58).
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Chronic Health Conditions

Health surveys that measure limitation of activity have
typically asked about the conditions causing these restrictions.
Limitation of activity may be caused by more than one health
condition. Health conditions usually refer to broad categories
of disease and impairment rather than medical diagnoses and
reflect the understanding the general public has of factors
causing disability or limitation of activity (1). Despite
differences among various health surveys conducted in
Western industrialized countries, several chronic conditions
are consistently mentioned as important causes of disability.
Among these, arthritis and other musculoskeletal conditions
and circulatory conditions are often identified as leading
causes of disability.

Chronic health conditions causing limitation of activity are
generally more common among elderly than among younger
adults (figure 17). In 1998-2000 the prevalence of arthritis
and other musculoskeletal conditions causing activity
limitation, for example, was 22 per 1,000 adults 18-44 years
of age in contrast to 193 per 1,000 adults 75 years of age
and over. Other leading causes of activity limitation such as
heart and other circulatory problems, difficulties with vision
and hearing, diabetes and respiratory problems, were also
more prevalent among the elderly than among working-age
adults. Disabling mental iliness, however, followed a different
pattern. The highest rates of mental illness causing activity
limitation were reported by adults 45-64 years of age.

The relative importance of various chronic conditions causing
limitation of activity differed for adults of various ages. Among
younger adults 18-44 years of age, the most frequently
mentioned chronic conditions causing limitations in activity
were arthritis and other musculoskeletal conditions, and
mental illness. Among adults 45 years of age and over,
arthritis and other musculoskeletal conditions, and heart and
other circulatory conditions outranked other conditions as
causes of activity limitation.

Reference

1. Fujiura GT, Rutkowski-Kmitta V. Counting disability. In: Albrecht
GL, Seelman KD, Bury M, eds. Handbook of disability studies.
Thousand Oaks, California: Sage Publications, 69-96. 2001.
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Life Expectancy

Life expectancy is a measure often used to gauge the overall
health of a population. As a summary measure of mortality,
life expectancy represents the average number of years of life
that could be expected if current death rates were to remain
constant. Shifts in life expectancy are often used to describe
trends in mortality. Life expectancy at birth is strongly
influenced by infant and child mortality. Life expectancy later
in life reflects death rates at or above a given age and is
independent of the effect of mortality at younger ages (1).

During the 20th century, life expectancy at birth increased
from 48 to 74 years for men and from 51 to 79 years for
women (figure 18). Improvements in nutrition, housing,
hygiene, and medical care contributed to decreases in death
rates throughout the lifespan. Prevention and control of
infectious diseases had a profound impact on life expectancy
in the first half of the 20th century (2).

During the last century, life expectancy at age 65 also
increased. Among men, life expectancy at age 65 rose from
12 to 16 years and among women from 12 to 19 years. In
contrast to life expectancy at birth, which increased sharply
early in the century, life expectancy at age 65 improved
primarily after 1950. Improved access to health care,
advances in medicine, healthier lifestyles, and better health
before 65 are factors underlying decreased death rates
among the elderly (3).

Longer life expectancies at birth in many other developed
countries suggest the possibility of improving longevity in the
United States (Health, United States, 2002, table 27).
Decreasing death rates of less advantaged groups could raise
life expectancy in the United States (Health, United States,
2002, table 28).

References

1. Arriaga EE. Measuring and explaining the change in life
expectancies. Demography 21(1):83-96. 1984.

2. Centers for Disease Control and Prevention. Achievements in
public health, 1900-1999: Control of infectious diseases.
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|nfant Morta"ty References 2. American Academy _of Pgdiatrics Task
Force on Infant Positioning and SIDS.
) . . 1. Anderson RN. Deaths: Leading causes Positioning and SIDS. Pediatrics
Infant mortality, the risk of death during for 1999. National vital statistics reports; 89(6):1120-6. 1992.
the first year of life, is related to the vol 29 no 11. Hyattsville, Maryland:
underlying health of the mother, public National Center for Health Statistics.
2001.

health practices, socioeconomic
conditions, and availability and use of
appropriate health care for infants and
pregnant women. Disorders related to
short gestation and low birthweight, and
congenital malformations are the leading
causes of death during the first month of
life (neonatal mortality). Sudden Infant
Death Syndrome (SIDS) and congenital
anomalies rank as the leading causes of
infant deaths after the first month of life
(postneonatal mortality) (1).

Between 1950 and 1999 the infant
mortality rate declined by about

75 percent (figure 19). Substantial
declines occurred for both neonatal and
postneonatal mortality. In 1999 the infant
mortality rate was 7.1 deaths per 1,000
live births with two-thirds of all infant
deaths occurring during the neonatal
period. Declines in infant mortality have
been linked to improved access to health
care, advances in neonatal medicine,
and educational campaigns such as the
“Back to Sleep” campaign to curb
fatalities caused by SIDS (2).

Infant mortality rates have declined for all
racial and ethnic groups, but large
disparities remain (Health, United States,
2002, table 20). During 1997-99 the
infant mortality rate was highest for
infants of non-Hispanic black and
American Indian or Alaska Native
mothers (figure 20). Infants of Chinese
mothers had the lowest infant mortality
rate. Among Hispanic mothers, the infant
mortality rate was highest for Puerto
Rican mothers and lowest for Cuban
mothers.
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Child and Young Adult
Mortality

During the past 50 years mortality
among children and young adults (1-24
years of age) has declined by more than
one-half. In 1999 the five leading causes
of death for this age group were related
to either injury or chronic diseases. In
1950, in contrast, two of the five leading
causes of death were infectious diseases
(influenza/pneumonia and tuberculosis).

Unintentional injuries have been the
leading cause of death for children and
young adults throughout the past 50
years. Death rates for unintentional
injuries have been declining since 1970
(figure 21). In 1999 more than 40 percent
of all deaths to persons 1-24 years of
age resulted from unintentional injuries
(figure 22). Nearly three-quarters of these
deaths occurred to persons 15-24 years
of age (1).

Homicide and suicide were the second
and third leading causes of death in this
age group in 1999. Most of these deaths
were among persons 15-24 years of
age: 86 percent of homicides and

94 percent of suicides in this age group
occurred to persons 15-24 years of age.
Between 1960 and the mid-1990s,
homicide and suicide rates among
persons 1-24 years of age increased.
Since the mid-1990s homicide and
suicide rates have declined.

Homicide and suicide rates vary by age,

sex, and race. Males 15-24 years of age

are at substantially higher risk of
homicide and suicide than younger
persons or females. Among males 15-24
years of age, homicide rates for black
males were eight times as great as for
white males in 1999 (Health, United
States, 2002, tables 46 and 47).

Death rates for the other leading causes
of death, cancer and heart disease, have
also declined with the greatest decline in
cancer mortality occurring during
1960-95 and the greatest decline in
heart disease mortality during 1950-70.
In 1999 cancer and heart disease
together accounted for about 10 percent
of deaths among persons 1-24 years of
age.
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Adult Mortality: 25-44
Years of Age

Since 1950 mortality among adults
25-44 years of age has declined by
more than 40 percent. Underlying the
overall decline in the death rate have
been both favorable and unfavorable
trends in the leading causes of death
(figure 23). Four of the five leading
causes of death in 1999 were also
leading causes of death in 1950. But

introduction of new antiretroviral
therapies.

HIV disease death rates among persons
25-44 years of age vary substantially by
sex, race, and Hispanic origin. The risk
of death is higher for males than females
and is much higher for black persons
and Hispanic persons than for those in
other racial and ethnic groups. The HIV
disease death rate for black females, for
example, was 12 times the rate for white
females in 1999 (Health, United States,
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tuberculosis, which was one of the top 2002, table 43).

five causes of death in 1950, is no
longer a significant cause of death for
adults 25-44 years of age.

Mortality from heart disease has declined
by more than 60 percent since 1950,
with most of the decrease occurring by
1990. Mortality from unintentional injury
and cancer has also declined, with most
of the decrease occurring after 1970.
Altogether unintentional injury, cancer,
and heart disease, the three leading
causes of death among persons 25-44
years of age in 1999, accounted for
about one-half of all deaths in this age
group (figure 24).

In contrast to the declines for the top
three causes of death, the suicide rate
among persons 25-44 years rose
between 1950 and 1980 but has
declined slightly since 1980. Suicide, the
fourth leading cause of death among
young working-age adults in 1999, was
responsible for 9 percent of deaths in
this age group.

The fifth leading cause of death in 1999,
human immunodeficiency virus (HIV)
disease, has been an important cause of
mortality among persons 25-44 years of
age since the late 1980s (1). After rising
rapidly in the late 1980s and the early
1990s, the HIV disease death rate began
to fall sharply in the late 1990s with the
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Adult Mortality: 45-64
Years of Age

Death rates for persons 45-64 years of
age have declined substantially over the
past 50 years. Since 1950 mortality in
this age group has decreased by nearly
50 percent overall. Four of the five
leading causes of death in 1999 were
also the leading causes of death in
1950. Tuberculosis, which ranked in the
top five causes in 1950, was the cause
of only a small number of deaths in
1999.

The death rates for heart disease and
stroke among persons 45-64 years of
age declined substantially between 1950
and 1999 (figure 25). During this period
the death rate for heart disease declined
by almost 70 percent and the death rate
for stroke by nearly 80 percent.
Advances in the prevention and
treatment of heart disease and stroke
rank among the major public health
achievements of the 20th century (1).

In contrast to the large declines in heart
disease and stroke mortality, the death
rate for cancer among persons 45-64
years of age rose slowly through the
1980s and then declined. Cancer was
the leading cause of death among
persons 45-64 years of age, accounting
for more than one-third of the deaths in
this age group in 1999 (figure 26).

In 1999 cancer, heart disease, stroke,
and chronic lower respiratory diseases
together accounted for nearly 70 percent
of all deaths in this age group. Both
biological and socioeconomic factors are
strongly associated with death among
older working-age adults. Men had a
higher death rate than women, and
adults with a high school education or
less had a death rate more than twice

as high as the rate for adults with more
than a high school education in 1999 (2).
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Adult Mortality: Elderly

Three-quarters of all deaths in the United
States occur among persons 65 years of
age and over (Health, United States,
2002, table 33). During the past 50 years
overall death rates have declined by
about one-third for older persons.
Chronic diseases have caused most of
the deaths among the elderly throughout
the 50-year period.

