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Health, United Sates, 2000 is the 24th report on
the health status of the Nation. This report was
compiled by the Centers for Disease Control and
Prevention (CDC), National Center for Health
Stetistics (NCHS). The National Committee on Vital
and Health Statistics served in a review capacity.

Health, United Sates presents national trends in
health statistics. Mgjor findings are presented in the
highlights. The report includes a chartbook on
adolescent health and trend tables.

Adolescent Health Chartbook

In each edition of Health, United States, a
chartbook focuses on a major health topic. This year
the Adolescent Health Chartbook describes the health
of the adolescent population, 10-19 years of age.
Adolescence is a period of accelerated growth and
change, bridging the complex transition from
childhood to adulthood. Young people experience
profound biological, emotional, intellectual, and social
changes, and the patterns of behavior they adopt may
have long-term consequences for their health and
quality of life. The chartbook presents data on the
current status of adolescent health, with a focus on the
transitions in adolescent health status by single year of
age. The 32 figures and accompanying text show
differences in health status, injury, mortality,
reproductive health, health care utilization, and risk
behaviors by age and gender. Many charts aso
describe racial, ethnic, and sociodemographic
differences.

Trend Tables

The chartbook is followed by 146 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 the
availability of comparable national data over a period
of several years. The tables report data for selected
years to highlight major trends in health statistics.
Earlier editions of Health, United States may present
data for additional years that are not included in the
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current printed report. Where possible, these additional
data are available in Lotus 1-2-3 and Excel
spreadsheet files as listed in Appendix I11.

Racial and Ethnic Data

Severa tables in Health, United States present
data according to race and Hispanic origin consistent
with Department-wide emphasis on expanding racial
and ethnic detail in presenting health data. Trend data
on race and ethnicity are usualy 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 that are documented in this
report may be explained by severa factors including
socioeconomic status, health practices, psychosocial
stress and resources, environmental exposures,
discrimination, and access to health care. New
standards for presenting Federa data on race and
ethnicity are described in Appendix Il under Race.

Changes in This Edition

Similar tables appear in each volume of Health,
United Sates to enhance the use of this publication as
a standard reference source. However, each year new
tables are added to reflect emerging topics in public
health and changes in the content of ongoing tables are
made to enhance their usefulness. New to Health,
United Sates, 2000 are data on early prenatal care for
States (table 7) based on vital statistics; use of
ambulatory health care as measured by visits to
doctor’s offices, clinics, and emergency departments, as
well as home visits from nurses and other health
professionals (table 71) based on the National Heslth
Interview Survey (NHIS); access to care by children
under 18 years of age as measured by no health care
contacts within the past 12 months (table 75), hospital
emergency department use by children (table 77) and
by adults (table 79) based on NHIS; injury-related
visits to hospital emergency departments based on the
National Hospital Ambulatory Medical Care Survey
(NHAMCS) (table 84); fee-for-service Medicare
enrollees and payments based on data from the Health
Care Financing Administration (table 134); and health



care use and expenditures by Medicare beneficiaries
based on the Medicare Current Beneficiary Survey
(table 135).

Data for racial and ethnic groups are expanded in
tables showing contraceptive use (table 18), infant and
neonatal mortality rates by State (tables 24 and 25),
limitation of activity (table57), interval since the last
health care contact (table 72), and Medicaid recipients
(table 136). In addition, new tables 7, 71, 75, 77, 79,
and 135 also present data for racia and ethnic groups.

In other changes, death rates for lung cancer
(ICD 162) replace death rates for respiratory cancer
(ICD 160-165) in tables 30, 31, and 40; the age range
of data on dental visits (table 80) and untreated dental
caries (table 81) is expanded to encompass children,
adults, and the elderly; Medicare expenditures for
managed care and fee-for-service care are added to
table 133. Tables that present NHIS, NAMCS,
NHAMCS, National Nursing Home Survey, and
National Home and Hospice Care Survey data are age
adjusted using a new population standard, the year
2000 population (see Appendix 11, Age adjustment). A
newly designed brochure features representative charts
and tables from the report.

Appendixes

Appendix | describes each data source used in the
report and the limitations of the data and provides
references for further information about the sources.

Appendix Il is an aphabetical listing of terms
used in the report. It also contains standard populations
used for age adjustment, International Classification of
Diseases (ICD) codes for cause of death and
diagnostic and procedure categories.

Appendix 11 lists tables with additional years of
trend data that are available electronically in Lotus
1-2-3 and Excel spreadsheet files on the NCHS home
page and CD-ROM.

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, State data,
American Indian, Asian, Black, and Hispanic origin
populations, Education, and Poverty status.
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Electronic Access

Health, United States has its own home page on
the NCHS web site at www.cdc.gov/nchs. Click on
“Top 10 Downloads”. The direct Uniform Resource
Locator (URL) address for the Health, United Sates
home page is:

www.cdc.gov/nchs/products/pubs/pubd/hus/hus.htm.

Health, United States, 2000, the Adolescent Health
Chartbook, and each of the 146 individual trend tables
are available as separate Acrobat .pdf files on the
Health, United States home page. In addition
individual tables are downloadable as Lotus 1-2—3 and
Excel spreadsheet files. Previous editions of Health,
United Sates and chartbooks, starting with the 1993
edition, also may be accessed from the Health, United
Sates home page.

Health, United Sates is also available, along with
other NCHS reports, on a CD-ROM entitled
“Publications from the National Center for Health
Statistics, featuring Health, United Sates, 2000,”
vol 1 no 6, 2000. These publications can be viewed,
searched, printed, and saved using Adobe Acrobat
software on the CD-ROM. The CD-ROM may be
purchased from the Government Printing Office.

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—2003

phone; 301-458-INFO

E-mail: nchsquery@cdc.gov

Internet: www.cdc.gov/nchs
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Adolescent Population Characteristics

In 1999, 40 million residents of the United Sates were
adolescents 10-19 years of age, comprising
approximately 14 percent of the U.S. population. The
racial and ethnic composition of the adolescent
population of the United States is changing and will be
increasingly diverse in the 21st century. Social
determinants and educational achievement play an
important role in the health of these adolescents.

B |n 1999 two-thirds of the adolescent population
was non-Hispanic white and one-third was of other
racial and ethnic groups. By the year 2050, projections
of the population indicate that Hispanic, black,
American Indian, and Asian adolescents will constitute
56 percent of the adolescent population (figure 1).

B Poverty during adolescence has immediate and
lasting negative consequences. In 1998, 17 percent of
all adolescents lived in families with incomes below
the poverty level. One-parent households headed by
women experience the highest rates of poverty. Forty
percent of adolescents in female-headed families were
living in poverty, compared with 8 percent of
adolescents in two-parent families (figure 2).

B Employment during the adolescent years can have
beneficia or negative effects on the health and
well-being of youth. In 1999 approximately two-fifths
of adolescents 16-19 years of age were employed
during the school year and over one-half worked
during the summer months. The proportion of
adolescents employed during the school year and
during the summer increased with age (figure 3).

B Although most adolescents complete high schooal,
in 1998 the dropout rate among students 15-19 years
of age in grades 10-12 was 4 per 100 students. The
proportion of adolescents who dropped out without
completing high school increased from 2 percent of
students 15-16 years of age to ailmost 11 percent of
those 19 years of age. Students from low-income
families dropped out of high school about four times
as frequently as students from middle-income and
high-income families (figure 4).

Adolescent Health Status

Indicators of adolescent health status include activity
limitation, dental health, suicide ideation and attempts,
as well as emergency department visit rates, hospital
discharge rates, and death rates. The health of
adolescents varies by age, gender, race and Hispanic
origin.

B Activity limitation due to a physical, mental, or
emotional health problem is one indicator of
adolescent health status. The vast mgjority of
adolescents do not have any activity limitation. In
1997 approximately 8 percent of adolescents 10-17
years of age were reported to have some activity
limitation. Receipt of special education services was
the only activity limitation identified for about

5 percent of adolescents (figure 5).

Y}eoH 1U=a3Sa|0pY

B During 1988-94 one-fifth of adolescents 10-19
years of age had at least one untreated dental caries
or active tooth infection. Three times as many
adolescents in families living below the poverty level
had untreated caries as did adolescents in families with
incomes twice the poverty level or higher (figure 6).

H Suicidal ideation or attempting suicide is one
indicator of mental or emotional health. In 1999,
25 percent of female adolescents and 14 percent of
male adolescents in grades 9-12 reported seriously
considering or attempting suicide (figure 7).

B Adolescents may be victims of violent crimes,
including rape or sexual assault, aggravated and simple
assault, and robbery. During the period 1992-97 an
average of approximately 3.4 million adolescents
12-19 years of age were reported to be victims of
violent crimes each year. The rates of violent crime
victimization for adolescents 12-19 years of age were
lower in 1997 than in 1992, with declines in each of
the major categories of victimization (figure 15).

Emergency Department Visits by Adolescents

B |n 1995-97 adolescents 1019 years of age made
about 11.6 million emergency department visits each
year. Approximately one-half of these visits were for

injuries. Injury-related and noninjury-related visit rates

Health, United StateS, 2000 s s s s s s s s s s s sss s snssssssssssssssssssssssssssssssssssssssssssssssssssssssssnsssssnnnnsannnnnssannnnnnnnns 3
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increased with age. Among female adolescents
pregnancy-related emergency department visit rates
increased almost sevenfold between 14 and 19 years
(figures 8 and 9).

B |In 1995-97 four causes of injury—being struck,
fals, cuts, and motor vehicle traffic-related
injuries—accounted for nearly 60 percent of all
injury-related emergency department (ED) visits. ED
visit rates for cuts and motor vehicle traffic-related
injuries increased with age, while ED visit rates for
falls decreased with age (figure 10).

H The most common emergency department injury
diagnoses include fractures, sprains and strains, open
wounds, and contusions. In 1995-97 these four injury
diagnoses accounted for 80 percent of first-listed injury
diagnoses in emergency department visits for
adolescents 10-19 years of age (figure 11).

B Asthma, upper respiratory conditions, and
abdominal or gastrointestinal (GI) conditions are
among the leading emergency department (ED)
noninjury diagnoses for adolescents 10-19 years of
age. Among female adolescents, the ED visit rate for
abdominal and GI conditions, as well as ED visits for
sexually transmitted diseases, urinary tract infections,
and pregnancy-related conditions, increased markedly
with age (figure 12).

Adolescent Hospitalizations

B |n 1995-97 adolescents 10-19 years of age had
1.6 million hospitalizations annually. Hospital
discharge rates increased with age across the
adolescent years, but the pattern varied by gender and
diagnosis (figure 8).

B |n 1995-97 noninjury-related causes accounted for
72 percent of all hospital discharges among mae
adolescents and 39 percent (excluding pregnancy)
among female adolescents. Injuries accounted for

26 percent of discharges among males and 8 percent
among females. Among female adol escents,
pregnancy-related causes (including deliveries and
diagnoses associated with pregnancy) accounted for
53 percent of discharges (figure 13).

B Asthma, psychoses, fractures, poisoning, and
appendicitis were among the leading first-listed
hospital discharge diagnoses for adolescents in
1995-97. These five diagnoses accounted for

20 percent of all hospital discharges (figure 14).

Adolescent Mortality

B |n 1996-97 about 19,000 adolescents died each
year. Nearly 14,000 adolescents died annually from
injury-related causes; in contrast 5,000 adolescents
died from natural causes. The proportion of al deaths
from injuries increased with age from 47 percent
among adolescents 10 years of age to 81 percent
among adolescents 18 years of age (figure 16).

B Motor vehicle traffic-related injuries and
firearm-related injuries are the two leading causes of
injury death among adolescents 10-19 years of age. In
1996-97 these two causes accounted for 55 percent of
al deaths and 75 percent of all injury deaths. Motor
vehicle traffic death rates increased markedly with age,
with the greatest increase occurring between ages 15
years and 16 years for male and female adolescents

(figure 17).

B In 1996-97 motor vehicle traffic-related and
firearm-related death rates among adolescents varied
by urbanization of residence, although marked
increases with age were apparent in all three
urbanization categories. Adolescents living in the most
densely populated counties had higher death rates
associated with interpersonal violence (firearm
homicide), while adolescents living in more rural
counties had higher rates of motor vehicle fatalities
(figure 18).

Adolescent Reproductive Health

As adolescents develop sexually, they face issues and
decisions about their own sexuality. The majority of
today’ s adolescents are becoming sexually active
during their teen years and experience many of the
health consequences associated with sexual activity,
such as pregnancy and sexually transmitted diseases.
Disparities by age, race, and Hispanic origin were
observed in all measures of reproductive health.
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B More than 900,000 adolescents become pregnant
each year. In 1996 the pregnancy rate was 98.7
pregnancies per 1,000 adolescent women aged 15-19,
a decrease of 15 percent since 1991. Pregnancy rates
increased with age from 67.8 for adolescents 15-17
years of age to 146.4 for adolescents 1819 years
(figure 19).

H In 1997-98 there were approximately 493,600
births annually to adolescents 13-19 years of age,
accounting for 13 percent of all births in each year.
There was a consistent pattern of increasing birth
rates by maternal age. Overall, 19-year-old adolescents
were nearly seven times as likely to have a birth as
their 15-year-old counterparts (figure 20).

B Infants of adolescent mothers are more likely to be
low birthweight than infants of mothers in their
twenties and thirties. In 1997-98, 13.2 percent of
infants born to adolescents under the age of 15 years
and 9.5 percent of infants born to adolescents 15-19
years of age were low birthweight. In contrast

7.2 percent of infants born to women in their twenties
and thirties were low birthweight (figure 21).

B Theinfant mortality rate is an important indicator
of the health and well-being of infants and their
adolescent mothers. During 1995-97 there were 10.6
infant deaths per 1,000 live births to adolescent
mothers. Among the youngest adolescent mothers
(13-14 years of age) the infant mortality rate was 1.8
times that of mothers 19 years of age (figure 22).

B Sexually transmitted diseases (STD’s) are the
most commonly reported infectious diseases among
sexually active adolescents; chlamydia and gonorrhea
are the most common bacterial causes of STD's.
Reported rates for chlamydial and gonococcal
infections are higher among female adolescents 15-19
years of age than among male adolescents and adults
of either gender (figure 23).

