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Foreword

Progress is the word that best defines and describes the health
status of the American people.

There are, of course, lags and aberrations. We certainly cannot
rest on our laurels.

It is clear from the basic health yardsticks that the United States
is moving in the right health direction: both men and women are
living longer; infant mortality continues its decline. Add to that the
crucial fact that more Americans are becoming health activists,
changing their living habits to enhance and protect their health.

In Health, United States, 1984, we in the Department of Health
and Human Services report to the Congress and the President
both on our progress and on the health goals we strive to achieve.

“Good to excellent” is how most of us—9 out of 10—describe
our health. The data that follow support that description. Our infant
mortality rate in 1983 was half as high as the rate in 1970. Life
expectancy in 1983 was nearly 75 years, or 4 years longer than it
was in 1970.

Health, United States, 1984 differs from its predecessor vol-
umes in one important respect—for the first time we are providing
detailed information on how the States compare and contrast in
respect to our overall health data. National trends are important.
But we believe that our progress will accelerate as each State looks
at its own track record and compares that record with both the
national data and its sister States’ performance. For example, pre-
mature deaths from heart disease, the Nation's leading cause of
death, are consistently high in certain States and consistently low
in others; hospital expenses per day range from $200 in some
States to $500 in other States; and smoking has not declined among

young women, even though we are seeing the health consequences
of smoking in earlier generations as lung cancer overtakes breast
cancer as leading cause of cancer deaths in older women.

Exploring the “why"” of these statistics and erasing the varia-
tions involve all of us: communities, States, and the private sector.
We believe that the altered format of Health, United States, 1984
will promote study and research and, most important, will increase
public involvement in the making of health policy. That involve-
ment will pay handsome public health dividends in future years.

As 1984 draws to a close, we can be proud of the forward
health strides we have taken as a Nation. This volume documents
one “plus” after another. The protective arm of government will
surely continue to do its part. But the pace of that progress will
quicken if individual Americans take stock of their own eating and
living habits—adjusting them in accordance with time-tested prin-
ciples of good health: No smoking. Drinking only in moderation. A
balanced nutritious diet with special accent on fresh vegetables,
fruit, and fiber. Exercise. Adequate rest.

Enlistments in that health “army” are up and that is a very
encouraging prelude to future health progress.

W.M\/

Margaret M. Heckler, Secretary
U.S. Department of Health and Human Services
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Preface

Health, United States, 1984 is the ninth annual report on the
health status of the Nation submitted by the Secretary of Health
and Human Services to the President and Congress of the United
States in compliance with Section 308(a)(2) of the Public Health
Service Act as amended. It presents statistics concerning recent
trends in the health care sector and discussions of geographic
variation in selected current health statistics. This report was com-
piled by the National Center for Health Statistics, Office of the As-
sistant Secretary for Health. The National Committee on Vital and
Health Statistics served in a review capacity.

This report is divided into two parts. First, a chartbook with
geographic variation in health statistics as the theme consists of
25 maps and accompanying text covering 13 topics of current
interest in the health field. Second, 94 detailed statistical tables are
organized around four major subject areas—health status and
determinants, utilization of health resources, health care resources,
and health care expenditures—with a guide to the detailed tables.
There are also two appendixes, one that describes the data sources
and a glossary. It is obviously not possible to cover all the important

health issues facing the Nation in a limited number of charts and
detailed tables. Instead, an attempt is made to provide a balanced
complementary set of information. The detailed tables are designed
to show continuing trends in health statistics. As a result, the major
criterion used in selecting the detailed tables is the availability of
comparable data over a period of several years. The tables, ap-
pearing in every volume of Health, United States, cover the same
topics to enhance the use of this publication as a standard reference
source. The charts, on the other hand, are selected to illustrate
geographic variation. Thus, topics of general interest and importance
were chosen for which recent State data are available.

Data on health status and health care utilization for the His-
panic population are not included in the State maps in the chart-
book or in the detailed trend tables. Data comparable to that
presented for the white and black populations are not yet available.
However, some data on health characteristics among Hispanics
are currently available and discussed in the highlights. As more
data on the Hispanic population accumulate, this information will
be incorporated in future volumes of Health, United States.
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Highlights

Health Status and Determinants
Qy Life expectancy at birth for Americans reached a new high
in 1983 of 74.7 years (provisional data), an increase of
27.4 years since the turn of the century. The greatest gains (21
years) occurred during the first half of the century, largely from
dramatic reductions in infectious disease mortality. But substantial
improvements in life expectancy have also occurred since 1970. In
fact, life expectancy increased more between 1970 and 1983 (3.8
years) than it did in the 20 years prior to 1970 (2.7 years).
C? Although mortality reduction among infants and children
accounted for much of the increase in life expectancy in
the early part of this century, most of the increase in life expectancy

between 1970 and 1983 was due to decreases in mortality among
the middle-aged (45-64) and elderly populations (65-84).

m In 1983, life expectancy at birth for females (78.3 years)

exceeded that for males (71.0 years) by 7.3 years (provi-
sional data). Between 1950 and 1975, life expectancy among fe-
males increased by 5.5 years compared with 3.2 years for males.
However, between 1975 and 1983 life expectancy increased by 2.2
years for males and 1.7 years for females. Because of these trends,
the difference in life expectancy between males and females in-
creased between 1950 and 1975 from 5.5 to 7.8 years and sub-
sequently declined to 7.3 years in 1983.

Q? In 1983, life expectancy at birth for the white population

(75.2 years) was 5.6 years greater than for the black popu-
lation (69.6 years) (provisional data). But that racial gap is narrow-
ing. Between 1950 and 1970, life expectancy increased among
black persons by 3.4 years compared with 2.6 years among white
persons. Since 1970, the black population has experienced a rise
in life expectancy of 5.5 years compared with 3.5 years for the
white population. As a result, the difference in life expectancy at
birth between the white and black populations has decreased from

8.4 years in 1950 to 5.6 years in 1983.

Qj The decline in the racial disparity in life expectancy has
been especially pronounced among females. In 1950, white

females could expect to live 9.5 years longer than their black counter-

parts. In 1983, the gap was 5.0 years. Among men, the black-white

gap declined from 7.6 years in 1950 to 6.4 years in 1983.

Q? Americans who reached their 65th birthdays in 1983 could

expect to live another 16.8 years (provisional data). Although
life expectancy at birth showed greater increases in the first half of
this century, life expectancy at 65 years of age has been increasing
more rapidly in recent years. In the 50 years between 1900 and
1950, life expectancy at 65 increased by 2.0 years, in the next 20
years by 1.3 years, and in the 13 years between 1970 and 1983
by 1.6 years.

In 1983, 65-year-old males could expect to live another
14.5 years compared with 18.8 years for females. Between
1950 and 1970, life expectancy at 65 years of age among males
increased by 0.3 years compared with 1.4 years between 1970
and 1983. Female life expectancy at this age has been increasing

over a longer period: 2.0 years between 1950 and 1970 and 1.8
years between 1970 and 1983.