The death rate for heart disease among
the elderly declined between 1950 and
1999 by more than 50 percent and the
death rate for stroke by more than

60 percent (figure 27). Trends in the
other leading causes of death among the
elderly varied. The death rate for cancer,
the second leading cause of death for
the elderly in 1999, rose between 1950
and 1995 and has decreased slightly
since 1995. The death rate for the fourth
leading cause of death, chronic lower
respiratory diseases, has increased since
1980 reflecting, in large part, the effects
of cigarette smoking (1).

The large difference in the death rate
due to influenza and pneumonia between
1998 and 1999 reflects, in large part,
changes in the coding of this cause of
death. A comparison of the comparability-
modified 1998 rate with the 1999 rate
indicates a decline of only 3 percent (see
data table for figure 27 and Appendix I,
Comparability ratio).

In 1999 the underlying cause in over
one-third of the deaths to persons 65
years of age and over was heart disease
(figure 28). The second leading cause of
death, cancer, accounted for about a fifth
of all deaths. Each of the other leading
causes of death (stroke, chronic lower
respiratory diseases, and influenza and
pneumonia) accounted for less than

10 percent of deaths to the elderly.
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Data table for figure 1. Total and elderly population:
United States, 1950-2050

65 years and
Year Total over

Number in thousands

1950 ... 150,216 12,257
1960 ...l 179,326 16,207
1970 .. ... 203,212 20,066
1980 ... ... 226,546 25,549
1990 ... 248,710 31,242
2000 ... 281,422 34,992
2010 ... 299,862 39,715
2020 . ... 324,927 53,733
2030 ... 351,070 70,319
2040 ... 377,350 77177
2050 ... 403,687 81,999

NOTES: Data are for the resident population. Data for 1950 exclude Alaska
and Hawaii. See Appendix II, Population.

SOURCES: U.S. Census Bureau, 1980 Census of Population, General
Population Characteristics, United States Summary (PC80-1-B1)

[includes data for 1950-80]; 1990 Census of Population, General Population
Characteristics, United States Summary (CO-1-1); 2000 Census of

Population, Profiles of General Demographic Characteristics, United States,
www.census.gov/prod/cen2000/dp1/2kh00.pdf accessed on September 27,
2001; Projections of the Total Resident Population by 5-Year Age Groups,

and Sex with Special Age Categories: Middle Series, 2006 to 2010 through
2050 to 2070, www.census.gov/population/projections/nation/summary/np-t3-c.txt
to np-t3-g.txt accessed on September 27, 2001.

Data table for figure 2. Percent of population in 3 age groups: United States, 1950, 2000, and 2050

Year All ages Under 18 years 18-64 years 65 years and over
Percent
1950 o 100.0 31.3 60.6 8.2
2000 .. 100.0 25.7 61.9 12.4
2050 .. 100.0 237 56.0 20.3

NOTES: Data are for the resident population. Data for 1950 exclude Alaska and Hawaii. See Appendix Il, Population.

SOURCES: U.S. Census Bureau, 1980 Census of Population, General Population Characteristics, United States Summary (PC80-1-B1) [includes data for
1950]; 2000 Census of Population, Profiles of General Demographic Characteristics, United States, www.census.gov/prod/cen2000/dp1/2kh00.pdf accessed on
September 27, 2001; Projections of the Total Resident Population by 5-Year Age Groups, and Sex with Special Age Categories: Middle Series, 2050 to 2070,

www.census.gov/population/projections/nation/summary/np-t3-g.txt accessed on September 27, 2001.
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Data table for figure 3. Percent of population in selected race and Hispanic origin groups by age: United States, 1980-2000

All ages Under 18 years 18 years and over
Race and Hispanic origin 1980 1990 2000 1980 1990 2000 1980 1990 2000
Percent

Total . ... 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Hispanic or Latino . ................... 6.4 9.0 12.5 8.8 12.2 171 5.5 7.9 11.0
Not Hispanic or Latino

White . ... .. .. 79.7 75.6 69.1 74.0 68.9 60.9 82.0 78.0 72.0

Black or African American . ............ 11.5 1.7 12.1 14.5 14.7 14.7 10.3 10.7 1.2

Asian or Pacific Islander . ............. 1.6 2.8 3.7 1.7 3.1 3.5 15 2.7 3.8

American Indian or Alaska Native ....... 0.6 0.7 0.7 0.8 1.0 0.9 0.5 0.6 0.7

Otherrace ............. ... .. ...... 0.1 0.1 0.2 0.2 0.2 0.3 0.1 0.1 0.1

20rMOre raCesS .. ......uuuuuuunennn. 1.6 2.6 1.3

... Category not applicable.

NOTES: Data are for the resident population. Persons of Hispanic origin may be of any race. Race data for 2000 are not directly comparable with data from
1980 and 1990. Individuals could report only one race in 1980 and 1990, and more than one race in 2000. Persons who selected more than one race in 2000
are shown as having two or more races and are not included in any other racial category; persons in single race categories in 2000 selected only one race. In
2000 the category, Asian or Pacific Islander, includes Asian and Native Hawaiian or Other Pacific Islander. See Appendix I, Hispanic origin and Race.

SOURCES: U.S. Census Bureau, 1980 Census of Population PC80-1-C1, tables 100, 121, 131, and 167; 1990 Census of Population 1990-CP-1-1, table 3; and
Census 2000 Redistricting Data (P.L. 94—171), www.census.gov/population/cen2000/phc-t1/tab01.pdf, accessed on August 17, 2001.
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Data table for figure 4. Low income population by age, race,
and Hispanic origin: United States, 2000
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Age, race, and Hispanic origin Poor Near poor
Percent
All races and origins
Allages . ............... 11.3 17.9
Under 18 years .......... 16.1 21.3
1864 years ............ 9.4 14.8
65 years and over ........ 10.2 27.1
White, not Hispanic or Latino
Allages . ............... 7.5 14.7
Under 18 years .......... 9.3 16.3
1864 years ............ 6.7 11.6
65 years and over ........ 8.3 26.0
Black or African American
Allages . ............... 22.0 24.4
Under 18 years .......... 30.6 28.2
1864 years ............ 17.4 21.3
65 years and over ........ 22.4 32.3
Hispanic or Latino
Allages . ............... 21.2 30.1
Under 18 years .......... 28.0 34.2
1864 years ............ 17.4 27.0
65 years and over ........ 18.8 36.8

NOTES: Data are for the civilian noninstitutionalized population. Black race
includes persons of both Hispanic and non-Hispanic origin. Persons of
Hispanic origin may be of any race. Poor is defined as family income less
than 100 percent of the poverty level and near poor as 100-199 percent of
the poverty level. See Appendix Il, Poverty level. See related Health, United
States, 2002, table 2.

SOURCES: Dalaker J. Poverty in the United States: 2000. Current
population reports, series P-60 no 214. Washington, DC: U.S. Government
Printing Office. 2001; Table 2. Age, Sex, Household Relationship, Race and
Hispanic Origin by Ratio of Income to Poverty Level: 2000,
ferret.bls.census.gov/macro/032001/pov/new02_001.htm to new02_006.htm
accessed on March 26, 2002.
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Data table for figure 5. Health insurance coverage among persons under 65 years of age: United States, 1984-2000

Health insurance coverage

Private Medicaid Uninsured

Year Percent SE Percent SE Percent SE
1984 . 771 0.6 6.7 0.3 14.3 0.4
1989 ... 76.2 04 71 0.2 15.3 0.3
1994 70.3 0.4 11.0 0.3 17.3 0.3
1995 . 71.6 0.4 1.3 0.2 15.9 0.2
1996 . . .. 71.5 0.5 10.9 0.3 16.5 0.3
1997 70.9 0.3 9.6 0.2 17.4 0.2
1998 . ... 72.3 0.4 8.8 0.2 16.5 0.2
1999 ... 72.9 0.3 9.0 0.2 16.1 0.2
2000 ... 7.7 0.3 9.4 0.2 16.8 0.2

SE Standard error.

NOTES: Data are for the civilian noninstitutionalized population. Percents are age adjusted to the 2000 standard population using three age groups: under 18
years, 18-44 years, and 45-64 years. Medicaid includes other public assistance through 1996; includes State-sponsored health plans starting in 1997; and
includes Child Health Insurance Program (CHIP) starting in 1999. Uninsured persons are not covered by private insurance, Medicaid, CHIP, public assistance
(through 1996), State-sponsored or other government-sponsored health plans (starting in 1997), Medicare, or military plans. Percents do not add to 100
because the percent of persons with Medicare, military plans, and other government-sponsored plans is not shown and because persons with both private

insurance and Medicaid appear in both categories. See Appendix Il, Age adjustment and Health insurance coverage. See related Health, United States, 2002,

tables 127-129.
SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview Survey.
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Data table for figure 6. No health insurance coverage among
persons under 65 years of age by selected characteristics:
United States, 2000
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Characteristic Percent SE
Age

Under18years ............ 12.4 0.3
1824 years .............. 29.7 0.7
25-34years .............. 22.7 0.5
35-44vyears .............. 16.8 0.4
45-54years .............. 12.8 0.3
55-64years .............. 12,5 0.4

Percent of poverty level

Below 100 percent . . .. ...... 34.2 0.8
100-149 percent .. ......... 36.5 1.0
150-199 percent ... ........ 27.3 0.9
200 percentormore ........ 8.7 0.2

Hispanic or Latino

Mexican . ................ 39.9 0.9
Puerto Rican . . ............ 16.4 1.3
Cuban .................. 25.2 2.2
Other Hispanic . ........... 32.7 1.4

Not Hispanic or Latino

Whiteonly ............... 12,5 0.3
Black or African American only . 20.0 0.6

SE Standard error.

NOTES: Data are for the civilian noninstitutionalized population. Percents by
poverty level, race, and Hispanic origin are age adjusted to the year 2000
standard population using three age groups: under 18 years, 18—44 years,
and 45-64 years. Persons of Hispanic origin may be of any race. Uninsured
persons are not covered by private insurance, Medicaid, Child Health
Insurance Program (CHIP), State-sponsored or other government-
sponsored health plans, Medicare, or military plans. Percent of poverty level
was unknown for 26 percent of sample persons under 65 years of age in
2000. See Appendix I, Age adjustment, Health insurance coverage,
Poverty, and Race. See related Health, United States, 2002, table 129.