B Although the overal prevalence of acquired
immunodeficiency syndrome (AIDS) is relatively low
among adolescents, adolescents in some minority and
racial groups are disproportionately affected by HIV
and AIDS (figure 24).
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Adolescent Risk Behavior

Many adolescents are engaging in risk behaviors that
are harmful or dangerous to themselves and others,
with consequences to their health and well-being that
may be immediate or long-term. There were distinct
differences in the percentage of students engaging in
risk behaviors by grade level, gender, race, and
Hispanic origin.

B |n 1999 one-half of al high school students
reported that they had ever been sexually active.
Sixty-six percent of female students and 64 percent of
male students in the 12th grade had ever had sexual
intercourse, compared with 33 percent of female
students and 45 percent of male students in the 9th
grade. Between 1991 and 1999 the proportion of high
school students reporting sexual experience decreased
by 8 percent (figure 25).
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B In 1999 more than one-third of high school
students reported smoking cigarettes in the previous
30 days, and 17 percent reported smoking frequently
(20 or more days). The prevalence of cigarette
smoking among high school students in 1999 was
27 percent higher than in 1991. (figure 26).

H In 1999 about one-half of al high school students
(48 percent of female and 52 percent of male students)
reported alcohol use in the previous 30 days. Binge
drinking, that is, having 5 or more drinks on 1
occasion, was reported by 28 percent of female
students and 35 percent of male students during the
same 30-day period (figure 27).

B Marijuana is the most commonly used illicit drug
among high school students. In 1999 almost one-half
(47 percent) of high school students had ever used
marijuana, and more than one-fourth had used
marijuana one or more times in the past 30 days
(figure 28).

B Weapon carrying is associated with violence and
serious injury. In 1999, 6 percent of female and

29 percent of male high school students reported
carrying a gun or other weapon in the past 30 days.
Between 1991 and 1999 the percent of students who
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Adolescent Health

reported carrying a weapon decreased by 35 percent
(figure 29).

B Physical activity provides important health
benefits for adolescents. In 1999 more than two-thirds
of al high school students participated in moderate to
vigorous physical activity. Male and female students
were more likely to participate in 9th grade than in
higher grades (figure 30).

Adolescent Health Care Access

Adolescents have lower rates of health care utilization
than younger and older persons, despite the health
problems that affect the adolescent population, such as
sexually transmitted diseases, emotional and
behavioral problems, unintended pregnancy, drug and
alcohol abuse, and injuries and violence. Access to
and use of health care services is dependent in part on
health insurance coverage or the ability to pay for
services.

B |n 1997, 17 percent of adolescents had no health
care coverage. One-third of adolescents in families
with incomes below the poverty level were uninsured
compared with 8 percent of adolescents in families
with incomes greater than two times the poverty level.
The proportion of adolescents without health care
coverage increased with age in every income category
(figure 31).

B Lack of hedth insurance coverage has a significant
impact on adolescents’ access to routine health care. In
1997 the percent of adolescents who had not had a
health care visit in the past year was 2.6 times as
high for those without health insurance as for those
with health insurance. The percent of adolescents
without a health care visit declined with age among
females and increased with age among males

(figure 32).
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Mortality Trends

In 1998 life expectancy at birth increased to an
all-time high and life expectancy for black males
increased for the fifth consecutive year. Infant mortality
was unchanged from 1997. The death rate for HIV
infection declined for the third straight year. Death
rates for heart disease, cancer, stroke, homicide, and
suicide also decreased in 1998.

B |n 1998 life expectancy at birth reached an
all-time high of 76.7 years and infant mortality
remained at a record low 7.2 deaths per 1,000 live
births (tables 23 and 28).

B Between 1993 and 1998 life expectancy at birth
for black males increased 3.0 years to a record high of
67.6 years, due in large part to continuing declines in
mortality from HIV infection and homicide. However,
life expectancy was still 6.9 years shorter for black
males than for white males in 1998 (table 28).

B Mortality from heart disease, the leading cause of
death, declined 3 percent in 1998, continuing a
long-term downward trend. The 1998 age-adjusted
death rate for heart disease was about one-haf the rate
in 1970 (tables 30, 32, and 37).

m Mortality from cancer, the second leading cause
of death, decreased 1.6 percent in 1998, continuing the
decline that began in 1990. Over the preceding 20-year
period, 1970-90, age-adjusted cancer death rates
steadily increased (tables 30, 32, and 39).

B Mortality from stroke, the third leading cause of
death, appears to have resumed a downward trend. In
1998 the age-adjusted desath rate fell 3.1 percent,
declining for the third straight year following a
leveling off earlier in the decade. Between 1980 and
1992 stroke mortality declined at an average rate of
3.6 percent per year (tables 30, 32, and 38).

B Mortality from unintentional injuries, the fifth
leading cause of death, was unchanged between 1997
and 1998. Since the 1970's the trend in injury
mortality has been generally downward (tables 30 and
32).
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B The age-adjusted dezth rate for suicide, the eighth
leading cause of death, has been edging downward
during the 1990's. The age-adjusted suicide rate was
10.4 deaths per 100,000 population in 1998, compared
with 11.5 in 1990 (tables 30, 32, and 47).

B The age-adjusted homicide rate fell almost

9 percent in 1998, continuing a downward trend that
began in the early 1990's. At 7.3 homicides per
100,000 population in 1998, this was the lowest rate in
about three decades. Despite the overall decline in
homicide mortality, this cause is still the leading cause
of death for young black males 15-24 years of age
(tables 30 and 46).

B Mortality from HIV infection declined 21 percent
in 1998, following a 48-percent decline in 1997 and a
29-percent decline in 1996. This 3-year decline
contrasts sharply with the period 1987-94, when HIV
mortality increased at an average rate of 16 percent per
year (tables 30 and 43).

Disparities in Mortality

Despite overall declines in mortality, disparities among
racial and ethnic groups, for many causes of death,
are substantial. Disparities among persons of different
education levels continue. Persons with less than a
high school education have death rates at least double
those with education beyond high school.
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B |n 1997 infant mortality rates were highest
among infants of black, Hawaiian, and
American-Indian mothers (13.7, 9.0, and 8.7 deaths per
1,000 live births). Infant mortality was lowest for
infants of Chinese-American mothers (3.1 per 1,000).
Mortality rates for infants of Hispanic mothers and
non-Hispanic white mothers were the same (6.0 per
1,000 live births) (table 20).

B Infant mortality decreases as the mother’s level
of education increases and this disparity is greater for
white mothers than for mothers in other racial and
ethnic groups. In 1997 mortdlity for infants of
non-Hispanic white mothers with less than 12 years of
education was more than double that for infants whose
mothers had 13 or more years of education. The
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disparity in infant mortality by mother’s education was
29 percent for non-Hispanic black mothers and
12 percent for Mexican-American mothers (table 21).

B Homicide among young black males 15-24 years
of age declined 10.4 percent per year on average
between 1993, the year the rate peaked, and 1998.
Despite the decline, the rate in 1998 (96.5 deaths per
100,000 population) was still almost 8 times the rate
for young white males. Among adults 2544 years of
age, the homicide rate for black males was nearly 7
times the rate for white males, and the HIV infection
death rate for adult black males 25-44 years of age
was 6 times the rate for white males in this age group
(tables 43 and 46).

B In 1998 the homicide rate among young
Hispanic males 15-24 years of age (41.1 deaths per
100,000 population) was about 7 times the rate for
non-Hispanic white males. Among adults 25-44 years
of age, the homicide rate for Hispanic males was more
than 3 times the rate, and the HI1V infection death rate
for Hispanic males 25-44 years of age was more than
2 times the rate for non-Hispanic white males
(tables 43 and 46).

B Therisk of suicide is higher for elderly white
males than for other groups. In 1998 the suicide rate
among white males 85 years of age and over (62.7
deaths per 100,000 population) was more than 3 times
that for young white males 15-24 years (table 47).

B |n 1998 among American Indians the
age-adjusted death rates for motor vehicle-related
injuries (31.8 deaths per 100,000 population) and
diabetes (29.6) were 2 and 2.5 times the rates for
white persons and the death rate for cirrhosis (22.0)
was 3 times the rate for white persons. Death rates for
the American-Indian population are known to be
underestimated (table 30).

H In 1998 overal mortality was 53 percent higher
for black Americans than for white Americans. In
1998 the age-adjusted death rates for the black
population exceeded those for the white population by
78 percent for stroke, 50 percent for heart disease,

33 percent for cancer, and almost 700 percent for HIV
infection (table 30).

B In 1998 the overall age-adjusted death rate for
Asian-American males was 40 percent lower than the
rate for white males. However the homicide rate
among Asian males was 14 percent lower than for
white males and the death rate for stroke was

8 percent higher for Asian males than for white males.
Death rates for Asian Americans are known to be
underestimated somewhat (tables 36, 38, and 46).

H In 1998 the age-adjusted death rate for chronic
obstructive pulmonary diseases (COPD), the fourth
leading cause of death, was 43 percent higher for
males than females. Between 1990 and 1998
age-adjusted death rates for males were relatively
stable while death rates for females increased at an
average annual rate of almost 3 percent (tables 30 and
32).

B Death rates are higher among persons with less
education. In 1998 the age-adjusted death rate for
chronic diseases among adults with fewer than 12
years of education was more than twice the rate among
those with more than 12 years of education. The death
rate for injuries for the least educated was 3 times the
rate for the most educated adults (table 35).

B Between 1992 and 1998 the occupational injury
death rate decreased 13 percent to 4.5 deaths per
100,000 employed workers. The two industries with
the highest death rates were mining and agriculture,
forestry, and fishing (23-24 deaths per 100,000).
Construction with a death rate of 14.5 per 100,000
accounted for the largest number of deaths, nearly

20 percent of al occupational injury deaths (table 50).

Natality

Although birth rates for teens continued the downward
trend that began in 1992, birth rates for women in
their principal childbearing ages (twenties) increased
in 1998 and overall fertility increased for the first time
since 1990. The number of births to unmarried women
increased 3 percent in 1998, the highest number ever
reported. The proportion of babies born with low
birthweight continued to edge upward.
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B |n 1998 the birth rate for teenagers (15-19
years) declined for the seventh consecutive year, to
51.1 births per 1,000 women aged 15-19 years.
Between 1991 and 1998 the teen birth rate declined
more for 15-17 year-olds than for 18-19 year-olds
(21 percent compared with 13 percent) (table 3).

B In 1998 the birth rate for unmarried women
increased dightly to 44.3 births per 1,000 unmarried
women aged 1544 years, but was till below its
highest level, 46.9 in 1994. Between 1994 and 1998
birth rates for unmarried black women and unmarried
Hispanic women each declined about 11 percent
(table9).

B Low birthweight is associated with elevated risk
of death and disability in infants. In 1998 the rate of
low birthweight (infants weighing less than 2,500
grams at birth) increased to 7.6 percent overall, up
from 7.0 percent in 1990. Since 1990 the
low-birthweight rate increased for most racial and
ethnic groups, except for black infants. The rise in
multiple births has influenced the upward trend in low
birthweight (table 12).

B Cigarette smoking during pregnancy is a risk
factor for poor birth outcomes such as low birthweight
and infant death. In 1998 the proportion of mothers
who smoked cigarettes during pregnancy declined to a
record low of 12.9 percent, down from 19.5 percent in
1989. However the percent of teenage mothers 15-19
years who smoked increased between 1994 and 1998
(table 11).

Morbidity

Activity limitation and health status (self- or family
member-assessed) are two summary measures of

morbidity presented in this report. Additional measures

of morbidity that are presented include the incidence
of specific diseases.

B Activity limitation due to a chronic condition is
substantially higher among those with lower family
incomes. In 1997 non-Hispanic white and
non-Hispanic black persons who were poor were
nearly three times as likely to report activity limitation

as were those with family income at least twice the
poverty threshold (29-30 percent compared with

11 percent of the noninstitutionalized population, age
adjusted) (table 57).

B In 1998 the percent of persons reporting fair or
poor health was 3.9 times as high for persons living
below the poverty threshold as for those with family
income at least twice the poverty threshold

(22.2 percent and 5.7 percent, age adjusted) (table 58).

B The continuing decline in the number of newly
reported AIDS cases is evidence of the beneficia
effects of new treatment regimens. In 1998, 20 percent
fewer cases were reported than in the previous year.
Despite the declines, AIDS incidence continues to
disproportionately affect the non-Hispanic black and
Hispanic populations (table 53).

B In 1998 tuberculosis (TB) incidence declined for
the sixth consecutive year to 6.8 cases per 100,000
population, a reflection of the apparent strengthening
of TB-control programs nationwide. Despite the
progress in controlling TB, the 1998 rate remained
above the national objective for 2000 of 3.5 cases per
100,000 (table 52).

B Between 1990 and 1998 the incidence of primary

and secondary syphilis declined 87 percent to 2.6 cases

per 100,000 population, below the national objective
for 2000 of 4 per 100,000 (table 52).

B The decline in gonorrhea incidence that
characterized the 1980's slowed in the 1990's. In
1998, gonorrhea incidence increased for the first time
since 1980, to 133 cases per 100,000 population, well
below the rate when national reporting began in the
mid-1970's, but still above the 2000 objective of 100
per 100,000 (table 52).

B Overall cancer incidence has been declining in
the 1990's, more so for males than for females.
Between 1992 and 1996 cancer incidence rates
declined 15 percent for males and 2 percent for
females. Despite these declines, cancer incidence is
one-third higher among males than females (table 55).

B Prostate cancer and lung cancer are the two
most frequently diagnosed cancers in men. In 1996

Highlights
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incidence of prostate cancer was 65 percent higher in
black men than in white men, and lung cancer
incidence, 48 percent higher (table 55).

B Breast cancer incidence in 1996 was 11 percent
lower for black women than for white women.
However survival was lower for black women than for
white women. The 5-year relative surviva rate for
breast cancer diagnosed in 1989-95 was 71 percent for
black women and 86 percent for white women
(tables 55 and 56).

H Between 1980 and 1998 the injuries with lost
wor kdays rate decreased 26 percent to 2.9 per 100
full-time equivaents (FTE's) in the private sector.
Within the goods-producing industries, manufacturing
had the highest injury rate (4.2 injuries with lost
workdays per 100 FTE's) and within the
service-producing sector, the highest injury rate was
reported for transportation, communication, and public
utilities (4.2) (table 51).

Health Behaviors

Cigarette smoking is the single leading preventable
cause of death in the United Sates. It increases the
risk of lung cancer, heart disease, emphysema, and
other respiratory diseases. Cigarette smoking by adults
has remained stable at about 25 percent since 1990.
Heavy and chronic use of alcohol and use of illicit
drugs increase the risk of disease and injuries.