C::? The American infant mortality rate continues to decline,

reaching 10.9 deaths per 1,000 live births in 1983. Although
the mortality rates for both black and white infants have improved
each year, the black infant mortality rate remains almost twice as
high as for white infants.

For both black and white infants there is substantial varia-

tion in infant mortality rates among the States. In 1979-81,
the range for white infants among all States was 9.0 to 12.5, whereas
the black infant mortality rate ranged from a low of 16.4 to a high
of 25.9 deaths per 1,000 live births among the 27 States with black
populations of 150,000 or more.

e In 1981, the overall fertility rate was 67.4 live births per

1,000 women 15-44 years of age. The fertility rate has
remained at this level since the mid-1970’s, and provisional data
for 1982 and 1983 indicate continued stability.

C:j In 1980, the fertility rate for women of Hispanic origin was

95.4 live births per 1,000 women 15-44 years of age,
53 percent higher than the rate for white non-Hispanic women
(62.4) and 5 percent higher than the rate for black non-Hispanic
women (90.7). The fertility rate for Mexican women was 111.3,
45 percent higher than the rate for Puerto Rican women (77.0),
and more than 2 times the rate for Cuban women (41.9). These
rates are for the 22 States reporting Hispanic origin.

Q:'j The proportion of now or once married women practicing

some form of birth control remained essentially constant
between 1973 and 1982 (67 percent of white women and 58 per-
cent of black women 15-44 years of age). However, the use of
female sterilization as a method of contraception increased sub-
stantially between 1976 and 1982 for white women 35-44 years
and black women 25-44 years of age.

Qﬁ? The percent of babies with low birth weight among Mexican

and Cuban infants is similar to that for white non-Hispanic
infants. In 1981, 5.6 percent of Mexican infants and 5.8 percent of
Cuban infants weighed less than 2,500 grams, compared with
5.7 percent of white non-Hispanic infants. Higher levels of low birth
weight occur among Puerto Rican infants (9.0 percent) and black
non-Hispanic infants (12.7 percent) in the 22 States reporting
Hispanic origin.

C_\X Between 1970 and 1983, age-adjusted death rates declined
by 26 percent for heart disease, the leading cause of death,
and by 48 percent for stroke.

C:? Death rates from heart disease for persons 45-64 years of

age vary substantially by sex and race, with higher rates
among men and black persons. In 1981, the rate for black males
was 41 percent higher than for white males (680 per 100,000
versus 482). However, the rate for black females was more than
twice as high as for white females (345 versus 159).

CW_\? In 1979-80, variation among States in heart disease death
rates was approximately twofold among adults 45-64 years




of age in each race-sex group. California, Wisconsin, and Con-
necticut had consistently low 1979-80 heart disease death rates
for white males, white females, black males, and black females
45-64 years of age. On the other hand, the southern States of
Georgia, Louisiana, South Carolina, and Kentucky and lllinois had
consistently high rates for all four race-sex groups.

In 1981, age-adjusted death rates for stroke among persons
C‘? 35-74 years of age were more than twice as high for black
persons as for white persons, and rates were approximately
30 percent higher among males than females. The age-adjusted
death rates were 129 per 100,000 for black males compared with
50 for white males, and 96 for black females compared with 39 for
white females.

Dj Stroke mortality among the States in 1979-80 varied

twofold for both white males and females and threefold for
black males and females. For all four race-sex groups, the highest
age-adjusted death rates for persons 35-74 years of age tend to
be in southern States. Many western States have relatively low rates
for the white population; rates for black persons are lowest in
Massachusetts, Wisconsin, and Connecticut.

Among women, death rates for lung cancer have been

increasing while death rates for breast cancer have remained
stable. As a result, in 1981 the death rate for lung cancer exceeded
that for breast cancer in the group 65-74 years of age, and death
rates for these two causes were about equal in the age group
55-64 years.

C? In 1978-80, the age-adjusted percent of persons limited in

major activities by chronic conditions was about 10 percent
for Mexican, Cuban, and white non-Hispanic persons. Limitations
from chronic conditions occurred more frequently among Puerto
Rican (16 percent) and black non-Hispanic persons (15 percent).

Q? In 1965, more than half of males 20 years of age and over

smoked cigarettes regularly compared with only about
one-third of adult females. However, since 1965 this sex differential
has decreased substantially because the proportion of male
smokers has declined at a much greater rate than the proportion
of female smokers. In 1983, about 35 percent of adult males were
cigarette smokers, a slight decrease from 1980.

Between 1980 and 1983, the percent of adult females who
q smoked cigarettes remained stable at about 30 percent.
This lack of decline in recent years among women is primarily
attributable to an increase in smoking among women 20-24 years
of age (from 33 to 36 percent). This increase can be explained in
part by the movement into this group of women who were teen-
agers in the 1970’s, when smoking rates were increasing.

The percent of persons who are overweight and variation

in the percent overweight by race and sex have remained
about the same during the 1970’'s. Black women are far more
likely to be overweight than either white women or men of either
race. In 1976-80, about 60 percent of black women 45-64 years
of age were overweight compared with about 30 percent of middle-
aged white women.

Motor vehicle accident death rates for white males 15-24

years of age have been about twice as high as for young
black males since the mid-1970’s. In 1981, the motor vehicle acci-
dent death rate for young white males was 67.6 per 100,000 popu-
lation compared with 30.8 for young black males. The overall 1981
death rate in this age group was 186.7 per 100,000 black males
compared with 154.5 for white males. The major factor in this dis-
parity was homicide deaths among young black men (78.2 per
100,000 versus 14.4).

In 1979-80, State motor vehicle accident death rates for
males 15-24 years of age had more than a twofold range
among States. Three western States (Wyoming, Nevada, and New
Mexico) had the highest rates for young white males, whereas most

of the States with fairly low rates are located on the east coast. For
young black males, two southern States (Mississippi and South
Carolina) had by far the highest rates; the lowest rates were mainly
in the Northeast and east North Central States.

In the early 1980’s, workers in manufacturing industries
Q? were twice as likely to work in plants where environmental
conditions were regularly monitored as in the early 1970's. The
percent of employees with environmental monitoring at work varied
substantially from 11 percent of employees in 1981-83 in small
facilities to 85 percent in large facilities.

{tilization of Health Resources

In 1981, 79 percent of white mothers received prenatal
care in the first trimester of pregnancy compared with 62 per-
cent of black mothers. For the first time since 1970, the percent of
black mothers with early prenatal care remained stable.
Q? In 1981 in the 22 States reporting Hispanic origin, 80 per-
cent of Cuban mothers began prenatal care in the first tri-
mester of pregnancy, a level similar to the 82 percent of white non-
Hispanic mothers with early prenatal care. In addition, 60 percent

of Mexican mothers, 54 percent of Puerto Rican mothers, and 62 per-
cent of black non-Hispanic mothers received early prenatal care.

The number of doctor visits per person decreased from

49in 1976 to 4.6 in 1981, with the largest decreases among
the elderly and those with high incomes. During this period, the
number of doctor visits by black persons, children, and people
with low incomes stayed the same.