SOURCE: Centers for Disease Control and Prevention, National Center for
Health Statistics, National Health Interview Survey.
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Data table for figure 7. Cigarette smoking among men, women, high school students, and mothers during pregnancy:
United States, 1965-2001
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Mothers
during
Men Women High school students pregnancy
Year Percent SE Percent SE Percent SE Percent
1965 . ... 51.2 0.3 33.7 0.3 --- --- ---
1974 . 42.8 0.5 32.2 0.4 --- --- ---
1979 .. 37.0 0.5 30.1 0.5 --- --- ---
1983 ... 34.8 0.6 29.4 0.4 .- .- .-
1985 . ... 32.2 0.5 27.9 0.4 .- .- ...
1987 .. 30.9 0.4 26.5 0.4 .- --- ---
1988 ... 30.3 0.4 25.7 0.3 --- --- ---
1989 ... ... --- --- --- --- --- --- 19.5
1990 ... ... 28.0 0.4 22.9 0.3 .- .- 18.4
1991 .. 27.6 0.4 23.5 0.3 27.5 1.4 17.8
1992 .. 28.1 0.5 24.6 0.5 --- --- 16.9
1993 .. 27.3 0.6 22.6 0.4 30.5 1.0 15.8
1994 ... 27.6 0.5 23.1 0.5 .- .- 14.6
1995 . ... 26.5 0.6 22.7 0.5 34.8 1.1 13.9
1996 ... ... 13.6
1997 . 27.1 0.4 22.2 0.4 36.4 1.2 13.2
1998 . ... 25.9 0.4 22.1 0.4 .- .- 12.9
1999 .. ... 25.2 0.5 21.6 0.4 34.8 1.3 12.6
2000 ... 25.2 0.4 21.1 0.4 .- .- 12.2
2001 ... 28.5 1.0

SE Standard error.
- - - Data not available.

NOTES: Data for men and women are for the civilian noninstitutionalized population. Percents for men and women are age adjusted to the 2000 standard
population using five age groups: 18-24 years, 25-34 years, 35-44 years, 45-64 years, and 65 years and over. Cigarette smoking is defined as follows: among
men and women 18 years and over, those who ever smoked 100 cigarettes in their lifetime and now smoke every day or some days; among high school
students (grades 9-12), those who smoked cigarettes on 1 or more of the 30 days preceding the survey; and among mothers with a live birth, those who
smoked during pregnancy. See Appendix I, Age adjustment and Cigarette smoking. See related Health, United States, 2002, tables 11 and 61.

SOURCES: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview Survey (data for men and women);
National Vital Statistics System (data for mothers during pregnancy); National Center for Chronic Disease Prevention and Health Promotion, Youth Risk
Behavior Survey (data for high school students).
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Data table for figure 8. Overweight and obesity by age: United States, 1960—99
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Children, 611 years Adolescents, 12-19 years Adults, 20-74 years
Overweight Overweight Obesity

Year Percent SE Percent SE Percent SE  Percent SE
196062 .. ... ... .. --- --- --- --- 44.8 1.0 13.3 0.6
1963-65 . . .ot 4.2 0.4
1966-70 . . .. 4.6 0.3
1971-74 .. .. 4.0 0.5 6.1 0.7 47.7 0.7 14.6 0.5
1976-80 . . . .. 6.5 0.6 5.0 0.6 47.4 0.8 15.1 0.5
1988-94 . . . ... 1.4 1.0 10.5 0.9 56.0 0.9 23.3 0.7
1999 .. 13.0 14.0 61.0 27.0

SE Standard error.
- - - Data not available.

NOTES: Data are for the civilian noninstitutionalized population. Percents for adults are age adjusted to the 2000 standard population using five age groups:
20-34 years, 35-44 years, 45-54 years, 55—-64 years, and 65-74 years. Overweight for children is defined as a body mass index (BMI) at or above the sex-
and age-specific 95th percentile BMI cut points from the 2000 CDC Growth Charts: United States. Overweight for adults is defined as a BMI greater than or
equal to 25 and obesity as a BMI greater than or equal to 30. Data for 1966—70 are for adolescents 12—17 years, not 12-19 years. Pregnant adolescents were
excluded beginning in 1971-74. Pregnant women 20 years of age and over were excluded in all years. 1999 data are preliminary estimates from the 1999
National Health and Nutrition Examination Survey (NHANES). 1999 data are limited in sample size and geographic coverage and, therefore, are subject to more
sampling error than multi-year NHANES. As a result, annual prevalence estimates may fluctuate more than those from multi-year NHANES. See Appendix II,
Age adjustment and Body mass index (BMI). See related Health, United States, 2002, tables 70 and 71.

SOURCES: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Examination Survey and National Health and
Nutrition Examination Survey.

Data table for figure 9. High school students not engaging in recommended amounts of physical activity (neither moderate nor
vigorous) by grade and sex: United States, 2001

All students Male students Female students
Grade Percent SE Percent SE Percent SE
Grade 9 ......... .. ... 24.3 14 20.1 1.6 28.1 1.9
Grade 10 . ... .. ... .. ... 29.6 0.9 23.6 1.1 35.6 1.7
Grade 11 . ....... ... .. ... .. ..... 34.4 1.2 24.4 1.3 44.2 1.6
Grade 12 . ........ ... ... ... ... 38.9 14 29.5 2.1 47.9 1.2
Allgrades . ........... .. 31.2 0.7 24.2 0.8 37.9 1.2

SE Standard error.

NOTES: The recommended amount of moderate physical activity for high school students is at least 30 minutes of activities, which do not cause sweating or
hard breathing, on 5 or more of the past 7 days. The recommended amount of vigorous physical activity is at least 20 minutes of activities, which cause
sweating and hard breathing, on 3 or more of the past 7 days. The recommended amounts of physical activity for high school students are based on the
Healthy People 2010 objectives 22—6 and 22—7 (moderate and vigorous activity in adolescents).

SOURCE: Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Youth Risk Behavior Survey.
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Data table for figure 10. Adults not engaging in leisure-time physical activity by age and sex: United States, 2000

Total Men Women
Age Percent SE Percent SE Percent SE
1824 vyears ................ 30.7 1.0 25.9 1.4 35.5 1.4
25-44years . ... ... 33.8 0.6 31.6 0.8 36.0 0.7
45-64years .. ... 41.0 0.7 40.6 1.0 41.5 0.8
65-74years ................ 46.2 1.1 42.0 1.6 49.7 1.3
75yearsandover ............ 59.4 1.2 52.6 2.0 63.7 1.3

SE Standard error.

NOTES: Data are for the civilian noninstitutionalized population. Leisure-time physical inactivity is defined as not engaging in at least 10 minutes of physical
activity which causes an increase in sweating, breathing, or heart rate.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview Survey.

Data table for figure 11. Early prenatal care among mothers: Data table for figure 12. Early prenatal care by detailed race
United States, 1970-2000 and Hispanic origin of mother: United States, 2000
Year Percent Race and Hispanic origin
of mother Percent

1970 .. 68.0
1975 72.4 White, not Hispanic or Latino .............. 88.5
1980 . o oo 76.3 Black or African American, not Hispanic
1985 76.0 orlLatino ....... ... ... .. 74.3
1990 o 75.8 Hispanic or Latino ...................... 74.4
1993 . 78.9 Cuban ....... ... .. .. 91.7
1994 80.2 PuertoRican . ....................... 78.5
1995 81.3 Central and South American ... .......... 77.6
1996 . 81.9 Other and unknown Hispanic or Latino ... ... 75.8
1997 825 Mexican . ........... .. ... ... .. 72.9
1998 808 Asian or Pacific Islander . . . . ....... ... ... 84.0
1999 83.0 Japanese ........... .. ... ... 91.0
2000 83.0 Chinese . .......... i 87.6

Filipino . ...... .. ... .. .. . . 84.9
NOTES: Early prenatal care begins during the first trimester of pregnancy. Other Asian or Pacific Islander . . .......... 82.5
See related Health, United States, 2002, table 6. Hawaiian . .......... ... ... ... ...... 79.9
SOURCE: Centers for Disease Control and Prevention, National Center for American Indian or Alaska Native ........... 69.3

Health Statistics, National Vital Statistics System.

NOTES: Early prenatal care begins during the first trimester of pregnancy.

Hispanic origin categories include persons of any race. The race groups,
Asian or Pacific Islander and American Indian or Alaska Native, include
persons of Hispanic and non-Hispanic origin. See related Health, United
States, 2002, table 6.

SOURCE: Centers for Disease Control and Prevention, National Center for

Health Statistics, National Vital Statistics System.
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Data table for figure 13. Influenza and pneumococcal vaccination among adults 65 years of age and over: United States, 1989—

(o]
T
-~—
(7]
(¢})
e
=
2
L
S
O
e
@
2
S
-
M
C
(]

2000

Influenza vaccination Pneumococcal

during past 12 months vaccination ever

Year Percent SE Percent SE

1989 . ... 31.0 0.5 14.3 0.4
1990 . ...
1991 .. 42.3 0.7 21.5 0.6
1992 . ...
1993 . ... 52.3 0.9 28.5 0.8
1994 . .. 55.6 0.9 29.9 0.8
1995 . ... 58.8 0.9 34.5 0.9
1996 .. ...
1997 . 63.5 0.7 42.6 0.7
1998 . ... 63.6 0.7 46.3 0.8
1999 ... ... 65.9 0.8 49.9 0.8
2000 ... 64.5 0.7 53.2 0.8

SE Standard error.
- - - Data not available.

NOTES: Data are for the civilian noninstitutionalized population and are age adjusted to the 2000 standard population using two age groups: 65-74 years and
75 years and over. See Appendix I, Age adjustment.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview Survey.

Data table for figure 14. Influenza and pneumococcal vaccination among adults 65 years of age and over by race and Hispanic
origin: United States, 2000

Influenza vaccination Pneumococcal
during past 12 months vaccination ever
Race and Hispanic origin Percent SE Percent SE
Not Hispanic or Latino
Whiteonly ..................... 66.7 0.8 56.9 0.8
Black or African American only . ... .. 48.2 2.3 30.8 2.1
Hispanic or Latino . ................ 55.6 2.6 30.5 2.7

SE Standard error.

NOTES: Data are for the civilian noninstitutionalized population and are age adjusted to the 2000 standard population using two age groups: 65-74 years and
75 years and over. Hispanics may be of any race. See Appendix Il, Age adjustment and Race.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview Survey.
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Data table for figure 15. Limitation of activity caused by 1 or more chronic health conditions among children by sex and age:
United States, 1998-2000

Limitation of activity indicated
by patrticipation in special

education or early intervention All other limitation Any limitation
services only of activity of activity
Sex and age Percent SE Percent SE Percent SE
Boys
Under5years .................. 2.2 0.2 1.6 0.2 3.8 0.2
5-11years .................... 6.5 0.2 2.4 0.2 8.9 0.3
12-17vyears ................... 6.8 0.3 25 0.2 9.3 0.3
Girls
Under5years .................. 1.1 0.1 1.1 0.1 2.2 0.2
5-11years .......... .. ... ..... 3.7 0.2 1.2 0.1 4.8 0.3
12-17vyears ................... 3.4 0.2 1.8 0.2 5.2 0.3

SE Standard error.