B Cigarette smoking is more prevalent among
American-Indian men and non-Hispanic black men
than among other men. In 1995-98, 41 percent of
American-Indian men and 31 percent of non-Hispanic
black men were current smokers compared with

27 percent of non-Hispanic white men, 24 percent of
Hispanic men, and 18 percent of Asian men. Among
women, the prevalence of smoking was highest among
American-Indian women (29 percent) and lowest
among Hispanic women (14 percent) and Asian women
(11 percent) (percents are age adjusted and are for
persons 18 years of age and over) (table 61).

B In 1998, 62 percent of adults 18 years of age and
over reported they were current drinkers, 22 percent

reported they were lifetime abstainers, and 16 percent
were former drinkers. Women were about twice as
likely as men to be lifetime abstainers (29 percent
compared with 15 percent) (table 65).

B Binge drinking, having five or more acoholic
drinks on at least one occasion in the past month, is
more common among young people 18-25 years of
age than among younger or older persons. In 1998
among young adults, binge drinking was 1.5-2.4 times
as likely for non-Hispanic white persons (38 percent)
as for Hispanic and non-Hispanic black persons (25
and 16 percent). In 1998 rates of hinge drinking in
these populations were higher than in 1997 but similar
to rates observed in 1996 (table 62).

B In 1997 there were more than 161,000
cocaine-related emergency department visits, twice
as many as in 1990. The greatest increases occurred
for persons 35 years and over, reflecting an aging
population of drug abusers being treated in emergency
departments. However, the proportion of adults aged
35 years and over who reported using cocaine in the
past month has remained stable during this period at
less than 1 percent (tables 62 and 64).
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Prevention Services

Use of preventive health services has substantial
positive effects on the long-term health status of those
who receive the services. The use of several different
types of preventive services has been increasing.
However, disparities in use of preventive health care
by family income and by race and ethnicity remain in
evidence.

B Between 1990 and 1998 the percent of mothers
receiving prenatal care in the first trimester of
pregnancy increased from 76 to 83 percent. The largest
increases in receipt of early prenatal care have
occurred for racial and ethnic groups with the lowest
levels of use, thereby reducing disparities in use of
early care. However in 1998 the percent of mothers
with early prenatal care till varied substantially among
racial and ethnic groups from 69 percent for
American-Indian mothers to 92 percent for Cuban
mothers (table 6).

H In 1998, 79 percent of children 19-35 months of
age received the combined vaccination series of 4
doses of DTP (diphtheria-tetanus-pertussis) vaccine, 3
doses of polio vaccine, 1 dose of measles-containing
vaccine, and 3 doses of Hib (Haemophilus influenzae
type b) vaccine, up from 69 percent in 1994. Children
living below the poverty threshold were less likely to
have received the combined vaccination series than
were children living at or above poverty (74 compared
with 82 percent) (table 73).

B In 1998 only 100 cases of measles were reported,
down from 28,000 cases in 1990, providing evidence
of the success of vaccination efforts to increase
population immunity to measles (table 52).

B Regular mammography screening for women
aged 50 years and over has been shown to be effective
in reducing deaths from breast cancer. In 1998,

69 percent of women aged 50 years and over reported
mammography screening in the previous 2-year period,
up from 61 percent in 1994. Among women living
below the poverty threshold in 1998, 53 percent
reported recent screening compared with 72 percent of
women with family income at or above poverty

(table 82).

Access to Care

Access to health care is important for preventive care
and for prompt treatment of illness and injuries. Some
indicators of access to health care services include
having a usual source of health care, having a recent
health care contact, use of the emergency department,
and treatment of health problems such as dental
caries. Access to health care varies by health
insurance status, poverty status, race, and ethnicity.

B |n 1997, 14 percent of children under 18 years of
age had no health insurance coverage. More than
one-quarter of children with family income of 1-1.5
times the poverty level were without coverage
compared with only 6 percent of those with income
above twice the poverty level (table 128).

B In 1997-98, 13 percent of children under 18 years
of age did not have a health care visit to an office or

clinic within the previous 12-month period. Uninsured

children were nearly three times as likely as those with
health insurance to be without a recent visit

(29 percent compared with 10 percent) (table 75).

H In 1997-98, about 7 percent of children under 18
years of age had no usual source of health care.
More than one-quarter of children without health
insurance coverage had no usua source of health care
(table 76).

B In 1998, 20 percent of children under 18 years of
age had an emergency department visit within the
past 12 months. Children living below the poverty
threshold were 50 percent more likely than nonpoor
children to have a recent emergency department visit
(27 percent compared with 18 percent) (table 77).

B In 1998, three-quarters of children under 18 years
of age had a dental visit in the past year. Hispanic and
non-Hispanic black children were less likely than
non-Hispanic white children to have a recent dental
visit (62 percent, 70 percent, and 77 percent,
respectively) (table 80).

B In 1998 one in five adults 18 years of age and
over had an emergency department visit within the
past 12 months. Emergency department visits were
more common among young adults 18-24 years of age
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Health Care Utilization

and elderly persons 75 years of age and over (25 and
24 percent) than among adults 25-64 years (17-19
percent) (table 79).

B |In 1988-94, 28 percent of adults 18-64 years of
age had at least one untreated dental cavity, down
from 48 percent in 1971-74. Although substantial
declines in untreated dental cavities have occurred for
adults at all income levels, nearly one-half of adults
living in poverty compared with one in five nonpoor
adults had an untreated cavity in 1988-94 (table 81).

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. One significant
change has been a decline in use of inpatient services
and an increase in outpatient services such as
outpatient surgery and home health care.

B |n 1997, 61 percent of all surgical operationsin
community hospitals were performed on outpatients,
up from 51 percent in 1990, 35 percent in 1985, and
16 percent in 1980 (table 95).

B Among the elderly, use of home health care grew
by more than 70 percent during the period from 1992
to 1996, while the use of hospice services remained
fairly stable over the same period (data are age
adjusted) (table 88).

Inpatient Care and Resources

Utilization of hospital inpatient services has declined,
as has the number of beds in community hospitals.
Utilization of nursing home care has also declined.

B Hospital discharge rates are higher among poor
persons than among those with higher family incomes.
In 1998 among persons under 65 years of age, hospital
discharge rates for the poor were double those for
persons with family income above twice the poverty
level (175 and 87 per 1,000 population). Average
length of stay was 1.5 days longer for the poor than
for the nonpoor (5.3 and 3.8 days) (data are age
adjusted) (table 89).

B Between 1985 and 1998 the hospital discharge
rate declined by one-quarter from 138 discharges per
1,000 population to 103 per 1,000, while average
length of stay declined by amost 1.5 days, from 6.3
to 4.9 days (data are age adjusted) (table 90).

B Between 1990 and 1998 the number of
community hospital beds declined from 927,000 to
840,000. Community hospital occupancy, estimated at
63 percent in 1998, has been relatively stable since the
mid-1990's, after declining from 67 percent in 1990
and 76 percent in 1980 (table 109).

H In 1997 there were aimost 1.5 million elderly
nursing home residents 65 years of age and over.
One-half of the elderly residents were 85 years of age
and over and three-fourths were female. Between the
mid-1970’'s and 1997, nursing home utilization rates
increased for the black population and decreased for
the white population (table 96).

B In 1998 there were 1.8 million nursing home
beds in facilities certified for use by Medicare and
Medicaid beneficiaries. Between 1995 and 1998
nursing home bed occupancy in those facilities was
relatively stable, estimated at 84 percent in 1998
(table 113).

B Between 1984 and 1994 the supply of bedsin
inpatient and residential mental health organizations
declined 14 percent to 98 beds per 100,000 population.
The decline was greatest for state and county mental
hospitals with a reduction of 45 percent to 31 beds per
100,000 population (table 110).
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National Health Expenditures

After 25 years of double-digit annual growth in
national health expenditures, the rate of growth slowed
during the 1990's. However the United Sates
continues to spend more on health than any other
industrialized country.

B |n 1998 national health care expendituresin the
United States totaled almost $1.15 trillion, increasing
less than 6 percent from the previous year and
continuing the slowdown in growth of the 1990's.
During the 1980’s national health expenditures grew at
an average annual rate of 11 percent (table 115).

B This slowdown in growth is aso reflected in the
Consumer Price Index (CPI). The rate of increase in
the medical care component of the CPI declined from
6.3 percent in 1990-95 to 3.3 percent in 1995-99
(table 116).

B The combination of strong economic growth and
the slowdown in the rate of increase in health spending
over the last few years has stabilized health
expenditures as a percent of the gross domestic
product (GPD) at 13.4-13.7 percent between 1995
and 1998, after increasing steadily from 8.9 percent in
1980 (table 115).

B Degspite the slowdown in the growth of health
spending, the United States continues to spend a larger
share of GDP on hedlth than any other major
industrialized country. The United States devoted

13.4 percent of GDP to health in 1997 compared with
about 10-11 percent each in Germany, Switzerland,
and France, the countries with the next highest shares.
(table 114).

Expenditures by Type of Care and Source of
Funds

Expenditures for hospital care as a percent of national
health expenditures continue to decline. The sources of
funds for medical care differ substantially according to
the type of medical care being provided.

B Expenditures for hospital care continued to
decline as a percent of national health expenditures

from 42 percent in 1980 to 33 percent in 1998.
Physician services accounted for 20 percent of the total
in 1998, drugs for 11 percent, and nursing home care
for 8 percent (table 118).

B Home health care expenditures declined

6 percent between 1996 and 1998 as Medicare's new
cost controls and fraud-and-abuse activities restrained
growth in spending (table 118).

H Between 1995 and 1998 drug expenditures
increased at an average annual rate of 11 percent. The
rate of increase for drug expenditures during this
period was more than double the rate of increase for
total national health expenditures. In 1999 prescription
drugs posted one of the highest rates of increase in the
Consumer Price Index, 5.7 percent (tables 116 and
118).

B Between 1993 and 1998 the average annual
increase in total expenses in community hospitals
was 3.7 percent, following a period of higher growth
that averaged 9.3 percent per year from 1985 to 1993
(table 122).

B In 1998, 34 percent of personal health care
expenditures were paid by the Federal Government
and 10 percent by State and local government; private
health insurance paid 33 percent and 20 percent was
paid out-of-pocket (table 119).

B |n 1998 the major sources of funds for hospital
care were Medicare (32 percent) and private health
insurance (31 percent). Physician services were aso
primarily funded by private health insurance

(51 percent) and Medicare (22 percent). In contrast,
nursing home care was financed primarily by Medicaid
(46 percent) and out-of-pocket payments (33 percent)
(table 119).

B In 1997 the average monthly charge per nursing
home resident was $3,609. 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
over $6,000 when Medicare was the payor and $3,100
when Medicaid was the source of payment (table 124).

Highlights
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ighlights

B The National Institutes of Health (NIH) account
for about 80 percent of Federal funding for health
research and development. In 1997 the National
Cancer Ingtitute accounted for 20 percent of NIH's
research and development budget, the National Heart,
Lung and Blood Institute for 12 percent, and the
National Institute of Allergy and Infectious Diseases
for 10 percent. The Department of Defense accounted
for 7 percent of Federal funding for health research
and development (table 126).

B In 1999 Federal expenditures for HIV-related
activities increased 12 percent to $10 billion,
compared with a 7-percent increase the previous year.
Of the total Federal HIV-related spending in 1999,
58 percent was for medical care, 20 percent for
research, 14 percent for cash assistance, and 8 percent
for education and prevention (table 127).

Publicly Funded Health Programs

The two major publicly-funded health programs are
Medicare and Medicaid. Medicare is funded by the
Federal government and reimburses the elderly and
the disabled for their health care. Medicaid is funded
jointly by the Federal and State governments to
provide health care for the poor. Medicaid benefits and
eigibility vary by Sate. Medicare and Medicaid health
care utilization and costs vary considerably by Sate.

B |n 1998 the Medicare program had 38.8 million
enrollees and expenditures of $213 hillion (table 133).

B In 1996, 82 percent of Medicare beneficiaries
were non-Hispanic white, 9 percent were non-Hispanic
black, and 6 percent were Hispanic. Some

22-24 percent of Hispanic and non-Hispanic black
beneficiaries were persons under 65 entitled to
Medicare through disability compared with 10 percent
of non-Hispanic white beneficiaries (table 135).

B In 1996, 10 percent of non-Hispanic white

M edicare beneficiaries had a nursing home stay
compared with 8 percent of non-Hispanic black
beneficiaries and 5 percent of Hispanic beneficiaries.
White beneficiaries were also more likely to have
received dental care than non-Hispanic black or

Hispanic beneficiaries (44 percent compared with
19 percent and 28 percent) (table 135).

B Total health expenditures per Medicare
beneficiary (including non-Medicare health
expenditures) varied from $7,800 for Hispanic
beneficiaries to $8,900 for non-Hispanic white and
$10,670 for non-Hispanic black beneficiaries in 1996
(table 135).

B In 1998 hospital insurance (HI) accounted for
64 percent of Medicare expenditures. Expenditures for
home health agency care decreased to 9 percent of the
HI expenditures in 1998, down from 13 percent in
1997. Expenditures for skilled nursing facilities
continued to climb as a percent of the HI expenditures
(10 percent in 1998) (table 133).

B In 1998 supplementary medical insurance (SMI)
accounted for 36 percent of Medicare expenditures.
Payments to managed care organizations increased
from 6 percent of the SMI expenditures in 1990 to

20 percent in 1998 (table 133).

B Of the 33 million Medicare enrollees in the
fee-for-service program in 1997, 11 percent were 85
years of age and over and 14 percent were under 65
years of age. Among elderly fee-for-service Medicare
enrollees, payments increase with age from an average
of $4,000 per enrollee for those aged 65-74 years to
$7,900 for those 85 years and over (table 134).

B In 1997 Medicare payments per enrollee
averaged $5,416 in the United States, ranging from
$3,700-$3,800 in North Dakota, South Dakota,
Vermont, and Montana to more than $6,700 in
Massachusetts, the District of Columbia, and Louisiana
(table 143).

B In 1998 Medicaid vendor payments totaled $142
billion for 40.6 million recipients (table 136).

B In 1998 children under the age of 21 years
comprised 47 percent of Medicaid recipients but
accounted for only 16 percent of expenditures. The
aged, blind, and disabled accounted for 26 percent of
recipients and 71 percent of expenditures (table 136).
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B Of the 40.6 million Medicaid recipients in 1998,
41 percent were white, 24 percent black, 16 percent
Hispanic, and 16 percent were of unknown race and
ethnicity (table 136).