After adjusting for differences in age distribution, Mexican

persons averaged fewer visits per year to physicians in
1978-80 (4.3) than white (4.8) and black (4.8) non-Hispanic per-
sons. Puerto Rican and Cuban persons visited physicians
more frequently than non-Hispanic persons (6.1 and 5.8 visits,
respectively).

In 1978-80, the percent of children 4-16 years of age

visiting a dentist in the past year varied substantially by
race and ethnicity. White non-Hispanic children were most likely to
visit dentists (68 percent) followed by Cuban (57 percent) and
Puerto Rican children (54 percent). Fewer than half of Mexican
(39 percent) and black non-Hispanic (44 percent) children visited
dentists in the past year. Furthermore, almost one-third of Mexican
children had never received dental care.

In 1982, the average length of stay in short-stay hospitals

in the United States was 7.6 days, with wide variation among
the States. The longest average stays were in New York (9.7),
Minnesota (9.4), and Massachusetts (8.9), and the shortest average
stays were in Utah (5.4), Wyoming (5.5), and Washington (5.7).
For many years, hospitals in the Northeast and North Central
Regions have had longer average lengths of stay than in the West
and South.

Q? In 1980, about 10 percent of the population 75 years of
age and over in the United States were institutionalized in
nursing homes. However, this percent varies from less than 6 per-
cent in Florida, New Mexico, West Virginia, and Arizona to more
than 15 percent in Minnesota, North Dakota, South Dakota, and
lowa,

Q? Lens extraction (cataract operations) among the elderly
continues to increase. Between 1981 and 1982, these
procedures increased by 8 percent. Moreover, 74 percent of lens
extractions in 1982 were accompanied by the insertion of prosthetic
lenses compared with 58 percent in 1981 and 36 percent in 1979.

C:? Between 1979 and 1982, the use of computerized
axial tomography (CAT scan) among hospitalized persons
tripled, increasing from 0.8 to 2.4 per 1,000 population.



The use of diagnostic ultrasound among hospitalized

women more than doubled between 1979 and 1982. This
increase was particularly large for elderly women for whom this
procedure tripled.

Health Care Resources

Qj In 1980, there were 165 active non-Federal patient care
physicians for every 100,000 persons in the United States.
However, the physician-population ratio was more than twice as
large in metropolitan (191) as in nonmetropolitan areas (84).
Furthermore, there is a threefold variation among State physician-
population ratios for metropolitan areas and a fourfold variation
among State nonmetropolitan areas.

In 1980, the three States with the largest supply of patient
Cj care physicians in metropolitan areas were Vermont (303
per 100,000 population), New York (234), and Massachusetts
(226). Those with the lowest ratios for metropolitan areas were
New Hampshire (122), Nevada (138), Wyoming (139), and Indiana
(139).

Cj New Hampshire has the largest 1980 supply of patient
care physicians in nonmetropolitan areas (207 per 100,000
population), followed by Massachusetts (162) and Hawaii (149).
Many southern States have relatively low supplies of physicians in
nonmetropolitan areas, with Alabama (53), Louisiana (54), and
Tennessee (62) having the lowest nonmetropolitan physician-
population ratios.

In 1979, there were 46 active non-Federal patient care
dentists per 100,000 population in the United States. How-
ever, this ratio was 50 in metropolitan counties and 31 in non-
metropolitan counties. States with the lowest supplies of dentists
are located in the south; those with larger supplies are in the north.

Between 1970 and 1982, the number of registered nurses

per 100,000 population increased by 59 percent, from 369
to 586, compared with a 35-percent increase in the physician-
population ratio during this period. Substantial regional variation in
the nursing supply persists in 1982, with the greatest supply found
in the Northeast (764 nurses per 100,000 population) and the
smallest supply in the South (466).

The number of people employed in the health care indus-
try grew by nearly 90 percent between 1970 and 1983,
from 4.2 million to 7.9 million.

Health Care Expenditures

C? In 1983, health care expenditures in the United States totaled
$355.4 billion, an average of $1,459 per person, and com-
prised 10.8 percent of the gross national product.

Between 1982 and 1983, the medical care component of

the Consumer Price Index increased at nearly three times
the overall inflation rate (8.7 percent versus 3.2 percent). During
this period the hospital room component of the Consumer Price
Index increased by 11.3 percent, a smaller increase than between
1981 and 1982 (15.7 percent).

Hospital care expenditures continue to claim the largest

share of the health care dollar, accounting for 41 percent
of health care expenditures in 1983. Physician services, dentist
services, and nursing home care accounted for 19 percent, 6 per-
cent, and 8 percent, respectively.

C:? In 1982, adjusted expenses per inpatient day for hospital

care ranged more than twofold among States. States with
the highest expenses were concentrated in the West; those with
lower expenses are located primarily in the South and the western
portion of the North Central Region.

Q‘:? Since the advent of the Medicare and Medicaid programs

in the mid-1960's, the Federal Government's share of per-
sonal health care expenditures has increased from 10.1 percent in
1965 to 29.7 in 1983.

C? In 1982, adjusted Medicare per capita reimbursements
were highest in the Northeast and West and lowest in the
South. California, Alaska, and Nevada had high per capita reim-
bursements (over $1,900), whereas North Carolina, South Carolina,
and Kentucky ranked particularly low (less than $1,200).

Cj In 1983, children and adults in families receiving Aid to
Families with Dependent Children comprised 69 percent
of Medicaid recipients but accounted for only 26 percent of
expenditures. The aged, the blind, and the disabled accounted for
about 29 percent of recipients and 72 percent of expenditures.

Q? Variation is fivefold among States in the ratio of Medicaid
recipients to persons below the poverty level. [n 1982,
Hawaii had the highest ratio with the number of Medicaid recipients
nearly equal to the poverty population, followed by California
(83 per 100), Rhode Island (77), and Michigan (72). The lowest
ratios were in South Dakota (17), Idaho (18), Wyoming (20), and
Texas (20).

In 1978 and 1980, Hispanic and non-Hispanic black people
Q? under 65 years of age were much more likely than non-
Hispanic white people to have no health insurance of any type.
Twenty-six percent of Hispanic people, 18 percent of black people,
and 9 percent of white people had no coverage. Among Hispanic
groups, Mexicans had the highest proportion of uninsured (30
percent).
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Introduction

The investigation of geographic differ-
ences in health statistics has important appli-
cations. For example, the study of geographic
variation in disease incidence and mortal-
ity has stimulated valuable epidemiologic
hypotheses about disease causation and
control. In addition, geographic differences
in the supply of health care professionals
and in health care spending provide impor-
tant information for policy analysis.

This chartbook presents a series of
maps and accompanying text to describe
geographic variation among the States and
the District of Columbia for selected variables
related to health status, health care profes-
sionals, and health care expenses. Although
data for more detailed geographic areas are
desirable for local health planners, this
presentation gives an overview of regional
and State variation in the selected variables
from a national perspective. Wherever pos-
sible, factors that may be related to the
observed variation are discussed.