NOTES: Data are for noninstitutionalized children. Children with limitation of activity caused by chronic health conditions may be identified by enroliment in
special programs (special education or early intervention services) or by some other activity limitation. The category, all other limitation of activity, may include
children receiving special education or early intervention services. In 1998 data cover only July-December due to an error with the computer-assisted personal
interview (CAPI) during January—June. See Appendix Il, Limitation of activity.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview Survey.

Data table for figure 16. Limitation of activity caused by 1 or more chronic health conditions among adults by age: United States,
1998-2000

ADL limitation IADL limitation Any limitation of activity

Age Percent SE Percent SE Percent SE

18-44 years ......... ... 0.4 0.0 1.0 0.0 6.2 0.1
45-64years .. ... 1.2 0.1 2.9 0.1 16.2 0.2
65-74years ................ .. ... 3.2 0.2 6.5 0.2 27.5 0.4
75yearsandover ................. 9.6 0.3 19.6 0.4 46.0 0.6

SE Standard error.

NOTES: Data are for the civilian noninstitutionalized population. Limitation of activity is assessed by asking respondents a series of questions about limitations
in their ability to perform activities usual for their age group because of a physical, mental, or emotional problem. Respondents are asked about limitations in
activities of daily living (ADLs), instrumental activities of daily living (IADLs), limitations in work, walking, memory, and other activities. Persons may report
limitations for an ADL, an IADL, and some other activity. Any limitation of activity may include limitations in ADLs and IADLs. For adults identified as having
limitation of activity, the causal health conditions are determined and respondents are considered limited if one or more of these conditions is chronic. In 1998
data cover only July-December due to an error with the computer-assisted personal interview (CAPI) during January—June. See Appendix Il, Activities of daily
living, Instrumental activities of daily living, and Limitation of activity. See related Health, United States, 2002, table 58.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview Survey.
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Data table for figure 17. Selected chronic health conditions causing limitation of activity among adults by age: United States,
1998-2000

Number of persons with limitation of activity caused by
selected chronic health conditions per 1,000 population

18-44 years 45-64 years 65-74 years 75 years and over

Type of chronic health condition Rate SE Rate SE Rate SE Rate SE

Mental iliness . .......... ... .. ... ..... 10.4 0.4 18.6 0.8 1.4 1.0 10.7 1.0
Diabetes . . ........ ... ... ... 2.6 0.2 18.5 0.7 38.4 1.8 42.5 2.0
Fractures/jointinjury .. ................ 6.8 0.3 15.9 0.7 25.4 1.4 48.6 2.2
Vision/hearing . . ........ ... ... .. ... 4.2 0.3 13.8 0.6 31.2 1.6 82.5 3.0
Heart/other circulatory .. ............... 5.4 0.3 45.5 1.2 110.8 3.0 170.9 4.1
Arthritis/other musculoskeletal . . .......... 22.0 0.6 73.2 1.5 117.8 3.1 193.1 4.3

SE Standard error.

NOTES: Data are for the civilian noninstitutionalized population. Selected chronic health conditions include the three leading causes of activity limitation among
adults in each age category. Conditions refer to response categories in the National Health Interview Survey; some conditions include several response
categories. “Mental iliness” includes depression, anxiety or emotional problem, and other mental conditions. “Heart/other circulatory” includes heart problem,
stroke problem, hypertension or high blood pressure, and other circulatory system conditions. “Arthritis/other musculoskeletal” includes arthritis/rheumatism,
back or neck problem, and other musculoskeletal system conditions. Persons may report more than one chronic health condition as the cause of their activity
limitation. In 1998 data cover only July-December due to an error with the computer-assisted personal interview (CAPI) during January—June. See Appendix I,
Activities of daily living, Instrumental activities of daily living, and Limitation of activity.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview Survey.

Data table for figure 18. Life expectancy at birth and at 65 years of age by sex: United States, 1901-99

At birth At 65 years

Year Male Female Male Female

Life expectancy in years

1900-02 . ......... ... 47.9 50.7 11.5 12.2
190911 ... 49.9 53.2 1.2 12.0
1919-21 . ... ... 55.5 57.4 12.2 12.7
1929-31 ... ... 57.7 60.9 1.7 12.8
193941 ... ... 61.6 65.9 121 13.6
1949-51 .. ... ... 65.5 71.0 12.7 15.0
195961 .. ... . 66.8 73.2 13.0 15.8
1969-71 .. ... ... 67.0 74.6 13.0 16.8
1979-81 . ... ... 70.1 77.6 14.2 18.4
1989-91 ... ... 71.8 78.8 151 19.0
1997 73.6 79.4 15.9 19.2
1998 . ... 73.8 79.5 16.0 19.2
1999 ... 73.9 79.4 16.1 19.1

NOTES: Life expectancies prior to 1997 are from decennial life tables based on census data and deaths for a 3-year period around the census year. Beginning
in 1997, the annual life tables are complete life tables based on a methodology similar to that used for decennial life tables. Alaska and Hawaii were included
beginning in 1959. For decennial periods prior to 1929-31, data are limited to registration States: 1900-02 and 1909—-11, 10 States and the District of Columbia;
1919-21, 34 States and the District of Columbia. Deaths to nonresidents were excluded beginning in 1970. See Appendix Il, Life expectancy. See related
Health, United States, 2002, table 28.

SOURCES: Anderson RN. United States life tables, 1997. National vital statistics reports; vol 47 no 28. Hyattsville, Maryland: National Center for Health
Statistics. 1999 (data for 1900-97); Anderson RN. United States life tables, 1998. National vital statistics reports; vol 48 no 18. Hyattsville, Maryland: National
Center for Health Statistics. 2001 (data for 1998); Hoyert DL, Arias E, Smith BL. Deaths: Final data for 1999. National vital statistics reports; vol 49 no 8.
Hyattsville, Maryland: National Center for Health Statistics. 2001 (data for 1999).
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Data table for figure 19. Infant, neonatal, and postneonatal Data table for figure 20. Infant mortality rates by detailed race »

mortality rates: United States, 1950-99 and Hispanic origin of mother: United States, 1997-99 ah

Post- Race and Hispanic origin Infant deaths —

Year Infant Neonatal ~ neonatal of mother per 1,000 live births g |

Deaths per 1,000 live births White, not Hispanic or Latino ....... 5.9 "g

Black or African American, not Hispanic -

:ggg """"""" gzs ?gg 3; orLatino ..................... 13.9 8
""""""" ’ ’ ’ Hispanic or Latino ............... 5.8

1970 e 20.0 151 4.9 Puerto Rican ................. 8.0 —

1980 .............. 12.6 8.5 41 Other and unknown Hispanic o A)

1985 ...l 10.6 7.0 3.7 Latino ......... .. .. ... ..... 6.7 o0
1990 ... 9.2 5.8 3.4 Mexican . ................... 5.6
1995 ... 7.6 4.9 2.7 Central and South American . ... .. 5.1
1996 ... 7.3 4.8 25 Cuban . ........ ... ... . ... 4.6
1997 ..o 7.2 4.8 25 Asian or Pacific Islander . .. ........ 5.1
1998 ...l 7.2 4.8 24 Hawaiian .. .................. 8.6
1999 ... 71 4.7 2.3 Filpino ... 6.0
Other Asian or Pacific Islander . . . . . 52
NOTES: Infant is defined as under 1 year of age, neonatal as under 28 Japanes 4.1

days of age, and postneonatal as between 28 days and 1 year of age. See panese ... :

related Health, United States, 2002, table 20. Chinese . .................... 3.3
SOURCE: Centers for Disease Control and Prevention, National Center for American Indian or Alaska Native . . . . 9.1

Health Statistics, National Vital Statistics System.

NOTES: Infant is defined as under 1 year of age. Hispanic origin categories
include persons of any race. The race groups, Asian or Pacific Islander and
American Indian or Alaska Native, include persons of Hispanic and
non-Hispanic origin. See related Health, United States, 2002, table 20.

SOURCE: Centers for Disease Control and Prevention, National Center for
Health Statistics, National Vital Statistics System, National Linked Birth/
Infant Death Data Sets.
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Data table for figure 21. Death rates for leading causes of death among persons 1-24 years of age: United States, 1950-99

1-24 years 15-24 years
Al Unintentional Heart Al Unintentional Heart
Year causes injuries Homicide Suicide Cancer disease causes injuries Homicide Suicide Cancer disease
Deaths per 100,000 population Deaths per 100,000 population
1950 ... .. 100.8 38.1 2.7 1.9 8.3 3.9 128.1 54.8 5.8 4.5 8.6 6.8
1960 ............ 81.2 36.3 2.6 2.3 8.1 2.4 106.3 56.0 5.6 5.2 8.3 4.0
1970 ... ... 83.6 41.8 5.3 3.7 7.2 1.8 127.7 68.7 11.3 8.8 8.3 3.0
1980 ............ 70.7 35.8 7.2 5.2 5.1 2.0 115.4 61.7 15.4 12.3 6.3 2.9
1985 ... 58.6 28.3 5.7 5.6 4.3 1.9 94.9 47.9 1.7 12.8 5.4 2.8
1990 .......... .. 58.4 252 9.1 5.7 3.9 1.7 99.2 43.9 19.7 13.2 4.9 2.5
1995 ... ... 55.2 221 9.3 5.8 3.5 1.8 95.3 38.5 20.0 13.3 4.6 2.9
1996 . ......... .. 52.1 21.6 8.3 5.2 3.4 1.7 89.6 38.1 17.9 12.0 45 2.7
1997 ... 49.9 20.8 7.7 5.0 35 1.8 86.2 36.5 16.6 1.4 45 3.0
1998 ... ... ... 47.8 20.3 6.9 4.9 3.4 1.7 82.3 35.9 14.6 111 4.6 2.8
1998 (Comparability-

modified) . .. ... ... 47.8 20.9 6.9 4.9 3.4 1.7 82.3 37.0 14.6 11.1 4.6 2.8
1999 ... 47.0 20.2 6.3 4.5 3.4 1.6 81.2 36.2 13.2 10.3 4.6 2.8

NOTES: Death rates for 1-24 years of age are age adjusted to the year 2000 standard population using three age groups: 1-4 years, 5-14 years, and 15-24
years. Causes of death shown are the five leading causes of death among persons 1-24 years of age in 1999. 1950 death rates are based on the sixth revision
of the International Classification of Disease (ICD-6), 1960 death rates on the ICD-7, 1970 death rates on the ICDA-8, and 1980-98 death rates on the ICD-9.
1998 (Comparability-modified) death rates use comparability ratios to adjust the rate to be comparable to records classified according to the ICD-10. 1999
death rates are based on the ICD-10. Comparability ratios for selected ICD revisions are available at www.cdc.gov/nchs/data/comp2.pdf. Homicide refers to
deaths due to assault. Suicide refers to deaths from intentional self-harm. Suicide is not a cause of death for children under 5 years of age. Cancer refers to
malignant neoplasms. See Appendix I, Age adjustment, Cause of death, and Comparability ratio. See related Health, United States, 2002, tables 36, 37, 39, 46,
and 47.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics System.