B In 1998, 22 percent of Medicaid payments went to
nursing facilities, 15 percent to general hospitals,

14 percent to prepaid health care, and 10 percent to
prescribed drugs (table 137).

H In 1998, 50 percent of Medicaid recipients used
prepaid health care at a cost averaging $955 per
recipient. One-fifth of recipients used early and
periodic screening and family planning services but
these services received just over 1 percent of Medicaid
funds in 1998. The annual cost per recipient for
screening and family planning averaged about $220 for
each service (table 137).

B In 1998 the percent of Medicaid recipients
enrolled in managed care varied substantially among
the States from 0 in Alaska and Wyoming to

98-100 percent in Montana, Colorado, and Tennessee
(table 144).

B Between 1997 and 1998 spending on health care
by the Department of Veterans Affairs increased by
less than 2 percent to $17.4 hillion. In 1998, 38 percent
of the total was for inpatient hospital care, down from
58 percent in 1990; 42 percent for outpatient care, up
from 25 percent in 1990; and 10 percent for nursing
home care, unchanged since 1990. In 1998, 55 percent
of inpatients and 41 percent of outpatients were
low-income veterans without service-connected
disahility (table 138).

B |n 1997 State mental health agency per capita
expenditures for mental health services ranged from
$23 in Tennessee and West Virginia to $113 in New
York and averaged $64 per capita for the total United
States (table 142).

Privately Funded Health Care

About 70 percent of the population has private health
insurance, most of which is obtained through the
workplace. The share of employees’ total compensation
devoted to health insurance has declined in recent

years. The health insurance market continues to
change rapidly as new types of managed care products
are introduced. The use of traditional fee-for-service
medical care continues to decline.

B Between 1994 and 1997 the age-adjusted
proportion of the population under 65 years of age
with private health insurance has remained stable at
71-72 percent after declining from 76 percent in 1989.
Some 92 percent of private coverage was obtained
through the workplace (a current or former employer
or union) in 1997 (table 128).

B In 1999 private employers health insurance
costs per employee-hour worked increased from $1.00
to $1.03 after declining from $1.14 in 1994. Among
private employers the share of total compensation
devoted to health insurance declined from 6.7 percent
in 1994 to 5.4 percent in 1998 and 1999 (table 121).

B The average monthly contribution by full-time
employees for family medical care benefits was

40 percent higher in small companies ($182 in 1996)
than in medium and large companies ($130 in 1997)
(table 132).

B During the 1990's the use of traditional
fee-for-service medical care benefits by full-time
employees in private companies declined sharply. In
1996 in small companies, 36 percent of full-time
employees who participated in medical care benefits
were in fee-for-service plans, down from 74 percent in
1990. In 1997 in medium and large companies,

27 percent of participating full-time employees were in
fee-for-service plans, down from 67 percent in 1991. In
1996-97 full-time employees in private companies
who participated in medical care benefits were more
likely to be enrolled in preferred provider
organizations (PPQO’s) than in health maintenance
organizations (HMQO’s) (table 132).

H In 1999, 30 percent of the U.S. population was
enrolled in health maintenance organizations
(HMOQ’s), ranging from 23-24 percent in the Midwest
and South to 37 percent in the Northeast and

41 percent in the West. HMO enrollment has been
steadily increasing. Enroliment in 1999 was 81 million
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persons, more than double the enrollment in 1993
(table 131).

B In 1997 non-Hispanic black and Hispanic persons
were less likely to have private health insurance than
were non-Hispanic white persons. However among
those with private health insurance coverage,
non-Hispanic black and Hispanic persons were more
likely than their non-Hispanic white counterparts to
enroll in HMQO’s. The elderly were less likely to be
enrolled in private HMO' s than were younger adults
and children (table 130).

H In 1999 the percent of the population enrolled in
HMOQO'’s varied among the States from 0 in Alaska to
52-53 percent in California and Massachusetts. Other
States with more than 40 percent of the population
enrolled in HMO'’s in 1999 included Rhode Island,
Delaware, Maryland, and Oregon (table 145).

Health Care Expenditures

B In 1998 the proportion of the population without
health care coverage (either public or private) was
16.3 percent, compared with 16.1 percent the previous
year and 12.9 percent in 1987. In 1998 the proportion
of the population without health care coverage varied
from 10 percent or less in Hawaii, Rhode Island,
Vermont, Minnesota, lowa, and Nebraska, to

20 percent or more in Mississippi, Texas, New Mexico,
Arizona, Nevada, and California (table 146).
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The Adolescent Health Chartbook describes the health status during the adolescent period. Many of the
health of the adolescent population, 10-19 years of health status measures are shown by single year of age
age. Adolescence is a period of accelerated growth anol by two- or three-year age intervals to highlight the
change, bridging the complex transition from changes that occur in health as adolescents move
childhood to adulthood. Young people experience through this important developmental period. Summary
profound biological, emotional, intellectual, and social measures combining 5- or 10-year age groups (the
changes, and the patterns of behavior they adopt maynorm for analyses of childhood health events) do not
have long-term consequences for their health and adequately capture the wide variation in health status
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quality of life. and the vast developmental differences between
Definitions of adolescence, and the years younger and older adolescents.

encompassed, vary. Adolescence is generally regarded Race and ethnic variation in adolescent health is

as the period of life from puberty to maturity; the discussed when the data sources allow for such

meaning of “puberty” and “maturity” are often analysis. Gender differences in some aspects of health

debated by health professionals. Many adolescents status among adolescents become more apparent with
begin puberty by age 10, although there is significant age. These are presented when the data allow for such
individual variation in the developmental and analysis and the differences are notable.

maturation time line. By age 19, most adolescents have Socioeconomic status, as measured by family
completed high school and are embarking on widely income, poverty status, or level of parents’ education,
divergent paths and living situations—from college to is strongly associated with the health of adolescents as
military service to employment. They are completing well as the health of persons of all ages in the United
their teen years and entering the young adult realm, States (1). Differences in the life circumstances of

with new legal standing, responsibilities and high- and low-socioeconomic status adolescents and
independence. their families influence health and health risk behavior
The population commonly referred to as through a number of pathways. Low family income

“teenagers” constitutes a unique cohort in American decreases the ability to afford comfortable housing,
population and society. This second decade of life is healthy food, and appropriate health care, and to live
often a turbulent period, in which adolescents in a safe and healthy environment. To fully assess the
experience hormonal changes, physical maturation, arichpact of socioeconomic factors in the health of
frequently, opportunities to engage in risk behaviors. adolescents, it is important to include examination of
During this period adolescents experience special their school and family environments, as well as their
vulnerabilities, health concerns, and barriers to broader sociostructural environments (2). A
accessing health care. comprehensive presentation on socioeconomic status
The teenage years are also a time of exploration, and adolescent health is beyond the scope of this
idealism, and cynicism. Adolescents have remarkable chartbook. However, information on selected social
creativity, energy, and potential. This period offers determinants of health (figures 2—4) and the strong
adolescents an opportunity to begin planning for their relationship between socioeconomic status and
futures, to adopt healthy attitudes about risk behaviorsadolescent health has been documented in charts based
and to develop meaningful roles in their communities. on data sources that allow such analysigufes 5 6,
More teens than ever before are making committment$1, 32).
to community service through volunteer activities. Characterizing the health of adolescents requires
not only measuring mortality and morbidity but also
describing other indicators of adolescent health. Risk
behaviors, including behaviors that contribute to
unintentional and intentional injuries, tobacco use,
alcohol and other drug use, sexual behavior, physical

Organization of the Chartbook

The chartbook presents data on the current status
of adolescent health, with a focus on the changes in
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inactivity, and unhealthy dietary behaviors may have a
profound impact on current and future health.
Reproductive health is a key element in adolescent
health. The decision to become sexually active can
have long-term and lasting consequences for some
adolescents.

Healthy People 2010, a nationwide health
promotion and disease prevention agenda that sets
specific health objectives for the year 2010, also
encompasses adolescent health (3). Twenty objectives
have been designated as “ critical adolescent
objectives” . Several of these objectives are included as
leading Health Indicators in Healthy People 2010.
Leading Health Indicators have been identified as
major public health concerns of the U.S. and will be
used to spotlight health achievements and challenges in
the next decade. Throughout this chartbook, data that
relate to either the 20 critical adolescent objectives or
the Leading Health Indiators are noted as such.

This chartbook is divided into sections on
population characteristics, health status, reproductive
health, risk behaviors, and health care access.
References are made to related tables in Health, United
Sates. The 32 figures and accompanying text are
followed by technical notes and data tables for each
figure. Data tables include points graphed and for some
charts additional related data are presented. The
technical notes describe in further detail information
about data sources and methods used that are not
covered in the Health, United States Appendixes.

Population Characteristics

The first section of the chartbook describes
selected sociodemographic characteristics of the
adolescent population. One of the most notable
characteristics is the changing distribution in the racial
and ethnic composition of the adolescent population
(figure 1). Today approximately 66 percent of
adolescents are non-Hispanic white. It is estimated that
in 2050, this proportion will decrease to 44 percent.

Other sociodemographic measures, including
family structure, poverty status, employment, and
dropout rates, describe the economic circumstances of
adolescents (figures 2—4). Family structure affects
adolescents economic well-being (figure 2).

Educational achievement is one of the most important
indicators of lifetime economic opportunity and is
associated with health status. Adolescents who drop
out of high school will have fewer opportunities to
succeed in the work force than their peers who
complete high school (figure 4).

Health Status

The second section of the chartbook presents
selected measures of physical, dental, and mental
health status. Although adolescents do have physical
health problems, they are at a greatly reduced risk
from life-threatening illnesses that affect the very
young or very old. Some adolescents experience a
disability or chronic health condition that limits their
activity or requires specia education services
(figure 5). The negative effects of poverty on dental
health status as measured by untreated dental caries are
apparent in figure 6.

Many of the normal transitions of life, such as the
adjustment to the physical and biological changes to
their bodies and new levels of independence and
responsibility can be stressful for teenagers. Although
mood swings are a common feature of adolescence,
more serious suicidal thoughts or suicide attempts are
indicators of a mental or emotional health problem
(figure 7).

Adolescents are the victims of violent acts in their
homes, schools, and communities. During the period
1992-97 an average of 3.4 million adolescents each
year were victims of violent crime, including rape or
sexual assault, aggravated and simple assault, and
robbery (figure 15).

To further assess adolescent health status, data on
emergency department visits and hospital discharges
were analyzed (figures 8-14). These sources identify
health events for which emergency department care or
inpatient hospital care was received and provide
information on leading diagnoses for injury and
noninjury among adolescents.

Injuries are a magjor cause of emergency
department visits among adolescents. In 1995-97 four
externa causes of injury accounted for nearly
60 percent of all injury-related visits: falls, being
struck by or against an object or person, cuts, and
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motor-vehicle crashes (figure 10). The most common
injury diagnoses were fractures, sprains and strains,
open wounds, and contusions (figure 11). Asthma,
upper respiratory conditions and abdominal or
gastrointestinal conditions were among the leading
noninjury-related diagnoses for adolescents’ visits to
emergency departments in 1995-97 (figure 12).

Hospital discharge rates for both injury and
noninjury diagnoses increased with age for male and
female adolescents (figure 13). Asthma, psychoses,
appendicitis, fractures, and poisoning were among the
leading first-listed diagnoses for hospitalized
adolescents in 1995-97, accounting for 20 percent of
all hospital discharges (figure 14).

Mortality rates are a measure of the most serious
adolescent health events. Leading causes of injury
mortality are presented in figures 16-18. Motor vehicle
traffic-related injuries and firearm-related injuries are
the two leading causes of death among adolescents
10-19 years of age, accounting for 55 percent of all
deaths (figure 17). Changes in mortality by single year
of age across the adolescent period are significant and
striking. Where adolescents reside, that is, in urban,
suburban, or rural settings, influences mortality risks.
In 199697 adolescents living in the most densely
populated metropolitan counties had higher death rates
associated with interpersonal violence, while those in
rural counties had higher rates of motor vehicle-
related fatalities (figure 18).

Reproductive Health

The onset of puberty is one of the benchmarks of
adolescence. For the first time in their lives,
adolescents are facing issues and decisions about their
own sexuality. The mgjority of today’s adolescents are
becoming sexually active during their teen years and
experiencing many of the health consegquences
associated with sexual activity, such as pregnancy or
sexually transmitted disease. More than 900,000
adol escents become pregnant each year (figure 19).
Sexually transmitted diseases are the most commonly
reported infectious diseases among sexually active
adolescents (figure 23). Although the overal incidence
of AIDS in adolescents is relatively low, the rate of
HIV infection is higher. Sexual activity and drug use
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among adolescents place them at high risk for HIV
transmission (figure 24) (4). Disparities by age, race
and Hispanic origin were observed in all the measures
of reproductive health.

In 1997-98 there were approximately 493,600
births each year to adolescent mothers, 13-19 years of
age. Birth rates increased with age among al race and
ethnicity groups, but varied widely by group
(figure 20). Adolescent mothers have a higher risk of
low-birthweight infants than mothers in their twenties
and thirties (figure 21). Preterm or low-birthweight
infants have a markedly increased risk of death or
lifelong morbidity. The infant mortality rate among
infants of adolescent mothers declines with increasing
maternal age (figure 22). The infant mortality rate is an
important indictor of the well-being of infants and
their adolescent mothers.
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Risk Behavior

Adolescents today are confronting societal and
peer-related pressures to use tobacco, acohoal, or other
drugs and to have sex at earlier ages. Many
adolescents are engaging in risk behaviors that are
harmful or dangerous to themselves and others, with
consequences to their health and well-being that may
be immediate or long term. Many of the patterns of
behavior initiated during the adolescent years are
associated with adult morbidity and mortality.

In 1999 one-half of all high school students had
been sexually active; the proportion of students who
reported ever having sexual intercourse and those who
reported having multiple sex partners increased
significantly with age (figure 25).

More than one-third of high school students
reported smoking in the previous 30 days (figure 26).
Although adolescents cannot legally purchase alcohol,
drinking is commonplace among many high school
students. One-half of all high school students reported
drinking in the past 30 days (figure 27). Marijuana is
the most commonly used illicit drug among high
school students. In 1999 almost one-half of high
school students used marijuana in their lifetime
(figure 28).

Weapon carrying is associated with the most
serious injuries resulting from violence. In 1999,
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6 percent of female high school students and

29 percent of male students reported carrying a gun or
other weapon (for example, a knife or club) in the
previous 30 days (figure 29).