Figures 1-16 are based on data from
the National Center for Health Statistics and
cover the topics of prenatal care, infant
mortality, and mortality from motor vehicle
accidents, breast cancer, heart disease, and
stroke. For these topics, separate maps are
presented for the white and black popula-
tions because overall racial differences in
mortality are large, and geographic patterns
may differ for the two groups. The mortality
maps are generally restricted to those age
groups for which premature death from the
specific cause is greatest. For example, the
motor vehicle accident mortality maps are
restricted to young males 15-24 years of

age because of the high rates in this group.
The death rates for breast cancer and stroke
are age adjusted because of the broad age
group (35-74 years) analyzed for these
causes.

Figures 17-20, based on data from the
Bureau of Health Professions, show supplies
of physicians and dentists. Because health
professionals tend to be more concentrated
in metropolitan areas, one would expect
more densely populated States to have larger
supplies of physicians and dentists. There-
fore, separate maps are provided for metro-
politan and nonmetropolitan area data by
State. The metropolitan area of each State
includes all metropolitan counties in the
State, and the nonmetropolitan area aggre-
gates nonmetropolitan counties. This classi-
fication of counties is based on population
enumeration and commuting patterns from
the 1980 census. Data for Alaska are not
shown in figures 17-20 because they are
not available for that State according to
metropolitan and nonmetropolitan counties.
Also, in figures 18 and 20, data are unavail-
able for New Jersey and Washington, D.C,,
because they do not contain any nonmetro-
politan counties.

The American Hospital Association data
presented in figures 21 and 22 pertain to
average length of stay and inpatient expenses
for community hospitals, respectively. The
Census Bureau data in figure 23 show vari-
ation in nursing home utilization. Finally,
figures 24 and 25 present State Medicare
and Medicaid data from the Health Care
Financing Administration. Arizona is excluded
from figure 25 because it does not participate
in the Medicaid program.

All maps show the most recent available
data (ranging from 1979 to 1982). On most
of the maps, the States and the District of
Columbia are divided into four groups by
their relative rankings on the variable. These
categories were chosen so that 20 percent
of the States fall into each of the extreme
categories and the remaining States are

divided among the middle groups according
to the following ranks:

1-10 (10 lowest States)
11-26
27-41
42-51 (10 highest States)

On the maps for black persons (figures
2,4,6,8,10, 12, 14, 16), data are presented
only for the 27 States (including the District
of Columbia) with black populations of
150,000 or more in 1980. This decision was
made to eliminate States with extremely
unreliable data for the black population. The
27 States are divided into three groups
according to their relative rankings:

1-6 (6 lowest)
7-21
22-27 (6 highest)

It should be noted that slight adjust-
ments were made to the number of States in
each category if the two States at the break
point between categories did not differ (e.g.,
between the 10th and 11th highest States
or between the 6th and 7th highest States
on maps showing data for black persons).

Finally, a table at the end of the chart-
book presents the data used in the maps
according to State and figure number.
Whereas the maps group the States over a
range of values, this table enables the reader
to determine the actual data for each State.




Prenatal Care

Prenatal care beginning early in preg-
nancy and continuing on a regular basis is
important to the health of both mother and
infant. It provides the opportunity to identify
and treat medical and obstetric problems
and to counsel the mother about the effects
of her behaviors, such as diet, smoking, and
alcohol consumption, on the fetus. Although
evidence on the effectiveness of prenatal care
is not conclusive, high-quality prenatal care
holds the greatest promise for reducing the
incidence of poor pregnancy outcome.
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The proportion of mothers who began
prenatal care during the first 3 months of
pregnancy varies according to several factors.
Teenage mothers, those with less than a
high school education, and unmarried
mothers are less likely to receive early care
than other mothers. The largest difference
occurs by race, with a higher percent of white
mothers (79 percent) receiving early pre-
natal care than black mothers (62 percent)
in 1979-81. The variation among States in
the percent receiving firsttrimester care is
also substantial, ranging from 63 percent in
New Mexico to 90 percent in Massachusetts
for white mothers and from 49 percent in
New York to 81 percent in Massachusetts
for black mothers.

Nearly 90 percent of white mothers in
three New England States (Massachusetts,
Rhode Island, Connecticut) received early

prenatal care (figure 1). Other States with
high percents are in the North Central and
South Regions. Considering the relatively
high proportion of teenage mothers and low

educational attainment in Louisiana and
Mississippi, these two States have unex-
pectedly high percents of mothers receiving
early prenatal care. Nationally, 58 percent of
white teenage mothers and 62 percent of
white mothers with less than 12 years of
education received early prenatal care in
1981, but in Louisiana and Mississippi the
corresponding percentages were around
70 percent.

Among the States with low rates of early
prenatal care for white mothers, three are
clustered in the southwest—New Mexico,
Arizona, and Texas. These three States each



have high proportions of Hispanic births,
and Hispanic mothers are much less likely
to receive early prenatal care than are white
non-Hispanic mothers. In 1980, only 60 per-
cent of Hispanic mothers in the 22 States
providing information on Hispanic births
began prenatal care during the first trimester
compared with 81 percent of white non-
Hispanic mothers. This difference may be
associated with the younger age distribution
and lower educational attainment of Hispanic
mothers. Other lower ranking States include
West Virginia, Kentucky, South Dakota, and
Oklahoma.

Large differentials exist by race, with
black mothers receiving early prenatal care
less frequently than white mothers in all
States. Over 70 percent of white mothers
received early prenatal care in all but 2 States.
However, less than 70 percent of black
mothers received early prenatal care in 23 of
the 27 States (including the District of
Columbia) with black populations of 150,000
or more. The rate is especially low (less than
55 percent) for black women in four southern
States (Florida, Kentucky, Arkansas, Okla-
homa) and New York.

Massachusetts has the highest propor-
tion of black mothers with early prenatal
care (81 percent). Other States with relatively
high percents for black mothers are Con-
necticut (70), Virginia (73), and California
(74). The latter two States and Massachusetts
also reveal the smallest black-white differ-
ences in receipt of early prenatal care. Cali-
fornia has the lowest differential (3 percent),
followed by Massachusetts (11 percent) and
Virginia (15 percent).

In addition, States that rank high on the
proportion of white mothers receiving early
prenatal care also rank relatively high for
black mothers, and conversely, low ranks for
white mothers correspond to low ranks for
black mothers. A notable exception is Cali-
fornia, which ranks second highest for black
mothers and relatively low for white mothers.
The high proportion of Hispanic births in
California and the lower rates of early pre-
natal care for Hispanic mothers probably
account for the low ranking. Other disparities
appear in Pennsylvania, New Jersey, and
North Carolina, with relatively high percents
of white mothers receiving early prenatal
care (82-83 percent) compared with very
low percents for black mothers (60-62
percent).