Data table for figure 22. Percent of deaths due to
leading causes of death among persons 1-24 years of age:
United States, 1999

Cause of death 1-24 years 15-24 years
Percent
Unintentional injuries . ... .. 42.9 44.5
Homicide .............. 13.4 16.3
Suicide . ............... 9.5 12.7
Cancer ................ 7.3 5.6
Heart disease ........... 3.5 3.5
Othercauses ........... 23.5 17.3

NOTES: 1999 deaths are coded according to the tenth revision of the
International Classification of Disease (ICD-10). Homicide refers to deaths
due to assault. Suicide refers to deaths from intentional self-harm. Suicide is
not a cause of death for children under 5 years of age. Cancer refers to
malignant neoplasms. See Appendix I, Cause of death. See related Health,
United States, 2002, tables 37, 39, 46, and 47.

SOURCE: Centers for Disease Control and Prevention, National Center for
Health Statistics, National Vital Statistics System.
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Data table for figure 23. Death rates for leading causes of death among persons 25-44 years of age: United States, 1950-99
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Human

immuno-

deficiency

All Unintentional Heart virus (HIV)

Year causes injuries Cancer disease Suicide Year disease

Deaths per 100,000 population Deaths per 100,000 population

1950 . ... 276.9 45.7 43.3 55.9 11.9 1987 ... ... 13.0
1960 . ... 229.8 41.9 41.4 47.8 1283 1988 . ... ... 16.0
1970 ... 2431 49.7 39.9 41.6 15,6 1989 . ... ... ... .. ... 21.0
1980 ... 185.9 41.4 32.7 28.1 157 1990 ... ... 23.9
1985 .. ... 169.8 34.6 31.0 24.6 149 1991 ... ... 271
1990 ... ... 185.0 33.9 29.3 20.6 1583 1992 .. ... 30.6
1995 . ... 195.6 33.2 27.4 21.3 15683 1993 .. ... 33.6
1996 .. ... 178.3 32.4 26.9 20.4 15,0 1994 ... ... ... 37.4
1997 163.1 325 26.5 20.2 148 1995 .. ... ... ... 37.4
1998 . ... 158.7 32.7 26.0 20.4 147 1996 ... ... 26.2
1998 (Comparability-modified) ...  158.7 33.7 26.1 20.1 146 1997 ... ... ... 13.4
1999 . ... 157.9 32.8 25.2 20.2 140 1998 . ... ... .. ... ... ... 10.4
1998 (Comparability-modified) . . . 12.0
1999 . ... 10.9

NOTES: Death rates are age adjusted to the year 2000 standard population using two age groups: 25-34 years and 35-44 years. Causes of death shown are
the five leading causes of death among persons 25-44 years of age in 1999. 1950 death rates are based on the sixth revision of the International Classification
of Disease (ICD-6), 1960 death rates on the ICD-7, 1970 death rates on the ICDA-8, and 1980-98 death rates on the ICD-9. 1998 (Comparability-modified)
death rates use comparability ratios to adjust the rate to be comparable to records classified according to the ICD—10. 1999 death rates are based on the
ICD-10. Comparability ratios for selected ICD revisions are available at www.cdc.gov/nchs/data/comp2.pdf. Cancer refers to malignant neoplasms. Suicide
refers to deaths from intentional self-harm. See Appendix I, Age adjustment, Cause of death, and Comparability ratio. See related Health, United States, 2002,
tables 36, 37, 39, 43, and 47.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics System.

Data table for figure 24. Percent of deaths due to leading
causes of death among persons 25-44 years of age:
United States, 1999

Cause of death Percent
Unintentional injuries . . ................... 20.8
Cancer . ... .. 15.9
Heartdisease ............ ... .. ... ...... 12.8
Suicide .. ... 8.9
Human immunodeficiency virus (HIV) disease . .. 6.9
Othercauses .......................... 34.8

NOTES: 1999 deaths are coded according to the tenth revision of the
International Classification of Disease (ICD-10). Cancer refers to malignant
neoplasms. Suicide refers to deaths from intentional self-harm. See
Appendix I, Cause of death. See related Health, United States, 2002,
tables 37, 39, 43, and 47.

SOURCE: Centers for Disease Control and Prevention, National Center for
Health Statistics, National Vital Statistics System.

Chartbook on Trends in the Health of Americans | Health, United States, 2002 67




Data table for figure 25. Death rates for leading causes of death among persons 45-64 years of age: United States, 1950-99

Chronic lower
Heart Unintentional respiratory
Year All causes Cancer disease injuries Stroke diseases

Deaths per 100,000 population
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1950 . 1,265.3 259.8 504.8 60.0 119.0 .-
1960 .. 1,140.7 263.4 454.9 53.4 87.7 .-
1970 1,094.9 277.0 401.0 57.3 70.8 .-
1980 .\t 883.5 280.6 303.5 40.4 40.9 227
1985 . 823.7 281.9 267.4 33.7 34.5 25.0
1990 . 757.6 2731 2175 31.3 30.2 247
1995 7172 2498 194.2 30.6 28.8 24.0
1996 .t 700.6 243.4 189.5 31.1 28.7 237
1997 679.4 2375 182.5 31.6 27.7 233
1998 662.0 231.1 174.3 31.9 26.7 226
1998 (Comparability-modified) . . . . . . 662.0 2327 171.8 32.9 28.3 237
1999 L 660.9 228.8 167.1 31.9 25.6 243

- - - Data not available.

NOTES: Death rates are age adjusted to the year 2000 standard population using two age groups: 45-54 years and 55-64 years. Causes of death are the five
leading causes of death among persons 45-64 years of age in 1999. 1950 death rates are based on the sixth revision of the International Classification of
Disease (ICD-6), 1960 death rates on the ICD-7, 1970 death rates on the ICDA-8, and 1980-98 death rates on the ICD-9. 1998 (Comparability-modified)
death rates use comparability ratios to adjust the rate to be comparable to records classified according to the ICD—10. 1999 death rates are based on the
ICD-10. Comparability ratios for selected ICD revisions are available at www.cdc.gov/nchs/data/comp2.pdf. Death rates for chronic lower respiratory diseases
are not available prior to 1980 because of changes in medical terminology and the classification of these terms in the relevant ICD revisions. Cancer refers to
malignant neoplasms. Stroke refers to cerebrovascular diseases. See Appendix I, Age adjustment, Cause of death, and Comparability ratio. See related Health,
United States, 2002, tables 37, 38, 39, and 42.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics System.

Data table for figure 26. Percent of deaths due to leading
causes of death among persons 45-64 years of age:
United States, 1999

Cause of death Percent
Cancer .. ... 34.6
Heartdisease ............. ... ......... 25.3
Unintentional injuries .. .................. 4.8
Stroke . ... 3.9
Chronic lower respiratory diseases .......... 3.7
Othercauses ...................o. ... 27.7

NOTES: 1999 deaths are coded according to the tenth revision of the
International Classification of Disease (ICD-10). Cancer refers to malignant
neoplasms. Stroke refers to cerebrovascular diseases. See Appendix II,
Cause of death. See related Health, United States, 2002, tables 37, 38, 39,
and 42.

SOURCE: Centers for Disease Control and Prevention, National Center for
Health Statistics, National Vital Statistics System.
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Data table for figure 27. Death rates due to leading causes of death among persons 65 years of age and over: United States,
1950-99

Chronic lower Influenza
Heart respiratory and
Year All causes disease Cancer Stroke diseases pneumonia

Deaths per 100,000 population

1950 ... 7,933.3 3,613.3 952.4 1,188.8 --- 273.0
1960 ... 7,536.4 3,503.6 950.9 1,225.9 --- 317.7
1970 ... 6,717.5 3,089.4 971.0 1,015.5 --- 243.9
1980 ... 5,900.2 2,652.9 1,060.2 675.3 180.7 215.8
1985 ... 5,694.0 2,431.0 1,091.2 532.6 225.5 242.9
1990 . ... 5,395.9 2,108.8 1,149.3 453.1 246.8 260.7
1995 ... 5,313.8 1,946.1 1,161.6 443.3 273.5 239.7
1996 . ... 5,265.9 1,893.6 1,150.4 437.9 277.9 235.5
1997 ... 5,226.6 1,844.0 1,137.9 428.8 282.9 238.4
1998 .. ... 5,181.4 1,794.8 1,124.8 412.4 288.0 247.4
1998 (Comparability-modified) ... ... 5,181.4 1,769.4 1,132.5 436.7 301.8 172.8
1999 ... 5,237.5 1,771.5 1,132.8 434.0 314.6 167.5

- - - Data not available.

NOTES: Death rates are age adjusted to the year 2000 standard population using three age groups: 65-74 years, 75-84 years, and 85 years and over. Causes
of death shown are the five leading causes of death among persons 65 years of age and over in 1999. 1950 death rates are based on the sixth revision of the
International Classification of Disease (ICD-6), 1960 death rates on the ICD-7, 1970 death rates on the ICDA-8, and 1980-98 death rates on the ICD-9. 1998
(Comparability-modified) death rates use comparability ratios to adjust the rate to be comparable to records classified according to the ICD-10. 1999 death
rates are based on the ICD-10. Comparability ratios for selected ICD revisions are available at www.cdc.gov/nchs/data/comp2.pdf. Death rates for chronic lower
respiratory diseases are not shown prior to 1980 because of changes in medical terminology and the classification of these terms in the relevant ICD revisions.
Cancer refers to malignant neoplasms. Stroke refers to cerebrovascular diseases. See Appendix Il, Age adjustment, Cause of death, and Comparability ratio.
See related Health, United States, 2002, tables 36, 37, 38, 39, and 42.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics System.