Although physical activity provides important
health benefits for adolescents, the proportion of high
school students who participate in physical activity
was higher among students in 9th grade than in grades
10-12 (figure 30).

Health Care Access

Lack of health insurance is associated with
diminished access to and use of preventive health
services. Adolescents from poor and near poor families
are morely likely to be uninsured than those from
nonpoor families (figure 31). In 1997 adolescents
without health insurance were more than twice as
likely to not have visited a physician or other health
professional in the past year as adolescents with health
insurance (figure 32).

Chartbook Data Sources

The data presented in the chartbook are from
nationally representative health surveys or vital
statistics. One of the data sources, the Youth Risk
Behavior Survey (YRBS), is a survey of high school
students in grades 9-12. Figures based on the YRBS
present data for adolescents by grade level rather than
by age. Measures of risk behavior in YRBS are limited
to the population of adolescents enrolled and attending
high school. Consequently, the measures of risk
behaviors in the chartbook may be dightly lower than
if al high school-aged adolescents were included in
the survey. In 1996, 5 percent of adolescents 14-17
years of age were not enrolled in school. These
adolescents are at increased risk of acohol, drug, and
tobacco use, and are more likely to engage in
violence-related behavior (5).

For data from the following systems, multiple
years are combined to increase the reliability of
estimates. the National Hospital Ambulatory Medical
Care Survey (1995-97), the National Hospital
Discharge Survey (1995-97), the National Crime
Victimization Survey (1992-97), the National Vital

Statistics System, Mortality (1996-97), the Nationa
Vital Statistics System, Natality (1997-98), the
National Linked File of Live Births and Infant Deaths
(1995-97), and the AIDS Surveillance System
(1996-98). The Third National Health and Nutrition
Examination Survey was designed to provide estimates
for the period 1988-94. See Technical Notes and
Appendix | for descriptions of data sources.

In national surveys that are not specifically
designed to study adolescents, the number of
observations may not be large enough to anayze
differences among age, sex, and race/ethnicity groups.
For certain topics, data are presented for all races
combined in the chart, and significant race differences
(if they exist) are discussed in the accompanying text.

Other Sources of Data

In addition to the data sources used in this
chartbook, we would like to acknowledge other
sources of available data on adolescent health. Each of
the following sources makes a unigue contribution to
the collective body of knowledge on adolescent health.
The National Longitudinal Study of Adolescent Health
(National Institutes of Health) was designed to study
the influences on health and health behaviors in
adolescence, with an emphasis on the social contexts
in which adolescents live (6). Monitoring the Future
(National Ingtitute on Drug Abuse) is a nationally
representative, annual survey of 8th-, 10th-, and
12th-grade students' values, behaviors, and lifestyle
orientations (7). The 1998 National Alternative High
School Youth Risk Behavior Survey (Centers for
Disease Control and Prevention) collected information
on health-risk behaviors among students who are at
high risk for failing or dropping out of regular high
school or who have been expelled from regular high
school because of illegal activity or behavioral
problems (8). Great Transitions. Preparing Adolescents
for a New Century, is a report from the Carnegie
Council on Adolescent Development about the nature
and scope of adolescent problems (9). The National
Adolescent Hedlth Information Center at the University
of California, San Francisco, with funding from Health
Resources and Services Administration (HRSA)
compiled data from a wide range of sources in their
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report America’s Adolescents: Are They Healthy? (10).
In 1997 the Commonwealth Fund conducted surveys
of the health of adolescent girls and boys (11, 12). The
Kaiser Family Foundation/YM Magazine National
Survey of Teens: Teens Tak about Dating, Intimacy,
and Their Sexual Experiences reports on a national
survey of teens concerning the kinds of sexual
situations they face (13). The U.S. Department of
Health and Human Services (DHHS) has developed a
website to provide information about America's
adolescents (http://youth.hhs.gov/).

Data Gaps

Available data sources present severa limitations
for studying adolescent health. In some sources of data
adolescents may not be considered as a separate group.
They may be included in tabulations for children under
age 15 or under age 18, or they may be included with
young adults, ages 15-24. In such cases, trends
pertaining specifically to adolescents cannot be
separated from those pertaining to children or young
adults. In data sources that do categorize adolescents
separately, there are inconsistencies in the age ranges
employed, making comparisons of data sources
difficult. Furthermore, data for adolescents are often
not available by single year of age. A major focus of
this chartbook has been to address this limitation by
presenting data by single year of age when possible.

Another obstacle in assessing the health status of
the adolescent population is the lack of information on
detailed racial and ethnic minority groups. The
socioeconomic status and cultures of ethnic and racial
groups may vary widely with important health
conseguences. Adolescents who are not white or black
may be categorized as “ other” , masking notable health
differences. In the chartbook, we presented the most
detailed race and ethnic categories available given the
constraints of numbers of observations.

For many data sources on adolescent health
information on the socioeconomic status of the
adolescents is not available. Educational attainment is
often used as a measure of socioeconomic status for
adults, but this is not a useful measure for an age
group that has not yet completed their education.
School-based surveys may collect health information
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directly from adolescents who are not knowledgeable
about their family’s income or other measures of
socioeconomic status.

There are also important preventive measures for
which data are not available, such as the percent of
adolescents who are routinely up to date on all their
vaccinations.

Several areas exist in which the specia needs or
problems of adolescents have been recognized. But
national data are not available to more fully explore
these areas. Some of those issues are briefly discussed
here.
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B Adolescents have unique needs in health care
services and to meet these health care needs, routine
health services must be available in a wide range of
settings. While these needs have been recognized by
researchers and health policy planners, information
about the health services sought by and provided for
adolescents is limited (10).

B Female adolescents have an increased sensitivity
about their bodies and the changes in shape and weight
that accompany maturation. Some adolescents may
develop eating disorders, such as anorexia or bulimia.
Eating disorders may have potentially serious medical
complications, yet they often go undetected and
untreated. The prevalence of eating disorders is
particularly difficult to measure because of the
underlying denial and secretive nature of the behavior.

B Although adolescent sexual activity has been
well-documented, the extent to which sex is consensual
has not been fully evaluated. Because many myths
concerning rape persist among adolescents,
acquaintance rape and date rape are often unreported
and untreated (14, 15).

Conclusion

The health and risk behaviors of adolescents have
consequences for their current and long term
well-being as well as consequences for society.
Today's adolescents are the future adults, parents,
leaders, and work force of the Nation.

This chartbook examines a variety of current
measures of health status, risk behavior, and health
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care from national data sources. The differences in
health status between younger and older adolescents
are documented. The health of the adolescent
population also varies by sex, race and ethnicity, and
socioeconomic status. Understanding patterns of health
among adolescents requires attention to differences in
the population and recognition of the economic and
racial disparities that exist.

Overdll, the majority of adolescents are healthy
when assessed by traditional measures of morbidity
and mortality. Many of the health threats for
adolescents are primarily social and behavioral.
Health-risk behaviors often are established during
youth, extend into adulthood, and are interrelated (16).
Adolescent risk behaviors have been linked to
subsequent morbidity or mortality. Motor vehicle and
firearm-related injuries are the leading causes of death
for adolescents. Intervention and prevention strategies
targeting risk behaviors during adolescence may
prevent or reduce adolescent and adult morbidity and
mortality and promote a healthier transition from
childhood to adulthood.

Health, United States, 2000
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Race and Ethnicity

B |n 1999 almost 40 million residents of the United
States were adolescents 10-19 years of age,
comprising approximately 14 percent of the U.S.
population. Two-thirds of the adolescent population
were non-Hispanic white and one-third were of other
racial and ethnic groups.

Population

B The race and Hispanic-origin distribution of the
adolescent population, like the general population,
changed significantly in the past 20 years, and is
projected to continue to change. Projections of the
population indicate that Hispanic, black, American
Indian, and Asian adolescents will constitute 56 percent
of the adolescent population by the year 2050.

B Increasing racial and ethnic diversity in the
general population is reflected in changes in the
adolescent population. Although black adolescents are
currently the largest minority group of adolescents,
Hispanic adolescents will soon become the largest
group. The proportion of adolescents who are of Asian
or Pacific Islander origin nearly tripled between 1980
and 1999, from 1.6 percent to 4.2 percent. In contrast,
there has been little change in the proportion of the
adolescent population who are American Indians or
Alaska Natives.

m A large influx of immigrants contributed to
changes in the population distribution. In 1990,

19 percent of adolescents lived in immigrant
families—that is, the adolescent was an immigrant or
had immigrant parents (1). Most future growth in the
U.S. population is expected to occur primarily through
immigration and higher fertility rates among minority
populations (1, 2).
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Figure 1. Race and Hispanic origin of adolescents 10-19 years of age: United States, 1980-2050
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NOTES: Persons of Hispanic origin may be of any race. See Data Table for data points graphed.

SOURCE: U.S. Bureau of the Census, Population Estimates and Projections. See Technical Notes for population estimate methods. See related Health,
United States, 2000, table 1.
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Population

Poverty and Family Structure

Poverty during adolescence has immediate and lasting
negative consequences. Adolescents who are poor are
more likely than adolescents in other families to drop
out of school (1), to become teen parents (2), and to
earn less and be unemployed more frequently as adults
(3). Furthermore, poverty is strongly associated with
poorer access to health care and poorer health status of
adolescents. The structure of an adolescent’s family is
generally linked to the economic resources and support
available to that adolescent.

B |n 1998, 17 percent of all adolescents lived in
families with incomes below the poverty threshold
(16,660 a year for a family of four), while an
additional 20 percent of adolescents lived in families
near poverty (one to two times the poverty threshold).

B Adolescents who live in a household with one
parent are substantially more likely to have family
incomes near or below the poverty line than

adolescents living in a household with two parents.

H  One-parent households headed by women
experience the highest rates of poverty for a variety of
reasons, including pay inequities for women and lack
of paternal financial support. In 1998, 40 percent of all
adolescents in female head-of-household families were
living in poverty, compared with 8 percent of
adolescents in two-parent families. Non-Hispanic black
and Hispanic adolescents in female head-of-household
families were twice as likely to have family incomes
below the poverty line as their non-Hispanic white
counterparts.

B |n 1998, 24 percent of non-Hispanic white
adolescents lived with a single parent (mother or
father), compared with 59 percent of non-Hispanic
black adolescents and 37 percent of adolescents of
Hispanic origin.

B |n contrast to many measures of adolescent health,
no age differences were observed in family structure
and poverty for adolescents.
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Figure 2. Poverty by family structure, race, and Hispanic origin among adolescents 10-17 years of age:
United States, 1998
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Population

Employment

Employment during the adolescent years may have
beneficia or negative effects on the health and
well-being of youth. Early work experience among
adolescents may aid in the development of personal
responsibility, smooth the transition from youth to
adulthood, and improve occupational attainment and
income (1). In some instances, adolescent employment
may contribute to the basic economic resources of the
adolescent’s family. However, there are health and
safety concerns for working adolescents. Working
teens are more likely to have problems in school and
are less able to participate in after school activities
than their peers. They also are at risk of occupational
injury and of illness due to toxic exposure (2-4).

B |n the United States, adolescents are often
employed in jobs after school, on weekends, and
during vacations. Employment refers to jobs in which
the adolescent has an ongoing relationship with a
particular employer. Freelance jobs such as babysitting
or lawn mowing are not included in the adolescent
employment statistics.

B The most common jobs for adolescents are in
fast-food and service industries, restaurants, retail and
grocery stores, farms, nursing homes, and factories.
Low-income teens are more likely than their higher
income peers to be employed in high-risk jobs such as
agriculture, manufacturing, and construction (2).

B In 1999 approximately two-fifths of all adolescents
16-19 years of age worked during the school year
(April). During the summer months (July) when most
adolescents are not in school, employment and hours
worked increase substantially. In 1999 over one-half of
al adolescents 16-19 were employed during the
summer months.

H The proportion of teens who worked increased
with age. For example, in 1999 the proportion of teens
working during the school year increased from

26 percent of 16-year olds to 56 percent of 19-year
olds. Overall, adolescent males and females were
equally likely to be employed.

B Hazardous work environments put adolescents at
risk of serious injury or death. During the period

1992-97 there were over 400 fatalities in the work
place to adolescents 17 years of age or younger (5).
Causes of death included highway and nonhighway
vehicle-related incidents, homicides, falls,
electrocutions, and fires.

B In 1998 almost 260,000 adolescents 15-19 years
of age were treated in emergency departments for
occupational injuries (6). Common nonfatal injuries
include sprains and strains, burns, cuts, and bruises.
Most persons less than 18 years of age enter the
workplace with minimal prior experience for ajob (3).
More than one-half of adolescents 14-16 years of age
treated in emergency departments for work injuries
reported that they had received no training in the
prevention of the injury they sustained. Healthy People
2010 objectives call for a reduction in the incidence of
adolescent work injuries (7).

B Teens who work more than 20 hours a week are
considered to be at a higher risk of negative health
outcomes (3). In 1999, 43 percent of employed
adolescents worked for more than 20 hours per week
during the school year. That number increased to

68 percent during the summer.
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Figure 3. Employment during April and July among adolescents 16-19 years of age, by age, race, and Hispanic
origin: United States, 1999
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Data Table for data points graphed.

SOURCE: Bureau of Labor Statistics, Current Population Survey, Basic Monthly Survey, April and July 1999.
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Population

Dropout Rates

Although the majority of adolescents complete high
school, those students who drop out of school have
fewer opportunities to succeed in the work force or to
assume a fully functional place in society at large than
those students who complete high school. High school
dropouts have lower earnings, experience more
unemployment, and are more likely to receive welfare
or be in prison than their peers who complete high
school or college (1). The event dropout rate is a
measure of the proportion of students who drop out in
a single year without successfully completing a high
school program.

B |n October of 1998, 4.2 percent of students 15-19
years of age, who were in grades 10-12 the previous
October, were not enrolled again and had not
completed high school. In total these dropouts account
for approximately 400 thousand of the 9.8 million
adolescents 15-19 years of age enrolled in school. The
cumulative effect of several hundred thousand
adolescents leaving school each year trandates into
several million young adults who are out of school, but
lacking a high school credential.

B The event dropout rates increased with age.
Adolescents 18 years of age were twice as likely to
drop out as those 15-17 years old. Although the
highest dropout rates were among adolescents 19 years
of age, this group comprised the smallest portion

(8 percent) of all students enrolled the previous
October. Increasing relative age of a student within
school grade has been associated with behavioral
problems, absenteeism, negative self-image, and high
dropout rates (2).