Infant Mortality Rates

The infant mortality rate in the United
States has declined by 47 percent since the
mid-1960’s, from 23.6 infant deaths per
1,000 live births for 1965-67 to 12.5 for
1979-81. Infant mortality has declined each
year during this period for both white infants
and black infants. Despite these declines,
several countries throughout the world have
considerably lower infant mortality rates
than the United States (in Sweden the rate is
about half as large). Moreover, the long-
standing gap between white and black infant
mortality rates in the United States persists
because the infant mortality rate has declined
by about the same percentage since the
mid-1960's for both races. In 1979-81, the
rate for black infants was nearly twice as
high as for white infants (21.0 versus 11.0).
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Infants weighing less than 5.5 pounds
at birth face a greater risk of early death than
infants of normal birth weight. A large portion
of the difference in infant mortality by race
can be attributed to a higher incidence of
low birth weight among black infants. Relative
to rates for some countries, the high infant
mortality rate in the United States is attribut-
able to a less favorable birth-weight distribu-
tion. However, during the past 15 years,
improved survival of low-birth-weight infants
has been a major factor in the decline in
mortality for both white and black infants in
the United States.

Substantial variation in infant mortality
rates exists among the States for both races.
In 1979-81, the black infant mortality rate
ranged from 16.4 to 25.9 deaths per 1,000
live births, whereas the range for white infants
was 9.0 to 12.5 (excluding the District of
Columbia). White infant mortality rates are
much lower than black infant mortality rates
in all States with substantial black popula-
tions. Furthermore, the lowest black infant

mortality rate in any State exceeds the high-
est white infant mortality rate by 31 percent.

The lowest white infant mortality rates
occur in States across the north (figure 3).
Of these States, Vermont has the lowest rate
(9.0), followed by South Dakota (9.6) and
New Jersey (9.9). Conversely, States with
the highest white infant mortality rates (11.5
or more) cluster in the Appalachian and
midwestern industrial areas, as well as in
some southern States. States with the high-
est white infant mortality rates are West
Virginia (12.5), South Carolina (11.9), and
Oklahoma (11.8). Although the rate in the
District of Columbia was even higher than in
West Virginia, the small number of white
births makes it unreliable.



Black infant mortality rates are high in
all 27 States (including the District of
Columbia) with black populations of 150,000
or more (figure 4). States with the lowest
black infant mortality rates are Massachusetts
(16.4), California (17.1), and Wisconsin
(18.3). The two States with the highest black
infant mortality rates are lllinois (25.9) and
Michigan (24.0). These rates largely reflect
the high black infant mortality in Chicago
and Detroit. It should be noted that Wash-
ington, D.C., has a higher black infant mor-
tality rate (26.3) than any State and also ranks

high compared with other large cities. Al-
though Mississippi had the fourth highest
black infant mortality rate (22.7) in 1979-81,
it has shown substantial improvement since
1965-67 when it had the highest infant
mortality rate by a substantial margin. Between
1965-67 and 1979-81, this rate decreased
by 56 percent, the largest decline among
the States for that period.

States tend to rank high or low on both
white and black infant mortality. However,
among the 27 States with black populations
of 150,000 or more, New Jersey has the
lowest white infant mortality rate but ranks in
the middle range for black infant mortality.
Also, Michigan is ninth lowest for white infants
and second highest for black infants. On the
other hand, Virginia and Oklahoma rank
poorly for white infants but have relatively
low black infant mortality rates.
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Death Rates for Motor
Vehicle Accidents

Motor vehicle accidents are the leading
cause of death for young persons 15-24
years of age in the United States. In 1980,
the death rate from motor vehicle accidents
for persons 15-24 years of age (45 per
100,000 population) was considerably higher
than for any other age group. Furthermore,
motor vehicle accident mortality for young
persons varies substantially by sex and race,
with higher rates among the male and white
population. In 1980, death rates from motor
vehicle accidents in this age group were
highest among white males (74 per 100,000
population), second highest for black males
(35), third for white females (23), and lowest
for black females (8).

The exceptionally high motor_vehicle
accident death rate among male teenagers
and young adults is explainable in part by a
high rate of accidents involving alcohol.

Department of Transportation data show
that in 1982 young males 16-24 years of
age accounted for only 11 percent of all
licensed drivers but for more than one-third
of all alcohol-related fatalities.

Although death rates for most major
causes are substantially higher for black
persons, motor vehicle accident mortality
rates for white males 15-24 years of age are
more than twice as high as for their black
counterparts in most States. Furthermore,
the highest State rates for young black males
are comparable to the lowest State rates for
young white males. One reason for this
“reverse” race differential may be that black
males in this age group have less access to
motor vehicles and drive less frequently.

Figure 5 shows motor vehicle accident
mortality rates by State for white males
15-24 years of age. Nationally, in 1979-80
the death rate for this group was 75 per
100,000 population, with more than a twofold
range among States. The 10 States with the
highest rates for white males are scattered
across the country, but the three with the
largest rates, Wyoming (114), Nevada (109),
and New Mexico (106), are located in the
West. Most of the States with fairly low motor
vehicle accident death rates for young white
males are located on the east coast. The
three States with lowest rates are Rhode
Island (50), Alaska (52), and New York (53).
The District of Columbia has an even lower
rate, but it is unreliable because of the small
white population.



Figure 6 shows State variation in motor
vehicle mortality for young black males for
the 27 States (including the District of
Columbia) with black populations of 150,000
or more. Nationally, the 1979-80 motor
vehicle accident death rate for black males
15-24 years of age was 34 per 100,000
persons, but there is substantial variation
among States. Mississippi (59) and South
Carolina (57) have the highest rates while
the District of Columbia (10), Connecticut
(13), Wisconsin (18), and lllinois (18) have
the lowest rates. However, the rates for young

black males in the District of Columbia,
Connecticut, and Wisconsin are based on
fewer than 10 deaths.

State variation in motor vehicle accident
mortality among 15-24-year-olds probably
reflects differences in factors such as the
number of miles driven, the amount of high-
way versus city driving, the degree to which
speed limits are enforced, the minimum
driving and drinking ages, and the availability
of alternative forms of public transportation.
In addition, some States require driver's
education to be licensed at the minimum
age (usually 16), and a few restrict night driv-
ing for new 16-year-old drivers. For example,

the relatively low rates in New York for both
races may be related to State laws restricting
night driving for 16-year-olds, heavy public
transportation use, and extensive city driving
in which accidents are less likely to be fatal.
On the other hand, the high rates for young
white males in some western States may be
attributable to faster driving, which increases
the likelihood of a fatal accident.
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Death Rates for Breast Cancer

Breast cancer is the leading cause of
cancer deaths among women in the United
States, and death rates from this disease have
been fairly constant since 1950. Although
little is known about the causes of breast
cancer, certain characteristics increase the
likelihood of developing this disease. For
example, the incidence of breast cancer
increases with age; women 65-74 years of
age are more than three times as likely to
develop the disease as women 35-44 years
of age. An increased risk of breast cancer is
also associated with first pregnancies after
30 years of age, nonterm first pregnancies
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before 30, early menarche, and late meno-
pause. In addition, women with previous
benign breast disease, a family history of
breast cancer, and certain types of previous
cancer are at increased risk.

Women 35-74 years of age accounted
for nearly 75 percent of female breast cancer
deaths in 1980. Despite a higher incidence
of breast cancer among white women, racial
differences in breast cancer mortality are
relatively small. In 1979-80, black women
35-54 years of age had slightly higher mor-
tality rates from the disease (by 16 percent),
whereas white women 55-74 years of age
had higher rates (by 13 percent). Thus, age-
adjusted death rates from breast cancer for
women 35-74 years are about the same for
white women as for black women (50 and
51 per 100,000 population). A major reason
that white women do not have higher breast
cancer mortality than black women despite

a higher incidence of the disease is that they
are more likely to be diagnosed at an early
stage when treatment is more effective.
Furthermore, even when diagnosed at an
early stage, the survival rate for black women
is lower than that for white women.