Data table for figure 28. Percent of deaths due to leading
causes of death among persons 65 years of age and over:
United States, 1999

Cause of death Percent
Heartdisease ......................... 33.8
Cancer . ... 21.7
Stroke .. ... 8.3
Chronic lower respiratory diseases .......... 6.0
Influenza and pneumonia . ................ 3.2
Othercauses ......................... 27.0

NOTES: 1999 deaths are coded according to the tenth revision of the
International Classification of Disease (ICD-10). Cancer refers to malignant
neoplasms. Stroke refers to cerebrovascular diseases. See Appendix II,
Cause of death. See related Health, United States, 2002, tables 37, 38, 39,
and 42.

SOURCE: Centers for Disease Control and Prevention, National Center for
Health Statistics, National Vital Statistics System.
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Appendix |

Data Sources

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 Federal Government and private and global
agencies and 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.

Although a detailed description and comprehensive evaluation
of each data source are beyond the scope of this appendix,
users should be aware of the general strengths and
weaknesses of the different data collection systems. For
example, population-based surveys obtain socioeconomic
data, data on family characteristics, and information on the
impact of an illness, such as days lost from work or limitation
of activity. These data are limited by the amount of
information a respondent remembers or is willing to report.
Detailed medical information, such as precise diagnoses or
the types of operations performed, may not be known and, if
so, will not be reported. Health 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 populations covered by different data collection systems
may not be the same, and understanding the differences is
critical to interpreting the data. Data on vital statistics and
national expenditures cover the entire population. Most data
on morbidity and utilization of health resources cover only the
civilian noninstitutionalized population. Such statistics do not
include data 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
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their impact on the data. Where possible, table notes
describe the universe and method of data collection, to
enable the user to place his or her own evaluation on the
data. In many instances data do not add to totals because of
rounding.

Some information is collected in more than one survey and
estimates of the same statistic may vary among surveys
because of different survey methodologies, sampling frames,
questionnaires, definitions, and tabulation categories. For
example, cigarette use is measured by the National Health
Interview Survey, the National Household Survey of Drug
Abuse, the Monitoring the Future Survey, and the Youth Risk
Behavior Survey.

Overall estimates generally have relatively small sampling
errors, but estimates for certain population subgroups may be
based on small numbers and have relatively large 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 period, the
number of events that actually 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,
considerable caution must be observed in interpreting the
conditions described by the figures. Estimates that are
unreliable because of large sampling errors or small numbers
of events are noted with asterisks in selected tables. The
criteria used to designate unreliable estimates are indicated in
notes to the applicable tables.

Descriptive summaries of the data sets that follow provide a
general overview of study design, methods of data collection,
and reliability and validity of the data. The agency or
organization that sponsored the data collection is specified.
More complete and detailed discussions are in the
publications and Web sites listed at the end of each
summary. The entries are listed alphabetically by dataset
name.
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Government Sources

Abortion Surveillance

Centers for Disease Control and Prevention
National Center for Chronic Disease Prevention
and Health Promotion

In 1969 CDC'’s National Center for Chronic Disease
Prevention and Health Promotion (NCCDPHP) began abortion
surveillance to document the number and characteristics of
women obtaining legal induced abortions, monitor unintended
pregnancy, and assist efforts to identify and reduce
preventable causes of morbidity and mortality associated with
abortions. For each year from 1973-97 abortion data have
been available from 52 reporting areas: 50 States, the District
of Columbia, and New York City. Beginning in 1998, abortion
data are available only from 48 reporting areas coming from
central health agencies. The total number of legal induced
abortions is available for all reporting areas; however, not all
areas collect information on the characteristics of women who
obtain abortions. Furthermore the number of States reporting
each characteristic and the number of States with complete
data for each characteristic varies from year to year. State
data with more than 15 percent unknown for a given
characteristic are excluded from the analysis of that
characteristic.

For 48 reporting areas, data concerning the number and
characteristics of women who obtain legal induced abortions
are provided by central health agencies such as State health
departments and the health departments of New York City
and the District of Columbia. In general the procedures are
reported by the State in which the procedure is performed.
However, two reporting areas (the District of Columbia and
Wisconsin) report characteristics of abortions only for
area/State residents; characteristics for out-of-area/State
residents are unavailable.

The total number of abortions reported to CDC is about

10 percent less than the total estimated independently by the
Alan Guttmacher Institute (AGI), a not-for-profit organization
for reproductive health research, policy analysis, and public
education. See AGI Abortion Survey in Appendix | below.

For more information, see Centers for Disease Control and
Prevention, CDC Surveillance Summaries, May 2002.
Morbidity and Mortality Weekly Report 2002;51 (NoSS-3),
Abortion Surveillance—United States, 1998; or contact:
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Director, Division of Reproductive Health, NCCDPHP, CDC,
Atlanta, GA 30341; or visit the NCCDPHP surveillance and
research Web site at www.cdc.gov/nccdphp/drh/surveil.htm.

Aerometric Information Retrieval System (AIRS)

Environmental Protection Agency

The Environmental Protection Agency’s Aerometric Information
Retrieval System (AIRS) compiles data on ambient air levels
of particulate matter smaller than 10 microns (PM-10), lead,
carbon monoxide, sulphur dioxide, nitrogen dioxide, and
tropospheric ozone. These pollutants were identified in the
Clean Air Act of 1970 and in its 1977 and 1990 amendments
because they pose significant threats to public health. The
National Ambient Air Quality Standards (NAAQS) define for
each pollutant the maximum concentration level (micrograms
per cubic meter) that cannot be exceeded during specific time
intervals. Data shown in this publication reflect percent of the
population living in nonattainment areas that exceed the
NAAQS for a pollutant in a calendar year and population data
from the Bureau of the Census. For 1996 and later years,
estimates of the population in the year 2000 are used for this
calculation.

Nonattainment areas may include single counties, multiple
counties, parts of counties, municipalities, or combinations of
the preceding jurisdictions. When an area is designated as
“nonattainment,” it retains this status for 3 years, regardless
of annual changes in air quality. Nonattainment areas may
also include jurisdictions in which the source of the pollutants
is located, even if that jurisdiction meets all NAAQS. The
areas monitored may change over time to reflect changes in
air quality or the pollutants being monitored.

The EPA’s ambient air quality monitoring program is carried
out by State and local agencies and consists of three major
categories of monitoring stations, State and Local Air
Monitoring Stations (SLAMS), National Air Monitoring Stations
(NAMS), and Special Purpose Monitoring Stations (SPMS),
that measure the criteria pollutants. Additionally, a fourth
category of a monitoring station, the Photochemical
Assessment Monitoring Stations (PAMS), which measures
ozone precursors (approximately 60 volatile hydrocarbons and
carbonyl) has been required by the 1990 Amendments to the
Clean Air Act.

SLAMS consist of a network of about 4,000 monitoring
stations whose size and distribution is largely determined by
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the needs of State and local air pollution control agencies to
meet their respective State implementation plan requirements.
The NAMS (1,080 stations) are a subset of the SLAMS
network with emphasis being given to urban and multi-source
areas. In effect they are key sites under SLAMS, with
emphasis on areas of maximum concentrations and high
population density. SPMS provide for special studies needed
by the State and local agencies to support State
implementation plans and other air program activities. SPMS
are not permanently established and can be adjusted easily
to accommodate changing needs and priorities. SPMS are
used to supplement the fixed monitoring network as
circumstances require and resources permit.

For more information, write: Office of Air Quality Planning
and Standards, Environmental Protection Agency, Research
Triangle Park, NC 27711; or visit the EPA Office of

Air Quality Planning and Standards home page at
www.epa.gov/oar/oaqps.

AIDS Surveillance

Centers for Disease Control and Prevention
National Center for Chronic Disease Prevention
and Health Promotion

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 AIDS information: hospitals 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 disease reports). Using a standard confidential
case report form, the health departments collect information
that is then transmitted electronically to CDC without personal
identifiers.

AIDS surveillance data are used to detect epidemiologic
trends, to identify unusual cases requiring followup, and for
semiannual publication in the HIV/AIDS Surveillance Report.
Studies to determine the completeness of reporting of AIDS
cases meeting the national surveillance definition suggest
reporting at greater than or equal to 90 percent.

Decreases in AIDS incidence and in the number of AIDS
deaths, first noted in 1996, have been ascribed to the effect
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of new treatments, which prevent or delay the onset of AIDS
and premature death among HIV-infected persons, and result
in an increase in the number of persons living with HIV and
AIDS. A growing number of States require confidential
reporting of persons with HIV infection and participate in
CDC'’s integrated HIV/AIDS surveillance system that compiles
information on the population of persons newly diagnosed and
living with HIV infection.

For more information on AIDS surveillance, see: Centers for
Disease Control and Prevention. HIV/AIDS Surveillance
Report, published semiannually; or contact: Chief,
Surveillance Branch, Division of HIV/AIDS Prevention—
Surveillance and Epidemiology, National Center for HIV, STD,
and TB Prevention (NCHSTP), Centers for Disease Control
and Prevention, Atlanta, GA 30333; or visit the NCHSTP
home page at www.cdc.gov/nchstp/od/nchstp.html.

Census of Fatal Occupational Injuries (CFOI)

Bureau of Labor Statistics

The Census of Fatal Occupational Injuries (CFOI),
administered by the Bureau of Labor Statistics (BLS) in
conjunction with participating State agencies, compiles
comprehensive and timely information on fatal work injuries
occurring in the 50 States and the District of Columbia. To
compile counts that are as complete as possible, the BLS
census uses diverse sources to identify, verify, and profile
fatal work injuries. Key information about each workplace
fatality (occupation and other worker characteristics,
equipment or machinery involved, and circumstances of the
event) is obtained by cross-referencing the source records.
Work relationship is verified for each work injury fatality by
using at least two independent source documents. For a
fatality to be included in the census, the decedent must have
been employed (that is, working for pay, compensation, or
profit) at the time of the event, engaged in a legal work
activity, or present at the site of the incident as a requirement
of his or her job. These criteria are generally broader than
those used by Federal and State agencies administering
specific laws and regulations. Fatalities that occur during a
person’s commute to or from work are excluded from the
census counts.

Data for the CFOI are compiled from various Federal, State,
and local administrative sources—including death certificates,
workers’ compensation reports and claims, reports to various
regulatory agencies, medical examiner reports, and police
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reports—as well as news reports. Diverse sources are used
because studies have shown that no single source captures
all job-related fatalities. Source documents are matched so
that each fatality is counted only once. To ensure that a
fatality occurred while the decedent was at work, information
is verified from two or more independent source documents
or from a source document and a followup questionnaire.