B Socioeconomic status is strongly associated with
the decision to stay in school. Students from low
income families (lowest 20 percent of family incomes)
dropped out of high school at a rate over 3 times that
of adolescents from middle income families, and over
4 times the rate of adolescents from high income
families (highest 20 percent of family incomes).

B In 1998 non-Hispanic black and Hispanic students
were more likely to leave school before graduating
than non-Hispanic white students.

B In 1998, 85 percent of young adults 18-24 years
of age completed high school (3). Reducing the
dropout rate increases the percent of young adults who
complete a high school education.

B Out of school adolescents are more likely than
those in school to smoke, to use acohol, marijuana, or
cocaine, to have been involved in a physical fight, and
to have been sexually active (4).
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Figure 4. Event dropout rates among adolescents 15-19 years of age, by age, race, Hispanic origin, and family
income: United States, 1998
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SOURCE: U.S. Bureau of the Census, Current Population Survey, October 1998.
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Health Status

Activity Limitation

Activity limitation due to a physical, mental, or
emotional health problem is a broad measure of health
and functioning for adolescents. Limitations in activity
are due to one or more chronic health conditions that
include, but are not limited to, learning disahilities;
hearing, visual, and speech problems; mental
retardation or other developmental problems (such as
cerebral palsy); mental and emotional problems;
muscul oskeletal problems; the long-term effects of
injury; asthma; and diabetes. Adolescents with one or
more of these conditions often need specia education
services, and many receive specia health services
through specia education programs.

B |n 1997 approximately 8 percent of all adolescents
10-17 years of age were reported to have some
activity limitation; 3 percent had one or more activity
limitations, which may have also required receipt of
special education services. Limitations included
needing another person’s assistance with personal care
needs, such as eating, bathing, dressing, and getting
around the home; difficulty walking or difficulty
remembering or experiencing periods of confusion.
Performing in school is a hormal activity for
adolescents; among 5 percent of adolescents, activity
limitation was limited to receipt of special education
services because of difficulty understanding or
accomplishing routine school work.

B Differencesin receipt of special education services
were apparent by gender, but not age. In every age
group, male adolescents were twice as likely as female
adolescents to receive specia education services. All
other activity limitations were reported for a smaller
proportion of adolescents and did not differ
significantly between males and females.

B Non-Hispanic white and non-Hispanic black
adolescents were more likely to report enrollment in
special education services or other activity limitations
than their Hispanic peers.

B The proportion of adolescents with health-related
activity limitations varied by poverty status.

Adolescents in families with incomes below or near
the poverty threshold were more likely to report
receipt of special education services than adolescents
in nonpoor families in 1997. Adolescents in families
with incomes below the poverty threshold were more
likely to report other activity limitations than
adolescents in near poor or nonpoor families.
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Figure 5. Activity limitation among adolescents 10-17 years of age, by sex, age, race, Hispanic origin, and

poverty status: United States, 1997
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See Technical Notes for discussion of activity limitation. See Data Table for data points graphed.

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

United States, 2000, table 57.

Health, United States, 2000

E R R R R R R R R R R R R R R R R R R R R R R R R RN R R R R R R R ans 3D



ACOIESCENT HEAITN ..o ceee e eses s s seses s

Health Status

Untreated Dental Caries

The overall quality of life for adolescents can be
negatively affected by untreated dental caries or tooth
decay. Dental caries are bacterial infections. If left
untreated, dental caries advance and may cause severe
pain and possible tooth loss.

B During 1988-94 one-fifth (19 percent) of
adolescents 10-19 years of age had at least one
untreated caries lesion or active tooth infection. No
difference in the proportion of untreated dental caries
by age was observed. Healthy People 2010 objectives
call for no more than 15 percent of 15-year olds to
have one or more teeth with untreated decay (1).

B Although the percent of adolescents affected by
dental caries has been decreasing since the 1970s (2),
substantial racial and socioeconomic disparities persist.
During 1988-94 non-Hispanic black and
Mexican-American adolescents were twice as likely as
non-Hispanic white adolescents to have at least one
untreated caries lesion. The percent of adolescents with
untreated caries was three times as high for
adolescents with family incomes near or below the
Federal poverty level as for adolescents in families
with incomes twice the poverty level or higher.

B Denta visits are necessary to treat decayed teeth.
In 1997, 77 percent of adolescents had a dental visit in
the past year (3). However, poor adolescents

(64 percent) were less likely to have had a dental visit
in the past year than near-poor and nonpoor
adolescents (80 percent).

B Denta insurance reduces economic barriers to
dental care; low-income adolescents, particularly those
living near poverty are less likely to have dental
insurance (51 percent) than adolescents with higher
family incomes (65 percent) or those living below the
poverty level (60 percent) (4).
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Figure 6. Untreated dental caries among adolescents 10-19 years of age, by family income, race, and Hispanic
origin: United States, 1988-94
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Survey (NHANES IlI). See related Health, United States, 2000, table 81.
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Health Status

Suicide Ideation and Attempts

In 1997 suicide was the third leading cause of injury
death among adolescents 13-19 years of age. However,
many teens seriously consider suicide without
attempting, or attempt without completing suicide.
Among those adolescents seriously considering suicide,
factors influencing suicidal thoughts may include
depression, feelings of hopelessness or worthlessness,
and a preoccupation with death, but may not be related
to risk factors associated with actually attempting
suicide (1). Factors which may contribute to attempting
suicide among adolescents include impulsive,
aggressive, and antisocia behavior; family influences,
including a history of violence and family disruption;
severe stress in school or socia life; and rapid
sociocultural change (2). Substance abuse or
dependence can be an important contributor in the
escalation from suicidal thoughts to suicide attempts

3).

B |n 1999 one-fifth of al high school students
reported having seriously considered or attempted
suicide during the previous 12 months. Less than
one-half of students who seriously considered suicide
actually attempted suicide (8 percent of all students).
Less than 3 percent of all students reported having an
injurious attempt, that is, a suicide attempt that
resulted in an injury, poisoning, or overdose that had
been treated by a doctor.

B Female students were substantially more likely to
consider suicide than male students. This difference
was identified for all racial/ethnic and grade level
subgroups.

B Although a substantial decrease in suicide attempts
was apparent between 9th and 12th grade among
female students, a decrease by grade level among male
students was not significant. Suicide attempts among
non-Hispanic white and Hispanic female students were
significantly higher than among their male
counterparts; among non-Hispanic black students there
was no difference by gender. In contrast, the rate of
completed suicides is higher among male adolescents
than female adolescents (figure 16).

B Healthy People 2010 identifies a reduction in the
rate of suicide attempts by adolescents as a critical
adolescent objective (4).
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Figure 7. Suicide ideation and attempts among students in grades 9-12, by grade level, sex, race, and Hispanic
origin: United States, 1999

Female
9th grade

ShielS Yi[eaH

10th grade

11th grade

12th grade

Male [ ] [

9th grade Injurious Suicide  Seriously considered
suicide attempt attempt suicide only

10th grade

11th grade

12th grade

Female

White, non-Hispanic

Black, non-Hispanic

Hispanic

Male
White, non-Hispanic

Black, non-Hispanic

Hispanic

Percent
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See Technical Notes for survey methods. See Data Table for data points graphed.

SOURCE: Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, National Youth Risk
Behavior Survey (YRBS).
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Adolescent Health

Health Status

Emergency Department Visits, Hospital Discharges, and Death Rates

Though there is frequently focus on the causes of
mortality among adolescents, examination of morbidity
and mortality provides a more complete picture of the
health status of that population. Emergency department
and inpatient hospital utilization data provide
information on morbidity that was sufficiently serious
to result in either emergency department or inpatient
hospital use.

B |n 1995-97 adolescents 10-19 years of age made
an average of 11.6 million visits to emergency
departments annually and had an average of 1.6
million hospitalizations per year. In 1996-97 about 19
thousand adolescents died each year. In generd,
emergency department use, hospitalizations, and
mortality increased with age, but patterns varied by
SEX.

B Emergency department visit rates for male
adolescents 1819 years of age were 1.6 times the rate
for those 10 years of age. For female adolescents, the
rates at age 18-19 years were 2.5 times that at age 10
years. From age 10 through about age 16 years,
emergency department visit rates for males and
females were similar. At age 16 years, visit rates began
to increase more rapidly among females primarily
because of conditions related to pregnancy and sexual
activity (see figure 12).

B Hospital discharge rates increased with age. The
hospital discharge rate for male adolescents 19 years
of age was 1.5 times the rate for those 10 years of age.
In contrast, among female adolescents 19 years of age
the discharge rate was nearly 9 times the rate for those
10 years of age. For male and female adolescents
11-13 years of age, discharge rates were similar, but
from ages 14 —19 years, the rate for females was
higher than that for males with differences increasing
with age. Hospitalization for pregnancy and delivery
was the cause of those differences (see figure 13).

B Mortality among female and male adolescents did
not follow the same pattern observed for emergency
department and hospital utilization. Death rates for
male adolescents exceeded those for female
adolescents at each age and the difference increased
substantially with age. These differences were
primarily due to the age-related increases in injury
mortality among males (see figures 16 and 17).

B The death rate for males 19 years of age was 8
times the rate of those 10 years of age. For females the
death rate at age 19 was 3 times the rate at age 10.
(Note: death rates are generally shown as per 100,000
population, but for comparability to morbidity
measures, they are shown only in figure 8 as per
10,000.) Reduction of adolescent mortality is a Healthy
People 2010 critical adolescent objective (1).

Reference

1. U.S. Department of Health and Human Services. Healthy People 2010 (Conference
Edition, in Two Volumes). Washington: 2000.
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Figure 8. Emergency department visit rates, hospital discharge rates, and death rates among adolescents
10-19 years of age, by age and sex: United States, average annual 1995-97

Deaths, discharges, and visits per 10,000 adolescents
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NOTES: Death rates are for 1996-97 only. See Appendix I, National Hospital Ambulatory Medical Care Survey and National Hospital Discharge Survey;
Appendix Il, Cause of Death, and Rate: Death. See Data Table for data points graphed.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Hospital Ambulatory Medical Care Survey
(NHAMCS); National Hospital Discharge Survey (NHDS); National Vital Statistics System.
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Adolescent Health

Health Status

Emergency Department Visits

Use of the emergency department may be influenced
by underlying health status, the severity of the current
illness or injury, access to other sources of health care,
and health insurance status.

B |n general, adolescents 10-19 years of age visit
the emergency department less often than younger
children, young adults 20-24 years, and the elderly 65
years and older. Adolescents visit the emergency
department about as often as adults 25-64 years.
Adolescents and young adults 20-24 are more likely
than others to use the emergency department for
reasons related to an injury.

B |In 1995-97 visits to emergency departments for
injuries comprised about one-half of al visits for
adolescents 10-19 years, with higher proportions for
males than for females (63 percent compared with

41 percent). This is related to the higher visit rates
among males for injuries associated with being struck
or cut (see figure 10).

B Injury-related emergency department visit rates
among male adolescents were consistently higher than
noninjury visit rates. In contrast, noninjury visit rates
among female adolescents exceeded injury-related visit
rates by ages 14-15 and the gap widened with age.

B Emergency department visit rates for injury
increased with age. The injury-related visit rates for
adolescent females and males 18-19 years of age were
1.5 and 1.6 times the rates for their respective
counterparts 10-11 years of age.

B Emergency department visits for noninjury causes
increased with age for both sexes. In 1995-97 the
noninjury visit rate among males 18-19 years of age
was 1.6 times that of those 10-11 years. In contrast,
among female adolescents 18-19 years of age, the
noninjury (and nonpregnancy-related) visit rate was
triple that of adolescents 1013 years of age.

B Pregnancy-related emergency department visit
rates increased almost sevenfold between ages 14 and

19 years (see figures 19 and 20). Pregnancy-related
causes accounted for about 11 percent of all visits for
female adolescents 18-19 years of age.

B Emergency department visit rates increased with
age for white and black adolescents. In 1995-97
age-specific emergency department visit rates for
noninjury and nonpregnancy-related conditions for
black adolescents were 1.6-2.0 times those for white
adolescents. Similarly, pregnancy-related visit rates for
black female adolescents 1619 years were nearly 3
times the rates for white females. Visit rates for
injuries were not significantly different for white and
black adolescents.

42 iR R R R R R R R R R R R R R R R R R R R EEEEEEEEEEEEEE RN R NN RN EENEEREEREEEEEEEEEEEE® Health, United States, 2000



TRy L 1 0] =31 01> o | B m [Tz 11!

Figure 9. Emergency department visit rates for injury, noninjury, and pregnancy-related diagnoses among
adolescents 10-19 years of age, by age and sex: United States, average annual 1995-97
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NOTES: See Technical Notes for discussion of emergency department visits. See also Appendix |, National Hospital Ambulatory Medical Care Survey.

See Data Table for data points graphed.
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Injury-Related Visits to Emergency Departments

Injuries are a major cause of emergency department References
visits. The morbidity associated with injuries is costly

L . 1. Rice DP, Mackenzie EJ, Associates. Cost of injury in the United States: A report to
on an individual and a societal level (1, 2)- A greater Congress. San Francisco, California: Institute for Health and Aging, University of
understandi ng of the epidemiol ogy of inj uries should California and Injury Prevention Center. The Johns Hopkins University. 1989.
lead to improved inj ury pre‘/ention Strategies and 2. Burt CW, Fingerhut LA. Injury visits to hospital emergency departments: United

Health Status

decreases in the incidence of inj uries. States, 1992-95. National Center for Health Statistics. Vital Health Stat 13(131). 1998.

B Four externa causes of injury—being struck by or
against an object or person, falls, motor vehicle
traffic-related injuries, and being cut by a sharp
object—accounted for nearly 60 percent of all
injury-related visits to emergency departments among
adolescents in 1995-97. Of these four causes, only
motor vehicle traffic-related injuries are a significant
source of mortality among adolescents.

B Onein five injury-related emergency department
visits among adolescents resulted from “ being struck
by or against an object or a person” . Sports-related
injuries made up 41 percent of the injuries in this
category. At each age, the “ struck by...” rate for males
was about twice the rate for females. Rates for male
adolescents 14-19 years of age were higher than for
younger males.

B Visit rates for falls (16 percent of al injury-related
visits) generally decreased with age. Rates in this
category were similar for males and females across
ages 10-19 years.