Among white women, the highest death
rate in any State is about 60 percent higher
than the lowest rate. Relatively high rates
occur in many northeastern States while the
lowest rates are found primarily in the South
(figure 7). Three States have age-adjusted
death rates of 60 or more [New York (61),
Alaska (60), New Jersey (60)], whereas three
have rates of 40 or less [Tennessee (38),
Arkansas (39), Georgia (40)].
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Among the 27 States (including the
District of Columbia) with black populations
of 150,000 or more, the highest State age-
adjusted breast cancer death rate for black
women is nearly twice as large as the lowest
State rate. Three States, Kentucky (71), New
Jersey (64), and Wisconsin (62), and the
District of Columbia (63) have rates over 60
per 100,000 (figure 8). As for white women,
the lowest rates occur predominantly in
southern States; Mississippi (37), Arkansas
(37), and Florida (42) have the three lowest
rates.

Many States have relatively high or low
breast cancer mortality rates for both white

and black women. However, among the States
with data shown in figure 8, Tennessee had
the lowest rate for white women but the 6th
highest rate for black women. Similarly,
Kentucky had the 8th lowest rate for white
women but the highest rate for black
women. On the other hand, New York had
the highest State breast cancer death rate
for white women, whereas 12 States had
higher rates for black women.

Chances for survival are good when
breast cancer is detected at an early stage
and treated adequately. Thus, it is possible
for policymakers to help decrease breast
cancer mortality. For example, if the breast
cancer mortality rate for a geographic area
or population subgroup is relatively high,
health planners may attempt to improve
access to breast cancer screening for high-
risk women, to monitor and improve the
treatment process used in the area, and to
expand public education programs.
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Death Rates for Heart
Disease

Heart disease is the leading cause of
death in the United States, accounting for
over one-third of all deaths and $14.6 billion
in personal health care expenditures in 1980.
In addition, more than 11 million physician
visits per year are attributable to this disease,
and it is ranked first among conditions in
short-stay hospital utilization.

Since the mid-1960’s, mortality from
heart disease has declined rapidly among all
race-sex groups. Although the reasons for
this decline are not entirely clear, one prob-
able contributing factor has been a decrease
in the prevalence of hypertension, which is a
major risk factor for cardiovascular disease
(heart disease and stroke). The decline in
hypertension has resulted from increased
public awareness of the dangers of high
blood pressure coupled with improved treat-
ment for the condition. Other factors that
may be related to the decline in heart disease
mortality include greater availability of coro-
nary care units, advanced surgical and
medical treatment of coronary heart disease,
as well as changes in personal health behav-
iors such as decreased smoking, modified
eating habits, and increased exercise.

National death rates from heart disease
vary substantially by race and sex, with higher
rates among men and black persons. In
1979-80, the death rate from heart disease
for adults 45-64 years of age was highest for
black males (679 per 100,000 population)
and lowest for white females (159). For both
sexes, black persons have higher heart dis-
ease mortality. However, the race differential
was only 36 percent for males (679 versus
498), whereas the rate for black females was
more than twice as large as for white females
(346 versus 159).
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Variation among States in heart disease
death rates is approximately twofold for both
white and black males. Many southeastern
and Appalachian States have high rates for
white males (figure 9); the highest rates are
found in West Virginia (641), Kentucky
(591), South Carolina (577), and Louisiana
(570). Most of the 10 States with the lowest
rates are located in the West including the
4 States with the lowest rates—New Mexico
(308), Hawaii (356), Alaska (380), and Colo-
rado (380).

Among the 27 States (including the
District of Columbia) with black populations
of 150,000 or more, four of the six States
with the highest rates for black males (770
or more per 100,000) are located in the
South (figure 10). The States with the high-
est rates are South Carolina (851) and
Georgia (815) followed by Illinois (799) and
Louisiana (796). States with the lowest heart
disease mortality for black males are pre-
dominantly in the north; Connecticut (462)
has by far the lowest rate, followed by Mas-
sachusetts (545), Wisconsin (552), and
Pennsylvania (557).

There is also substantial geographic
variation among States in heart disease
mortality for females. Although all State
heart disease death rates for white females
are low compared with other race-sex groups,
these rates show more than a twofold variation
among States. Most of the 10 States with the
highest rates (175 or more per 100,000) are
located in the Northeast, Appalachia, or on
the Great Lakes (figure 11). The three States
with the highest rates for white females are
West Virginia (232), Delaware (189), and

Kentucky (189). All of the 10 States with the
lowest rates for white women (under 130
per 100,000) are located in the North Central
or West. The three States with the lowest
rates are New Mexico (93), Alaska (97), and
Hawaii (104).

Among the 27 States with black popu-
lations of 150,000 or more, heart disease
mortality rates for black females show
approximately a twofold variation. The high-
est rates are mainly in southern States
(figure 12); South Carolina (445), Kentucky
(435), Georgia (414), and Louisiana (410)
have the four highest rates. The lowest rates
for black women occur predominantly in
northern States; Connecticut (213), Wiscon-
sin (240), and Massachusetts (241) have the
three lowest rates.

It should be noted that there is a mod-
erate tendency for States to rank high or low
on male heart disease mortality for both
races. However, there is no correlation of
State rankings by race for female heart dis-
ease mortality. Nonetheless, some States
have consistently low heart disease mortality
rates for all four race-sex groups, including
California, Wisconsin, and Connecticut. On
the other hand, the southern States of
Georgia, Louisiana, and South Carolina have
consistently high rates, as well as Kentucky
and lllinois.

The reasons for State variation in heart
disease mortality are not completely under-
stood. There is currently little evidence that
the geographic variation in heart disease
mortality is attributable to differences in dis-
tributions of risk factors such as smoking,
elevated serum cholesterol, and high blood
pressure. Studies are planned to better
understand the reasons for these geographic
patterns.



Death Rates for Stroke

Cerebrovascular disease (stroke), which
accounted for $5.1 billion in personal health
care expenditures in 1980, is the third leading
cause of death in the United States. Among
the major causes of death, stroke has shown
the largest decrease over the past 30 years,
with an especially rapid rate of decline during
the 1970’s. Between 1970 and 1980, the
overall age-adjusted death rate for this dis-
ease decreased by 38 percent (from 66 to
41 per 100,000 population). Furthermore,
the percentage decline in death rates for
stroke has been similar for white males, white
females, black males, and black females
(ranging from 37 to 43 percent).

Reasons for the dramatic decline in
stroke mortality are not fully understood. Part
of the decline may be attributed to better
control of hypertension. Data from the
National Health and Nutrition Examination
Survey show that people with hypertension
were more likely to be aware of their condi-
tion, use medication, and have their blood
pressure under control in 1976-80 than in
1960-62. However, although hypertension
is recognized as an important risk factor, it
does not appear to be the only reason for
the downward trend. For example, better
diagnosis and improved management and
rehabilitation of stroke victims may have
also contributed to the decrease in mortality.