States may identify additional fatal work injuries after data
collection closeout for a reference year. In addition, other
fatalities excluded from the published count because of
insufficient information to determine work relationship may
subsequently be verified as work related. States have up to 1
year to update their initial published State counts.
Occupational fatalities and rates shown in this report are
revised, except for the most recent year, and may differ from
original data published by CFOI. Increases in the published
counts based on additional information have averaged less
than 100 fatalities per year, or less than 1.5 percent of the
total.

For more information, see: Bureau of Labor Statistics,
National Census of Fatal Occupational Injuries, 2000.
Washington, DC. U.S. Department of Labor. August 2001; or
visit the CFOI Internet site at stats.bls.gov/oshfat1.htm.

Consumer Price Index (CPI)

Bureau of Labor Statistics

The Consumer Price Index (CPI) 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 covers residents of
metropolitan areas as well as residents of urban parts of
nonmetropolitan areas (about 87 percent of the U.S.
population in 2000).

In calculating the index, price changes for 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 measures price changes from a designated
reference date, 1982-84, which equals 100. An increase of
22 percent, for example, is shown as 122. Change can also
be expressed in dollars as follows: the price of a base period
“market basket” of goods and services bought by all urban
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consumers has risen from $100 in 1982-84 to $177.10 in
2001.

The current revision of the CPI, completed in 2000, reflects
spending patterns based on the Survey of Consumer
Expenditures from 1993 to 1995, the 1990 Census of
Population, and the ongoing Point-of-Purchase Survey. Using
an improved sample design, prices for the goods and
services required to calculate the index are collected in urban
areas throughout the country and from retail and service
establishments. Data on rents are collected from tenants of
rented housing and residents of owner-occupied housing
units. Food, fuels, and other goods and services are priced
monthly in urban locations. Price information is obtained
through visits or calls by trained BLS field representatives
using computer-assisted telephone interviews.

The earlier 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.

Effective January 1997 the hospital index was restructured by
combining the three categories—room, inpatient services, and
outpatient services—into one category, hospital services.
Differentiation between inpatient and outpatient and among
service types are under this broad category. In addition new
procedures for hospital data collection identify a payor,
diagnosis, and the payor's reimbursement arrangement from
selected hospital bills.

A new geographic sample and item structure were introduced
in January 1998 and expenditure weights were updated to
1993-95. Pricing of a new housing sample using computer-
assisted data collection started in June 1998. In January
1999 the index was rebased from the 1982-84 time period to
1993-95.

For more information, see: Bureau of Labor Statistics,
Handbook of Methods, BLS Bulletin 2490, U.S. Department of
Labor, Washington, DC. April 1997; Revising the Consumer
Price Index, Monthly Labor Review, Dec 1996. U.S.
Department of Labor, Bureau of Labor Statistics, Washington,
DC; IK Ford and D Ginsburg, Medical Care and the
Consumer Price Index, National Bureau of Economic
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Research, Research Studies in Income and Wealth vol. 62; or
visit the BLS home page at www.bls.gov.

Current Population Survey (CPS)

Bureau of the Census

The Current Population Survey (CPS) is a household sample
survey of the civilian noninstitutionalized population conducted
monthly by the U.S. Bureau of the Census for the
Department of Labor, Bureau of Labor Statistics (BLS). CPS
provides estimates of employment, unemployment, and other
characteristics of the general labor force, the population as a
whole, and various other population subgroups.

The CPS survey is conducted by the Bureau of the Census
for the Department of Labor. The CPS sample is located in
754 sample areas, with coverage in every State and the
District of Columbia. Beginning with 2001 estimates are based
on interviews of an expanded sample of 60,000 households
per month. Prior to 2001 estimates were based on 50,000
households per month. In an average month the nonresponse
rate is about 6-7 percent. In 1994 major changes were
introduced, which included a complete redesign of the
questionnaire and the introduction of computer-assisted
interviewing for the entire survey. In addition, there were
revisions to some of the labor force concepts and definitions.

The estimation procedure used involves inflation by the
reciprocal of the probability of selection, adjustment for
nonresponse, and ratio adjustment. Beginning in 1994 new
population controls that were based on the 1990 census
adjusted for the estimated population undercount were used.

For more information on the CPS, visit the BLS home page
at www.bls.gov/cps.

Drug Abuse Warning Network (DAWN)

Substance Abuse and Mental Health Services
Administration

The Drug Abuse Warning Network (DAWN) is a large-scale,
ongoing drug abuse data collection system based on
information from hospital emergency departments (EDs) and
from medical examiner facilities. The major objectives of the
DAWN data system include monitoring of drug-abuse patterns
and trends, identification of substances associated with
drug-abuse episodes, and assessment of drug-related
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consequences and other health hazards. Estimates reported
in this publication are from the hospital ED component of
DAWN.

Hospitals eligible for DAWN are non-Federal, short-stay
general hospitals that have a 24-hour emergency department.
Since 1988 the DAWN emergency department data have
been collected from a representative sample of these
hospitals located throughout the coterminous United States,
including 21 oversampled metropolitan areas. Within each
facility, a designated DAWN reporter is responsible for
identifying eligible drug-abuse episodes by reviewing
emergency department records and abstracting and
submitting data on each reportable case. To be included in
DAWN, the patient presenting to the ED must meet all of the
following four criteria: (a) patient was between ages 6 and 97
years and was treated in the hospital’s ED; (b) patient’s
presenting problem(s) for the ED visit was induced by or
related to drug use, regardless of when drug use occurred;
(c) episode involved use of an illegal drug or use of a legal
drug or other chemical substance contrary to directions; (d)
patient’s reason for using the substance(s) was dependence,
suicide attempt or gesture, and/or psychic effect.

The data from the DAWN sample are used to generate
estimates of the total number of emergency department
drug-abuse episodes and drug mentions in all eligible
hospitals in the coterminous United States and in the 21
metropolitan areas. Overall, a response rate of 81 percent of
sample hospitals was obtained in the 2000 survey.

For further information, see Substance Abuse and Mental
Health Services Administration, Office of Applied Studies.
Emergency Department Trends from the Drug Abuse Warning
Network, Preliminary Estimates January-June 2001 with
Revised Estimates 1994 to 2000, DAWN Series D-20, DHHS
Publication No. (SMA) 02-3634, Rockville, MD. 2002 or write:
Office of Applied Studies, Substance Abuse and Mental
Health Services Administration, Room 16-105, 5600 Fishers
Lane, Rockville, MD 20857; or visit the SAMHSA home page
at www.drugabusestatistics.samhsa.gov.

Employer Costs for Employee Compensation

Bureau of Labor Statistics

Employer costs for employee compensation cover all
occupations in private industry, excluding farms and
households and State and local governments. These cost
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levels are published once a year with the payroll period
including March 12th as the reference period.

The cost levels are based on compensation cost data
collected for the Bureau of Labor Statistics Employment Cost
Index (ECI), released quarterly. Employee Benefits Survey
(EBS) data are jointly collected with the ECI data. Cost data
were collected from the ECI's March 1993 sample that
consisted of about 23,000 occupations within 4,500 sample
establishments in private industry and 7,000 occupations
within 1,000 establishments in State and local governments.
The sample establishments are classified industry categories
based on the 1987 Standard Industrial Classification (SIC)
system, as defined by the U.S. Office of Management and
Budget. Within an establishment, specific job categories are
selected to represent broader major occupational groups such
as professional specialty and technical occupations. The cost
levels are calculated with current employment weights each
year.

For more information, see: U.S. Department of Labor, Bureau
of Labor Statistics, Employment Cost Indexes 1975-99,
Bulletin 2532, Oct. 2000; or visit the BLS home page at
www.bls.gov.

Employment and Earnings

Bureau of Labor Statistics

The Division of Monthly Industry Employment Statistics and
the Division of Employment and Unemployment Analysis of
the Bureau of Labor Statistics publish data on employment
and eamings. The data are collected by the U.S. 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 U.S.
Bureau of the Census to collect labor force data for BLS. The
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, Jan. 2002, vol
49 no 1, Washington, DC. U.S. Government Printing Office.
Jan. 2002; or visit the BLS home page at www.bls.gov.
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Inventory of Mental Health Organizations (IMHO)

Substance Abuse and Mental Health Services
Administration (SAMHSA)

The Survey and Analysis Branch of SAMHSA's Center for
Mental Health Services conducted a biennial Inventory of
Mental Health Organizations and General Hospital Mental
Health Services (IMHO/GHMHS) from 1986 until 1994. The
core questionnaire included versions designed for specialty
mental health organizations and another for non-Federal
general hospitals with separate psychiatric services. The
response rate to most of the items on the inventory was
relatively high (90 percent or better). However, for some
inventory items, the response rate may have been somewhat
lower.

IMHO/GHMHS has been the primary source for Center for
Mental Health Services data included in Health, United
States. The data system was based on questionnaires mailed
every other year to mental health organizations in the United
States, including psychiatric hospitals, non-Federal general
hospitals with psychiatric services, Department of Veterans
Affairs psychiatric services, residential treatment centers for
emotionally disturbed children, freestanding outpatient
psychiatric clinics, partial care organizations, freestanding
day-night organizations, and multiservice mental health
organizations, not elsewhere classified.

IMHO/GHMHS was a redesign of three previous inventory
systems with more complicated data collection procedures. In
1998 the IMHO/GHMHS was replaced by the Survey of
Mental Health Organizations, General Hospital Mental Health
Services, and Managed Behavioral Health Care Organizations
(SMHO). A brief 100% inventory of organizations was
conducted by postcard and used to provide basic information
on all organizations and as a sampling frame from which to
draw a sample for a more in-depth sample survey. The
sample survey questionnaire differed from the previous core
questionnaires mainly by inclusion of questions relating to
managed behavioral health care organizations.

Other surveys conducted by the Survey and Analysis Branch
are the Client/Patient Sample Survey and the Inventory of the
Juvenile Justice System. The Client/Patient Sample Survey

encompasses patients admitted to State and county mental

hospitals, private mental hospitals, multiservice mental health
organizations, the psychiatric services of non-Federal general
hospitals and Department of Veterans Affairs medical centers,
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residential treatment centers for emotionally disturbed
children, and freestanding outpatient and partial care
programs. The Inventory of the Juvenile Justice System
provides data on the number of organizations providing
services to inpatients, outpatient and residential treatment
clients. The purpose of these surveys is to determine the
sociodemographic, clinical, and treatment characteristics of
patients served by these organizations.