B Injury visit rates associated with motor vehicle
traffic injuries (14 percent of all injury-related visits)
were similar for males and females at each age, with
large relative increases at 14-15 years and at 16-17
years for both sexes. In contrast to nonfatal motor
vehicle injuries, motor vehicle traffic-related death
rates for males were higher than for females at each
age from 10-19 years (see figure 17).

B Visits for injuries from being cut (9 percent of all
injury-related visits) also increased with age, especially
from ages 12-13 years to 16-19 years.
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Figure 10. Emergency department visit rates for selected external causes of injury among adolescents
10-19 years of age, by age and sex: United States, average annual 1995-97
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NOTES: See Technical Notes for discussion of emergency department visits. See also Appendix I, National Hospital Ambulatory Medical Care Survey.

See Data Table for data points graphed.
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Injury-Related Visits to Emergency
Departments

In 1995-97 open wounds, fractures, sprains and
strains, and contusions were the four most common
injury diagnoses for emergency department visits
among adolescents 10-19 years of age. These four
injury diagnoses accounted for 80 percent of all first
listed injury diagnoses for adolescents. Open wound
injuries were the most often reported diagnoses for
male adolescents and sprains, strains and contusions
were the most often reported for female adolescents.

Health Status

B The emergency department visit rate for open
wounds for male adolescents 18-19 years of age was
nearly twice that for adolescents 12-15 years of age.
Open wound injury visit rates for female adolescents
10-19 years of age were about one-half the rates for
males at each age. These injuries are caused primarily
by knives and other instruments for cutting or piercing.

B Emergency department visit rates for fractures
among male adolescents did not vary by age. The rates
for female adolescents declined with age; the visit rate
for fractures at 18-19 years was less than one-half the
rate at 10-11 years. Among males 14-19 years of age,
age-specific visit rates for fractures were about 3 times
those for females. Upper extremity fracture was the
most common fracture site reported for males and
females. Injuries resulting from falls and being struck
were the primary causes of these fractures.

B Sprains, strains and contusions were the most
commonly reported diagnoses in emergency
department visits for female adolescents 10-19 years,
accounting for one-half of all first-listed injury
diagnoses. There were no significant gender differences
by age for visits for sprains and strains or contusions.
Among the leading external causes of these injuries
were motor vehicle traffic crashes, fals, being struck
and overexertion.
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Figure 11. Emergency department visit rates for selected injury diagnoses among adolescents 10-19 years of age,

by age and sex: United States, average annual 1995-97
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Adolescent Health

Health Status

Noninjury Visits to Emergency Departments

Asthma, upper respiratory conditions and abdominal or
gastro-intestinal (Gl) conditions are among the leading
principal diagnoses made in emergency departments
for adolescents 10-19 years of age. In 199597 these
three groups of conditions accounted for 40 percent of
all first-listed noninjury diagnoses for emergency
department visits among adolescent males 1019 years.
In addition, female adolescents also had visits for
sexually transmitted diseases and urinary tract
infections, which together with the other three groups
of conditions accounted for 50 percent of all noninjury
(nonpregnancy-related) visits. Pregnancy-related
conditions accounted for 5 percent of all female
adolescent visits.

B Upper respiratory conditions, predominantly colds,
and ear infections, were the most common cause of
noninjury-related emergency department visits among
adolescents. The rate of emergency department visits
for upper respiratory conditions was similar throughout
the adolescent age range.

B Emergency department visits for the treatment of
asthma were approximately one-third as frequent as
were visits for upper respiratory infections. The need
for urgent treatment of asthma symptoms may be
related to acute exposure to specific precipitating
factors (for example, poor air quality and pets) or may
be due to chronically suboptimal treatment of existing
asthma. Visit rates for asthma did not vary by age or
SEX.

B Nearly one-haf of all emergency department visits
for abdominal or Gl conditions were due to stomach
pains, another one-fourth were due to gastroenteritis
and colitis. Among female adolescents, the visit rate
for Gl conditions increased with age and was amost 5
times as high for those 18-19 years of age as those
10-11 years. Visit rates among female adolescents
were approximately twice the rate of their male
counterparts, with the difference increasing with age.

B Among female adolescents, the rate of emergency
department visits for treatment of sexually transmitted
diseases, urinary tract infections, and pregnancy-related
conditions increased markedly with age. (See also
figures 19 and 23.)
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Figure 12. Emergency department visit rates for selected noninjury diagnoses among adolescents 10-19 years of

age, by age and sex: United States, average annual 1995-97
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Adolescent Health

Health Status

Hospital Discharge Rates

Hospitalization is dependent not only on an
individual’s medical condition, but also on ambulatory
care access and utilization (1). Delaying or not
receiving timely and appropriate care for chronic
conditions and other health problems may lead to the
development of more serious health conditions that
require hospitalization.

B Adolescents are among the least likely of al
persons to be hospitalized (2). Only younger children
have lower inpatient hospitalization rates. For
noninjury and nonpregnancy causes, adolescents have
the lowest rates of hospitalization, followed by those
for younger children and young adults. Adolescents
have higher hospital discharge rates for injuries than
younger children but lower than older persons.

B Hospital discharges vary by sex, in large part
because of hospitalizations for pregnancy-related
causes (including deliveries and diagnoses associated
with pregnancy) among female adolescents. In
1995-97 noninjury-related causes, excluding
pregnancy, accounted for about 72 percent of all
hospital discharges among male adol escents and

39 percent among female adolescents. Injuries
accounted for 26 percent of all hospital discharges
among males and 8 percent among females. Among
female teens, pregnancy-related causes accounted for
53 percent of al discharges.

B Hospitalizations for injury and noninjury causes
increased with age for both sexes. The noninjury
discharge rate among males increased marginally. In
contrast, among female adolescents, the noninjury

(nonpregnancy related) discharge rate doubled between

ages 1011 years and 18-19 years. Hospital discharge
rates for pregnancy increased dramatically between
ages 12-13 years and 18-19 years (see also figures 19
and 20).

B Asaproportion of all discharges for females,
pregnancy-related causes ranged from about 3 percent
at 12-13 years to about 73 percent of all hospital

discharges at 19 years. For adolescents 17 years of age
and older, the pregnancy-related discharge rate for
females exceeded the injury and other noninjury rates
for males and females.

B Theinjury hospital discharge rate for adolescent
males 18-19 years of age was 3 times the rate for
males 10-11 years of age. Similarly, the rate for
female adolescents 1619 years of age was 3 times
that of those 10-13 years.

B Among adolescents 14-19 years of age, the
noninjury/not pregnancy-related discharge rate for
female adolescents exceeded that for male adolescents
by more than 25 percent. At each age, the injury
discharge rate for males exceeded the rate for females.

References

1. Weisman JS, Epstein AM. Falling through the safety net. Johns Hopkins University
Press. 1994.

2. Kozak LJ, Lawrence L. National Hospital Discharge Survey: Annual summary, 1997.
National Center for Health Statistics. Vital Health Stat 13(144). 1999.
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Figure 13. Short-stay hospital discharge rates for injury, noninjury, and pregnancy-related diagnoses among
adolescents 10-19 years of age, by age and sex: United States, average annual 1995-97
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Adolescent Health

Health Status

Hospital Discharge Rates

B Asthma, psychoses, fractures, poisoning, and
appendicitis were among the leading first-listed
diagnoses for hospitalized adolescents in 1995-97,
accounting for 20 percent of all hospital discharges
(and for 27 percent of al nonpregnancy-related
hospital discharges). Patterns by age and sex differ for
each of these causes.

B Asthma hospital discharge rates for males declined
sharply with age, while rates for females were
relatively unchanged across the age span 10-19 years.
For both male and female adolescents 10-11 years of
age, asthma accounted for 13 percent of al
noninjury/nonpregnancy-related hospitalizations; by
ages 18-19 years fewer than 5 percent of these
discharges were for asthma.

B Psychoses' hospitalizations among adolescents
10-19 years of age increased sharply up to ages 14-15
years and then plateaued. Rates for males and females
were similar, with rates at ages 1419 years about
twice the rates at ages 12-13 years. The leading
diagnosis for this group is “ major depressive disorder,
single episode” accounting for 33 percent of al male
and 47 percent of all female psychoses diagnoses.

B Fractures were the leading cause of injury-related
hospitalizations. Hospital discharge rates for fractures
increased with age among male and female
adolescents. Among male adolescents 1619 years of
age rates were 2.5 times those of younger adolescents
(1011 years); among females 1619 years of age rates
were twice those of younger adolescents (10-11 years).

B Female adolescents were significantly more likely
than male adolescents to be hospitalized for poisoning.
The rates among female adolescents 14-17 years of
age were 3 times those of female adolescents 12-13
years, with a slight decline among female adol escents
18-19 years. The rates among male adolescents 14-19
years of age remained fairly constant.

1ICD-9 CM codes include those for all psychoses, ICD 290-299.
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Figure 14. Short-stay hospital discharge rates for selected diagnoses among adolescents 10-19 years of age, by

age and sex: United States, average annual 1995-97
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Violent Crime Victimization

Adolescents are the victims of violent acts in the
home, at school, and in the community. Violent crime
includes rape or sexual assault, aggravated and simple
assaults, and robbery.

Health Status

B During the period 1992-97 an average of
approximately 3.4 million adolescents 12—-19 years of
age were reported to be victims of violent crime each
year. Sixty-five percent of the victimizations were
classified as simple assaults, 21 percent as aggravated
assaults, 10 percent as robbery, and 4 percent as rape
and sexual assault. The proportions for aggravated
assault and for robbery were somewhat higher for male
adolescents than for female adolescents; there were
more female than male victims (10 percent) of rape
and sexual assault.

B The 1992-97 overall rate of violent victimizations
for male adolescents was 50 percent higher than for
female adolescents. Among the youngest adol escents,
male victimization rates were nearly twice those for
females; however, the disparity narrowed with
increasing age. Among males there was no variation in
the rates by age; among females adolescents 18-19
years of age were more likely to be victims of
violence than those 12-13 years.

B Among female adolescents 12-19 years of age the
rates for rape and sexual assault increased with age
(data not shown). The reported rates for older

adol escents were about twice those for younger
adolescents. Overall, female adolescents and young
adult women are four times as likely to be victims of
sexual assault as women in al other age groups (1).

B From 1992 to 1997 the rate of violent crime
victimization for adolescents 12—15 years and 16-19
years decreased. Declines were noted for each of the
major categories of victimization.

Reference

1. Rickert VI, et al. Date rape among adolescents and young adults. J Pediatr
Adolesc Gynecol 11(4):167-75. 1998.
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Figure 15. Violent crime victimization rates among adolescents 12-19 years of age, by age and sex:
United States, 1992-97
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Health Status

Death Rates

B Injuries cause more deaths among adol escents than
do natural causes'. For the period 1996-97, nearly
14,000 adolescents died annually from injuries
compared with about 5,000 adolescents who died from
natural causes; that is, 73 percent of all deaths among
adolescents 10-19 years of age were caused by an
injury. The proportion of all deaths that were injuries
increases with age from 47 percent at age 10 years to
81 percent at age 18 years.

B Among mae adolescents injury death rates
exceeded natural cause death rates at each age 11-19
years (the rates were similar at 10 years of age), and
the difference increased with age. Among male
adolescents 19 years of age, the injury death rate was
12 times the rate of those 10 years of age. Compared
with death rates for injuries, death rates for natural
causes increased more slowly with age. Among male
adolescents 19 years of age, the natural cause death
rate was twice that of males 10 years of age.

B Among female adolescents 10-12 years, death
rates for natural causes exceeded those for injuries; the
rates were similar at age 13 years, and for those 14-19
years of age injury death rates were higher than natural
cause death rates. Injury death rates for female
adolescents did not increase as consistently with age as
did the rates for male adolescents.

B Theinjury death rate for males 10-19 years of age
was 2.7 times that for females, while for natural causes
the death rate for males was 1.3 times the rate for
females.

B Among adolescents unintentional injuries
comprised the majority of injury deaths, 57 percent
among males and 74 percent among females. For both
sexes, the proportion of unintended injury desths
declined with age, as homicide and suicide deaths
increased with age.

B The unintentional injury death rates increased with
age, with a particularly large relative increase,

73 percent for males and 79 percent for females,
between ages 15 and 16 years. Suicide and homicide
rates for males also increased with age, more sharply
for ages 10-15 years than for ages 16-19 years. Unlike
the pattern for males, suicide rates for females 15-19
years did not increase.

B Race and ethnicity specific death rates also
increased with age. In 199697 injury death rates were
higher for black and American Indian adolescents than
for non-Hispanic white, Hispanic, and Asian and
Pacific Islander adolescents. The higher rates for black
adolescents were due to higher homicide rates at each
age; striking disparities exist in homicide rates for
black adolescents compared with other race and ethnic
groups. Higher rates for American Indian adolescents
were due to higher unintentional injury mortality as
well as higher suicide rates especially among those 15
years of age and over. Death rates for natural causes
were consistently higher for black adolescents and
lower for Asian and Pacific Islander adolescents than
for non-Hispanic and Hispanic adolescents.

B Healthy People 2010 has identified reduction of
adolescent mortality as a critical adolescent objective.
The objectives call for a reduction of death rates to
16.8 per 100,000 for adolescents 1014 years of age
and 43.2 per 100,000 for adolescents 15-19 years of
age (1). Healthy People 2010 has specifically targeted
the reduction of suicide and homicide rates as critical
adolescent objectives.

1 “Natural” is a term similar to “noninjury” that is used to categorize causes of death.
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Figure 16. Death rates for injury, by intent of injury, and natural causes among adolescents 10-19 years of age,

by age and sex: United States, average annual 1996-97
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NOTES: Suicide rates for females 10-12 years of age are unreliable and are not shown. Death rates are graphed on a log scale to clearly illustrate
how rates change across the entire age span 10-19 years. See Technical Notes for discussion of cause of death coding. See also Appendix Il, Cause

of Death. See Data Table for data points graphed.

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

States, 2000, tables 33, 45, 46, 47, and 48.
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Health Status

Motor Vehicle and Firearm-Related Deaths

B Motor vehicle traffic-related injuries and
firearm-related injuries are the two leading causes of
death among adolescents 10-19 years of age.

B For the period 1996-97, motor vehicle traffic
injuries were the leading cause of injury death for
adolescents 10-19 years of age (averaging 6,260
deaths per year), followed by injuries from firearms
(averaging 4,250 per year). Together these two causes
accounted for 55 percent of all deaths and for

75 percent of al injury deaths for adolescents. By
comparison, malignant neoplasms, the leading natural
cause of death for this age group, accounted for

6 percent of all deaths.