In 1979-80, the age-adjusted death rates
from stroke for persons 35-74 years of age
were 137 per 100,000 population for black
males, 101 for black females, 53 for white
males, and 41 for white females. Whereas
male rates are moderately higher than female
rates (36 percent higher among black and
31 percent among white people), rates for
black persons are more than twice as high
as for white persons for both sexes. This large
race differential can be explained in part by
higher blood pressure levels among the black
population.

Among white males 35-74 years of
age, there is approximately a twofold range
in 1979-80 State cerebrovascular death
rates. Most States with relatively high age-
adjusted rates are in the South (figure 13).
The highest rates are observed in South
Carolina (72), Louisiana (69), Tennessee
(68), and Georgia (67). Except for Delaware
and Connecticut, States tending to have the
lowest rates (less than 45 per 100,000) are
located in the West. Hawaii has the lowest
rate (32), followed by Idaho (40), Colorado
(42), Delaware (42), and Connecticut (42).

Death rates from stroke for black males
exhibit a wider range than for white males,
varying more than threefold among States.
Among the 27 States (including the District
of Columbia) with black populations of
150,000 or more, States with the highest
rates for black males (170 or more per
100,000) are in the South (figure 14). South
Carolina (234) and Georgia (208) have by
far the highest rates followed by Tennessee
(192) and North Carolina (182). The three
lowest age-adjusted rates for black males
are in northern States [Massachusetts (64),
Wisconsin (77), Connecticut (83)].

State variation in stroke mortality is
similar for females (twofold range for white
versus threefold for black women). Like the
observed patterns for white males, the larg-
est stroke mortality rates for white females
tend to be in the South (figure 15). The
highest rates are in West Virginia (50),
Georgia (49), and Mississippi (49). The larg-
est cluster of States with relatively low rates
occurs in the West, with the lowest State
stroke death rates for white females in Alaska
(27), Hawaii (29), Colorado (31), and North
Dakota (31).

The State patterns for black females
are very similar to those for black males, with
the largest rates predominantly in southern
States (figure 16). Georgia (153) and South
Carolina (150) have by far the highest rates,
and Arkansas (132) has the third highest
rate (among the States with data shown in
figure 16). Except for Wisconsin, which has
the lowest black female rate (58), States with
relatively low rates are in the Northeast
[Connecticut (59), Massachusetts (66), New
York (76)]. Washington, D.C. (74) also has a
low black female rate.

It is difficult to ascribe reasons for State
variation in stroke mortality. Differences in
hypertension levels, characteristics of the
population, environmental factors, and the
availability of health care resources may help
to explain the observed variation. However,
continued research is needed to clarify the
relationships between these factors and
geographic variation in stroke mortality.
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Patient Care Physicians

During the 1960's and early 1970's,
Federal policy on health professionals em-
phasized increasing the total supply of
physicians in the United States. As concern
moved from physician shortages to projected
physician surpluses, policymakers began to
focus on the uneven geographic distribution
of physicians. This uneven geographic dis-
tribution has been viewed as a major problem
for the health care delivery system. Conse-
quently, Federal legislation and programs
during the middle 1970’s emphasized incen-
tives for physicians to establish practices in
medically underserved areas. In 1981, about
40 million people were living in places defined
by the Federal Government as primary medi-
cal care shortage areas.

The supply of physicians has historically
been greater in urban than in rural areas.
Furthermore, the ratio of physicians to pop-
ulation tends to be greater in large than in
small metropolitan areas. Similarly, rural
areas with larger towns tend to have larger
physician supplies than less populated rural
areas.

24

Though recent findings indicate an
improvement in the distribution of physicians,
physician supply still varies widely among
States and among metropolitan-versus-
nonmetropolitan areas. The most commonly
used measure of physician availability for an
area is the physician-population ratio (num-
ber of physicians per 100,000 population).
Because some people travel outside their
areas of residence for care, this measure
does not completely reflect physician avail-
ability in an area. Nonetheless, it does provide
some indication of geographic variation in
physician supply in this country.

In 1980, there were 165 active non-
Federal patient care physicians for every
100,000 persons in the United States. How-
ever, the physician-population ratio was more
than twice as large in metropolitan (191) as in
nonmetropolitan areas (84). The supply of
physicians in metropolitan areas was at least
twice as great as in nonmetropolitan areas

in more than half the States (figures 17
and 18). New Hampshire was the only State
with a larger supply of physicians in non-
metropolitan than in metropolitan areas,
because of the large number of physicians
associated with the Dartmouth Medical
School, which is located in a nonmetropolitan
county.

The physician-population ratio in metro-
politan areas is 191, but this ratio varies
nearly threefold (figure 17). States with the
heaviest concentration of physicians in
metropolitan areas are Vermont (303), New
York (234), and Massachusetts (226), whereas
the States with the lowest metropolitan ratios
are New Hampshire (122), Nevada (138),
Wyoming (139), and Indiana (139). Ver-
mont's exceptionally high ratio can be ex-
plained by the large number of doctors at
the University of Vermont in the small metro-
politan area of Burlington.



It should be noted that the ratio of phy-
sicians to population in Washington, D.C.
(423) is far greater than for metropolitan
areas of any State. However, this ratio is not
directly comparable because the District of
Columbia is the central city of the Washing-
ton metropolitan area, which includes sur-
rounding counties in Maryland and Virginia.
Physicians in the District serve residents of
these bordering States in addition to the city's
own population.

There is also much State variation in
physician supply for nonmetropolitan areas
(figure 18). The physician-population ratio
for nonmetropolitan areas in the United
States is 84 per 100,000 but varies fourfold
among the States. Six of the 10 States with

ratios of 115 or more are located in New
England; New Hampshire (207), Massachu-
setts (162), and Hawaii (149) have the high-
est ratios. Many southern States have small
supplies of physicians in nonmetropolitan
areas, with Alabama (53), Louisiana (54), and
Tennessee (62) having the lowest physician-
population ratios.

Most States have relatively high or low
physician-population ratios for both metro-
politan and nonmetropolitan areas. Several

States, however, follow a different pattern.
The metropolitan areas of New Hampshire,
Wyoming, and West Virginia have small
supplies of physicians relative to metropolitan
areas of other States but have relatively high
ratios for nonmetropolitan areas. Arizona,
Minnesota, and Nebraska are examples of
the opposite pattern; these States have rela-
tively high ratios for metropolitan areas but
low ratios compared with other States for
nonmetropolitan areas.
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Patient Care Dentists

In 1981, around 20 million people lived
in areas designated by the Federal Govern-
ment as having a shortage of dentists. Some
Federal legislation during the 1960’s and
1970’s aimed to ameliorate the uneven geo-
graphic distribution of dentists. Although evi-
dence exists of less geographic variation than
in previous years, in 1979 there were still
large differences among areas in the supply
of dentists.