For more information, write: Survey and Analysis Branch,
Division of State and Community Systems Development,
Center for Mental Health Services, Room 15C-04, 5600
Fishers Lane, Rockville, MD 20857. For further information on
mental health and data from the 1997 Client/Patient Sample
Survey, see: Center for Mental Health Services, Mental
Health, United States, 2000. Manderscheid R, Henderson MJ,
eds. DHHS Pub. No. (SMA) 01-3537. Washington, DC; or
visit the Center for Mental Health Services home page at
www.samhsa.gov/cmhs/cmhs.htm.

Medicaid Data System

Centers for Medicare and Medicaid Services

Many State Medicaid agencies continue to submit data
annually to the Centers for Medicare & Medicaid Services
(CMS) (formerly known as Health Care Financing
Administration (HCFA)) using the Form HCFA-2082, Statistical
Report on Medical Care: Eligibles, Recipients, Payments, and
Services. However, the majority of Medicaid data are derived
from the Medicaid Statistical Information System (MSIS).
States participating in MSIS provide CMS with a larger
database through submission of computer tapes. CMS then
extracts comparable data to produce a mirror copy of the
HCFA-2082 report. The Federal reporting period is between
October 1 and September 30 of the fiscal year.

The following information may help when using Medicaid
data:

B CMS performs many statistical edits to ensure
consistency and identification of aberrant and missing data.
CMS may substitute cell values only when necessary in order
to maintain consistency.

B Medical Vendor Payments exclude lump sum adjustments
(such as payments to disproportionate share hospitals).
States must adjust payments to qualified hospitals that
provide inpatient services to a disproportionate number of
Medicaid recipients and/or other low-income persons.
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B The number of recipients and eligibles reported on the
HCFA-2082 are referred to as “Unduplicated,” which simply
means that each person is counted once based on their
eligibility grouping (for example, Aged or Blind or Disabled)
when they first receive medical services.

B The Medicaid data presented in Health, United States are
contained in the Medicaid statistical system (HCFA-2082
Report and the MSIS tapes). Data reported on the quarterly
Medicaid financial report (HCFA-64) submitted to CMS by
States for reimbursement may differ from the Medicaid
statistical report, primarily because the HCFA-64 includes
disproportionate share hospital payments, payments to health
maintenance organizations and Medicare, and quarterly
payment adjustments.

For further information on Medicaid data, see Medicaid
Statistics, Program and Financial Statistics, Fiscal Year 1997,
HCFA Pub. No. 10129, Health Care Financing Administration,
Baltimore, MD. U.S. Government Printing Office, May 1999;
or call the Medicaid Hotline at 410-786-0165. For additional
information and data visit the CMS Web site at www.hcfa.gov.

Medical Expenditure Panel Survey (MEPS)

Agency for Healthcare Research and Quality

The 1996 and 1997 Medical Expenditure Panel Surveys
(MEPS) update the 1987 National Medical Expenditure
Survey (NMES). MEPS is designed to understand how the
growth of managed care and other changes in the health
care delivery system affect the use, type, and costs of health
care. MEPS consists of four components:

B The Household Component (HC) is a nationally
representative survey of the civilian noninstitutionalized
population drawn from a subsample of households that
participated in the prior year's National Health Interview
Survey conducted by the National Center for Health Statistics.
The sample sizes for HC are approximately 10,000 families in
1996 and 1998-2000, 13,500 families in 1997 and 2001, and
15,000 families annually beginning in 2002. The panel design
of the survey features several rounds of interviewing covering
two full calendar years. Data are collected on health status,
health insurance coverage, health care use and expenditures,
and sources of payment for health services.

B The Nursing Home Component (NHC) gathered
information from a sample of approximately 800 nursing
homes and more than 5,000 residents in 1996. Data were
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collected on characteristics of the facilities and services
offered, expenditures and sources of payment on an
individual resident level, and resident characteristics, including
functional limitation, cognitive impairment, age, income, and
insurance coverage, and the availability and use of
community-based care prior to nursing home admission.

m Data are collected in the Medical Provider Component
(MPC) to improve the accuracy of expenditure estimates
derived solely from the Household Component (HC). MPC is
particularly useful in obtaining expenditure information for
persons enrolled in managed care plans and Medicaid
recipients. MPC collects data from hospitals, physicians, and
home health providers that were reported in HC as providing
care to the MEPS sample persons. Sample sizes for MPC
vary from year to year depending on the HC sample size and
the MPC sampling rates for providers.

B The Insurance Component (IC) consisted of two
subcomponents. The household sample collected detailed
information from employers and union officials on the health
insurance held by and offered to respondents to the MEPS
HC. The list sample collected data on the types and costs of
workplace health insurance from 40,000 business
establishments and governments.

For further information on MEPS, visit the AHRQ home page
at www.meps.ahrg.gov.

Medicare Current Beneficiary Survey (MCBS)

Centers for Medicare and Medicaid Services

The Medicare Current Beneficiary Survey (MCBS) is a
continuous survey of a nationally representative sample of
about 18,000 aged and disabled Medicare beneficiaries
enrolled in Medicare Part A (hospital insurance), or Part B
(medical insurance), or both, and residing in households or
long-term care facilities. The survey provides comprehensive
time-series data on utilization of health services, health and
functional status, health care expenditures, and health
insurance and beneficiary information (such as income,
assets, living arrangement, family assistance, and quality of
life). The longitudinal design of the survey allows each
sample person to be interviewed 3 times a year for 4 years,
whether he or she resides in the community or a facility or
moves between the two settings, using the version of the
questionnaire appropriate to the setting. Sample persons in
the community are interviewed using computer-assisted
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personal interviewing (CAPI) survey instruments. Because
long-term care facility residents often are in poor health,
information about institutionalized patients is collected from
proxy respondents such as nurses and other primary care
givers affiliated with the facility. The sample is selected from
the Medicare enroliment files with oversampling among
disabled persons under age 65 and among persons 80 years
of age and over.

Medicare claims are linked to survey-reported events to
produce the Cost and Use file that provides complete
expenditure and source of payment data on all health care
services, including those not covered by Medicare.

For more information about MCBS, see: A profile of the
Medicare Current Beneficiary Survey, by GS Adler. Health
Care Financing Review, vol 15 no 4. Health Care Financing
Administration. Washington, DC. Public Health Service. 1994.
For further information on the MCBS, visit the CMS home
page at www.hcfa.gov.

Medicare National Claims History Files

Centers for Medicare and Medicaid Services

The Medicare Common Working File (CWF) is a Medicare
Part A and Part B benefit coordination and claims validation
system. There are two National Claims History (NCH) files,
the NCH 100 percent Nearline File, and the NCH Beneficiary
Program Liability (BPL) File. These NCH files contain claims
records and Medicare beneficiary information. The NCH

100 percent Nearline File contains all institutional and
physician/supplier claims from CWF. It provides records of
every claim submitted, including all adjustment claims. The
NCH BPL file contains Medicare Part A and Part B
beneficiary liability information (such as deductible and
coinsurance amounts remaining). These records include all
Part A and Part B utilization and entitlement data. Records for
1999 were maintained on more than 39 million enrollees and
48,735 institutional providers including 6,162 hospitals, 14,991
skilled nursing facilities, 9,029 home health agencies, 2,289
hospices, 3,002 outpatient physical therapy facilities, 543
comprehensive outpatient rehabilitation facilities, 3,580
end-state renal dialysis facilities, 3,515 rural health clinics,
1,000 community mental health centers, 2,742 ambulatory
surgical centers, and 1,882 federally qualified health centers.
Over 1 billion claims were processed in fiscal year 1999.
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Data from the NCH files provide information about enrollee
use of benefits for a point in time or over an extended period.
Statistical reports are produced on enrollment, characteristics
of participating providers, reimbursement, and services used.

For further information on the NCH files see: Centers for
Medicare and Medicaid Services, Office of Information
Services, Enterprise Data Base Group, Division of Information
Distribution, Data Users Reference Guide; or call the
Medicare Hotline at 410-786-3689. For further information on
Medicare, visit the CMS home page at www.hcfa.gov.

Monitoring the Future Study (MTF)

National Institute on Drug Abuse

Monitoring the Future Study (MTF) is a large-scale
epidemiological survey of drug use and related attitudes. It
has been conducted annually since 1975 under a series of
investigator-initiated research grants from the National
Institute on Drug Abuse to the University of Michigan’s
Institute for Social Research. MTF is composed of three
substudies: (a) annual survey of high school seniors initiated
in 1975; (b) ongoing panel studies of representative samples
from each graduating class that have been conducted by mail
since 1976; and (c) annual surveys of 8th and 10th graders
initiated in 1991.

The survey design is a multistage random sample with stage
one being selection of particular geographic areas, stage two
selection of one or more schools in each area, and stage
three selection of students within each school. Data are
collected using self-administered questionnaires conducted in
the classroom by representatives of the Institute for Social
Research. Dropouts and students who are absent on the day
of the survey are excluded. Recognizing that the dropout
population is at higher risk for drug use, this survey was
expanded to include similar nationally representative samples
of 8th and 10th graders in 1991. Statistics that are published
in the Dropout Rates in the United States: 1999 (published by
the National Center for Educational Statistics, Pub. No. NCES
2001-022) stated that among persons 15-16 years and 17
years of age, 3.4 percent have dropped out of school, while
the dropout percent increases to 4.7 percent of persons 18
years of age, and to 11.1 percent for persons 19 years of
age. Therefore, surveying eighth graders (where dropout rates
are much lower than for high school seniors) should be
effective for picking up students at higher risk for drug use.
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Approximately 44,300 8th, 10th, and 12th graders in 424
schools were surveyed in 2001. In 2001 the annual senior
samples comprised roughly 13,300 seniors in 134 public and
private high schools nationwide, selected to be representative
of all seniors in the continental United States. The 10th-grade
samples involved about 14,300 students in 137 schools in
2001, and the 2001 eighth-grade samples had approximately
16,800 students in 153 schools. Response rates of

82 percent, 88 percent, and 90 percent for 12th, 10th, and
8th-graders in 2001 have been relatively constant across
time. Absentees constitute virtually all of the nonrespondents.

For further information on Monitoring the Future Study,

see: National Institute on Drug Abuse, National Survey
Results on Drug Use from the Monitoring the Future Study,
1975-2000, Vol. I, Secondary School Students, NIH P