The supply of dentists varies by State
and tends to be greater in metropolitan areas.
The extent of geographic variation in dentist

supply, however, is not as large as for physi-
cians. The 1979 dentist-population ratio was
61 percent greater in metropolitan areas com-
pared with a much larger 1980 differential of
127 percent for physicians. Furthermore, the
metropolitan-nonmetropolitan differential for
dentists was less than 50 percent in more
than half the States, and in eight States
the difference was less than 25 percent
(figures 19 and 20). In contrast, the supply
of physicians in metropolitan areas was at
least twice as great as in nonmetropolitan
areas in more than half the States and at
least 50 percent greater in all but six States.

Nationally, in 1979 there were 46 active
non-Federal patient care dentists per 100,000
population, but this ratio was 50 in metro-
politan areas and 31 in nonmetropolitan areas.
The States with the lowest concentration of
dentists in metropolitan areas are all located
in the South (figure 19); Mississippi (32), Ala-
bama (33), South Carolina (34), and Arkan-
sas (34) had the lowest ratios, and North
Carolina, Texas, Louisiana, Oklahoma, and
Georgia also had ratios of less than 40 per
100,000 population. States with the highest
metropolitan ratios are scattered across the
north, including New York (68), the District
of Columbia (66), Oregon (65), Connecticut
(65), Massachusetts (61), and Montana (61).



State variation in dentist-population
ratios among nonmetropolitan areas is simi-
lar to that for metropolitan areas. Nonmetro-
politan areas of many southern States tend
to have the lowest ratios, whereas several
northern States have the heaviest nonmetro-
politan concentrations of dentists (figure 20).

There is a strong tendency for States to
have either high or low dentist-population

ratios for both metropolitan and nonmetro-
politan areas. One deviation from this pat-
tern is New York, which has the highest metro-
politan dentist-population ratio but only the
19th highest nonmetropolitan ratio. Travel
by residents of nonmetropolitan areas into
metropolitan areas for dental care may
explain part of this difference.

States with larger concentrations of den-
tists also tend to have greater supplies of
physicians. However, there are exceptions to
this pattern. For example, I[daho, Wyoming,

and Alaska are among the five lowest States
in overall physician-population ratios but do
not rank either high or low for dentist-popu-
lation ratios. Montana also has a relatively
low physician-population ratio (12th lowest)
but has the 14th highest dentist-population
ratio. On the other hand, Arizona has a
fairly large physician-population ratio (13th
highest) but has the 17th lowest dentist-
population ratio.
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Length of Hospital Stay

The average length of time patients
remain in short-stay hospitals has decreased
by nearly 1 day since the late 1960's. Some
factors that may have contributed to this
decline are increased use of outpatient and
day-care facilities, use of home care, techno-
logical advances in surgery and treatment,
utilization review, better discharge planning,
and limitations placed on the length of hos-
pitalization by third-party payers.

In 1982, the average length of stay in
short-stay hospitals in the United States was
7.6 days, with wide variation among the States
(figure 21). The longest average stays were
in New York (9.7), Minnesota (9.4), and Mas-
sachusetts (8.9), whereas the shortest were
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in Utah (5.4), Wyoming (5.5), and Washing-
ton (5.7). For many years, States in the North-
east and North Central Regions have had
longer average lengths of stay than in the
West and South. Furthermore, data from the
National Hospital Discharge Survey indicate
that this regional pattern holds for all age
groups and most diagnostic categories.

The reasons for geographic variation in
length of stay are not completely clear. The
relatively short averages in many western
States may be due in part to a greater pre-
ponderance of health maintenance organi-
zations, whose members typically have shorter
lengths of stay. Some other factors in
State variation are differences in severity of
diseases (perhaps affected by differences
in climate), differences in availability of
resources (e.g., hospital beds, nursing homes),
and varying economic incentives for cost
containment,

Beginning October 1, 1983, Congress
implemented a prospective payment system
based on a classification system using diag-
nostic-related groups to reimburse hospitals
for services to Medicare patients. Unlike the
previous policy, this system does not incor-
porate length of stay in determining reim-
bursement levels for Medicare patients
(except for unusually long stays, which will
require medical justification). This incentive
may reduce the average length of stay in
short-stay hospitals even more in future
years.




Hospital Expenses

The cost of hospital care in the United
States has been rising rapidly for almost two
decades. Between 1965 and 1982, the Con-
sumer Price Index (CPl) for hospital care
increased at an average rate of 12.4 percent
per year, exceeding the rate of increase for
all other items in the medical care compo-
nent of the CPl. Moreover, hospital care
accounts for by far the largest proportion of
personal health care expenditures (47 per-
cent in 1982), and this proportion has been
increasing steadily since 1965 when it
accounted for 39 percent.

Adjusted expenses per inpatient day are
derived from total hospital expenses and
reflect the cost to community hospitals of
providing 1 day of inpatient care. Between

1980 and 1982, these expenses increased
at an average rate of 15.6 percent per year.
This increase can be attributed to four major
factors: price inflation (23 percent), more hos-
pital employees (22 percent), wage increases
for these employees (34 percent), and
changes in both the quantity and quality of
the medical technologies used by hospitals
(21 percent).

In 1982, adjusted expenses per inpatient
day varied among States more than twofold
(figure 22). States with the highest hospital
expenses were concentrated in the West.
Alaska ranked highest ($508) followed by
California ($507) and Nevada ($494). Two
other States—Massachusetts ($370) and Illi-
nois ($369)—and the District of Columbia
($459) also had relatively high hospital
expenses per inpatient day. States with lower
expenses are located primarily in the South
and the western portion of the North Central
Region. South Dakota was lowest ($217), and
Montana and Mississippi also had relatively
low expenses ($226 and $227, respectively).

Reasons for this variation include differ-
ences among States in the financing and
delivery of health care as well as cost con-
tainment efforts. General price levels also
affect hospital expenses. The higher cost of
living in States such as Alaska, California,
and Massachusetts are reflected in the prices
paid for medical supplies, food, and em-
ployee wages. In addition, large hospitals
are more likely to have higher expenses than
are small hospitals. The use of more sophis-
ticated and expensive technologies in large
hospitals, as well as bigger and more highly
skilled staffs, contribute to this difference.
Moreover, large hospitals are usually located
in urban areas, and thus, the District of
Columbia and States with large urban areas
such as California, Massachusetts, lllinois,
and Washington would be expected to have
higher hospital expenses than the more rural
southern and West North Central States.
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Nursing Home Residents

Over the past 20 years, the number of
persons in nursing homes increased sub-
stantially. One reason for this increase is that
the population 85 years of age and over has
grown rapidly, and this group has the highest
rate of nursing home use. The proportion of
the elderly in nursing homes, however, stabi-
lized during the mid-1970's following a
decade of extremely rapid growth. This growth
occurred because eligibility requirements for
public payments for nursing home care were
liberalized in the mid-1960’s, particularly
under the Medicaid program. Also, in the
early 1970’s many elderly psychiatric patients
moved to nursing homes when Federal
matching funds became available under
Medicaid for nursing home care but not for
care in long-term psychiatric hospitals.

In 1980, nearly $21 billion was spent on
nursing home care, with Medica