B For motor vehicle traffic injury deaths, rates
increased markedly with age for male and female
adolescents. Notably, between ages 15 and 16 years
the rates for males and females doubled. A similar
increase at these ages was noted in the emergency
department visit rates for motor vehicle traffic-related
injuries. (Figure 10). Motor vehicle death rates for
males 10-17 years were 1.3-1.7 times those for
females; by ages 18 and 19 years, the death rates for
males were 2.1-2.5 times those for females.

B Disparities by race and ethnicity were apparent in
the rates of death from motor vehicle injuries for male
and female adolescents, although the differences for
males were more pronounced. Among males and
females motor vehicle injury rates were highest among
American Indian or Alaska Native adolescents and
lowest among Asian or Pecific Islander adolescents.
Rates among non-Hispanic white teens were higher
than those of non-Hispanic black and Hispanic teens.

B The high rates of death from motor vehicle
injuries are partially attributable to risk behavior
among adolescents. In 1999, 33 percent of high school
students reported that in the previous 30 days they
rode in a car with a driver who had been drinking
alcohol, and 13 percent reported that they drove after
drinking alcohol (1). Sixteen percent of students
surveyed had rarely or never worn seat belts when

riding in a car or truck driven by someone else.
Overall, male students (21 percent) were significantly
more likely than female students (12 percent) to have
rarely or never worn seat belts (1).

B Healthy People 2010 has identified reduction of
deaths caused by motor vehicle crashes and the
reduction of deaths and injuries caused by alcohol- and
drug- related motor vehicle crashes as critica
adolescent objectives (2). The objectives aso call for
increased use of safety belts and a reduction in the
proportion of adolescents who report that they rode,
during the previous 30 days, with a driver who had
been drinking alcohol.

B Firearm death rates also increase substantially with
age; the rate for males 19 years of age was 28 times
the rate for those 11 years of age. In contrast, the
firearm death rates for 19 year old females was 10
times the rate for 11 year old females. The disparity
between male and female firearm-related death rates
increased from threefold for the youngest adolescents
(10-11) to ninefold for older adolescents (18-19
years).

B Differences exist in firearm-related death rates by
race and ethnicity for male and female adolescents.
Rates were strikingly higher among black adolescents
than among other race and ethnic groups. Firearm
death rates were lowest among non-Hispanic white and
Asian or Pacific Islander adolescents.

B Firearm deaths include deaths that were classified
as unintentional, suicide, homicide, legal intervention,
or undetermined intent. Among adolescents 10-19
years of age, 60 percent of al firearm deaths were
homicides, 31 percent were suicides, 6 percent were
unintentional and 2 percent were of undetermined
intent.
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Figure 17. Death rates for motor vehicle traffic-related and firearm-related injuries among adolescents 10-19 years
of age, by age and sex: United States, average annual 1996-97
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NOTES: The firearm death rate for females 10 years of age is unreliable and is not shown. Death rates are graphed on a log scale to clearly illustrate
how rates change across the entire age span 10-19 years. See Technical Notes for discussion of cause of death coding. See also Appendix Il, Cause
of Death. See Data Table for data points graphed.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics System. See related Health, United
States, 2000, tables 45 and 48.

Health, United States, 2000 s s s s s s s s s s s s s s 6w sssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnnsssannnnsnnnnnnns

ShielS Yi[eaH

59



ACOIESCENT HEAITN ..o ceee e eses s s seses s

Health Status

Motor Vehicle and Firearm-Related Deaths

Where adolescents reside, whether in urban, suburban,
or more rura settings, has been shown to influence
mortality risks (1-3). Teenagers living in the most
densely populated metropolitan counties have higher
death rates associated with interpersonal violence,
while those in more rural counties have higher rates of
motor vehicle fatalities. In general, motor vehicle death
rates are higher in less densely populated settings and
firearm homicide is higher in more densely populated
settings (1).

B |n 1996-97 motor vehicle traffic death rates in
nonmetropolitan counties were 2—3 times the rates in
the core metropolitan (counties with large central
cities) counties, while rates in the noncore but still
metropolitan counties were in between.

H In all urbanization categories, the motor vehicle
traffic death rates increased with age, with most of the
increase occurring by age 17 years. Motor vehicle
traffic death rates for adolescents 16 years of age
(when many adolescents can begin to drive) were
approximately twice those for adolescents 15 years of
age in all three county groups. Between ages 18 and
19 years the rate declined by 5-7 percent in each of
the three county groups.

B Age and urbanization patterns for firearm mortality
differ from those for motor vehicle mortality. Most
notably, the increases in firearm death rates by age
were steeper. Between ages 11 and 13 years, firearm
death rates more than doubled and were higher in
nonmetropolitan counties than in either of the two
metropolitan groups. With increasing age, the pattern
changed and rates in the core counties were higher
than those in noncore metropolitan and
nonmetropolitan counties. With each single year of age
between 13 and 16 years, firearm death rates in the
core counties doubled or nearly doubled. Between 16
and 19 years, the rate came close to doubling again.
Core county firearm death rates for 15-19 year olds
were more than twice the rates in the other two county
groups.

B The manner or intent of firearm deaths, that is,
whether deaths were ruled unintentional, a suicide, or a
homicide, differs significantly by urbanization category.
For example, the higher firearm death rates among
younger adolescents in the nonmetropolitan areas
resulted from higher unintentional and suicide rates.
Among older adolescents, the majority of firearm
deaths in the core counties were homicides while
among adolescent who resided in the nonmetropolitan
counties, suicide was the mostly likely manner of
firearm death.
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Figure 18. Death rates for motor vehicle traffic-related and firearm-related injuries among adolescents 10-19 years
of age, by age and urbanization: United States, average annual 1996-97

ShielS Yi[eaH

Deaths per 100,000 adolescents Deaths per 100,000 adolescents
100
100 - Motor vehicle traffic - Firearm
L Nonmetropolitan [ Core metropolitan
B Other |
metropolitan
10k Core metropolitan 10k
B B Non-
- - metropolitan
s s
E E Other metropolitan
1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1
10 11 12 13 14 15 16 17 18 19 10 11 12 13 14 15 16 17 18 19
Years of age Years of age

NOTES: Death rates are graphed on a log scale to clearly illustrate how rates change across the entire age span 10-19 years. See Technical Notes for
discussion of cause of death coding. See also Appendix I, Cause of Death and Appendix Il, Urbanization. See Data Table for data points graphed.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics System. See related Health, United
States, 2000, tables 45 and 48.
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Reproductive Health

Pregnancy Rates

Annually, more than 900,000 adolescents become
pregnant. The majority (78 percent) of teen
pregnancies are unplanned, accounting for one-fourth
of all accidental pregnancies each year (1). The
conseguences of unintended pregnancy for adolescents
include unintended births, reduced educational
attainment, fewer employment opportunities, increased
likelihood of welfare, and poorer health and
developmental outcomes among their infants (2).
About one-fourth of unintended pregnancies end in
abortion (1).

B Teen pregnancy rates are much higher in the
United States than in many other developed countries.
In the mid-1990s rates were twice as high asin
England and Wales or Canada, and 8 times as high as

in Japan (3).

H The number of pregnancies is estimated as the
sum of live hirths, induced abortions, and fetal losses
(miscarriages and tillbirths). In 1996 the pregnancy
rate was 98.7 pregnancies per 1,000 young women
15-19 years of age. Pregnancy rates increased with
age, from 2.8 for the youngest adolescents, 10-14
years of age (see Data Table), to 67.8 for adolescents
15-17 years and 146.4 for adolescents 18-19 years. A
Healthy People 2010 critical adolescent objective calls
for a reduction in pregnancies among female
adolescents to no more than 46 pregnancies per 1,000
adolescents (4).

B Teen pregnancy rates vary by race and Hispanic
origin. In 1996 pregnancy rates were more than twice
as high among non-Hispanic black and Hispanic teens
as among non-Hispanic white teens. Abortion rates
were higher among non-Hispanic black teens than
either Hispanic or non-Hispanic white teens.

B The teenage pregnancy rate for young women
15-19 years of age decreased 15 percent since reaching
a peak of 116.5 per 1,000 in 1991 (5). Birth rates and
abortion rates for adolescents declined in recent years.
Fetal losses also declined as the number of young
women becoming pregnant declined.

B Between 1990 and 1995 the proportion of
teenagers who ever had intercourse decreased from 55
to 50 percent (6). Moreover, contraceptive use among
sexually active teens increased over those years, and
contracepting teens chose more effective contraceptive
methods. These factors contributed to the decrease in
pregnancy rates among teenagers.
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Figure 19. Pregnancy rates according to outcome of pregnancy among adolescents 15-19 years of age, by age,
race, and Hispanic origin: United States, 1996
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Reproductive Health

Birth Rates

Adolescents who become mothers are less likely to
complete high school or to have steady employment,
and more likely to receive public assistance and to
experience marital instability, compared with peers
who delay childbearing (1). Economic and social
disadvantage are among the causes, as well as the
conseguences, of teenage child bearing (2). Infants
born to teenage mothers are at a greater risk of low
birthweight and infant mortality. (See figures 21 and
22.) Teen mothers are also less likely to receive
adequate and timely prenatal care and more likely to
smoke (3). Second and higher order births further
increase the risk of poor outcomes for young women
and their children.

B |n 1997-98 there were approximately 493,600
births annually to adolescents 13-19 years of age,
accounting for nearly 13 percent of al births in each
year. The birth rate for adolescent women 15-19 years
of age was 51.5 hirths per 1,000 adolescent women,
and the birth rate for very young adolescents (13-14
years of age) was 2.6.

B Thereis a consistent pattern of increasing birth
rate by maternal age. Overall 19-year old teens were
nearly seven times as likely to have a birth as their
15-year old counterparts.

B Birth rates vary considerably by race and Hispanic
origin. In 1997-98 Hispanic and non-Hispanic black
teens had the highest birth rates followed by American
Indian teens; Asian or Pacific Islander teens had the
lowest birth rates. Among young women 19 years of
age, the birth rate among Hispanics and non-Hispanic
blacks was about 3.5 times that of Asian or Pacific
Islanders (149.3 and 141.0 compared with 42.6 per
1,000).

B Teenage hirth rates have steadily declined in the
1990's and have fallen ailmost 18 percent among
adolescents 15-19 years of age since 1991 (4). There
has also been a 21-percent decrease in the rates of
second and higher order births to teens in the 1990's,
while the proportion of births to teenagers that were

second and higher order declined from 25 percent in
1991 to 22 percent in 1998 (4, 5).
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Figure 20. Birth rates among adolescents 13-19 years of age, by birth order, age, race, and Hispanic origin:
United States, average annual 1997-98
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* Second and higher live births were too few to be considered reliable and are not shown separately.
NOTES: Excludes live births with unknown birth order. See Appendix II, Rates, birth. See Data Table for data points graphed.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics System. See related Health,
United States, 2000, table 3.
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Reproductive Health

Low Birthweight

Birthweight, along with period of gestation, is one of
the most important predictors of an infant’s subsequent
health and survival. Low birthweight (less than 2,500
grams or about 5.5 pounds) may result from premature
birth, being small for gestational age, or both of these
factors. Low-birthweight infants face an increased risk
of physical and developmental complications and death
(1). Nearly two-thirds of infant deaths in 1997
occurred among low-birthweight babies (2).

B |n 1997-98, 9.5 percent of infants born to
adolescents ages 15-19 were low birthweight. For
mothers under 15 years of age, 13.2 percent of infants
were low birthweight. In contrast, 7.2 percent of
infants born to women in their twenties and thirties
were low birthweight.

B Low-birthweight rates vary by race and Hispanic
origin. The percent of infants with low birthweight is
higher among non-Hispanic black teens than among all
other groups and is almost double that of American
Indian or Alaska Native teens.

m Very low-birthweight infants, those weighing less
than 1,500 grams, are at the highest risk of dying in
their first year. In 1997-98 the percent of very
low-birthweight infants of adolescent mothers
decreased with increasing maternal age among all race
and ethnic groups except American Indian or Alaska
Native infants.

B A number of factors may influence low
birthweight including smoking during pregnancy. The
rate of smoking during pregnancy for young women
ages 15-19 increased between 1994 and 1998. Young
women ages 15-19 have the highest rate of smoking
during pregnancy of all age groups. Among teen
mothers, non-Hispanic whites have the highest
smoking rates followed by Native Americans (3, 4).
Very low birthweight is primarily associate with
preterm birth.

B Healthy People 2010 objectives call for a
reduction in low-birthweight births for all women to

no more than 5 percent of live births and very
low-birthweight births to no more than 1 percent of
live births (5).
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Figure 21. Low-birthweight live births among adolescent mothers 13-19 years of age, by maternal age, race, and
Hispanic origin: United States, average annual 1997-98
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* Very low-birthweight live births were too few to be considered reliable, and are not shown separately. See Data Table for data points graphed.
NOTES: Low birthweight is less than 2,500 grams; very low birthweight is less than 1,500 grams. Excludes live births with unknown birthweight.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics System. See related Health,
United States, 2000, table 12.
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Reproductive Health

Infant Mortality

Infant mortality is defined as the death of an infant
before his or her first birthday. The infant mortality
rate is an important indicator of the well-being of
infants and their adolescent mothers because it is
associated with a variety of factors, such as maternal
health, quality of and access to medica care,
socioeconomic conditions, and public health practices

().

B During 1995-97 among infants born to adolescent
mothers there were 10.6 infant deaths per 1,000 live
births. The Healthy People 2010 objective for infant
mortality among all mothers is no more than 4.5 infant
deaths per 1,000 live births (2).

B Overal, infants of the youngest adolescent
mothers (13-14 years) had higher infant mortality rates
than infants of mothers 15-19 years of age (17.1
versus 10.4).

B Infant mortality rates vary significantly among
racial and ethnic groups. Non-Hispanic black
adolescent mothers had higher infant mortality rates
than other adolescent mothers (14.4), nearly twice
those of Hispanic mothers (7.6).

B Among infants of non-Hispanic white and
Hispanic adolescent mothers, mortality rates decreased
with increasing maternal age; infant mortality rates
plateaued among infants of non-Hispanic black
mothers 16 years and older. Non-Hispanic white and
Hispanic mothers 13 and 14 years of age were
approximately twice as likely to have an infant death
as mothers 19 years of age; for black mothers this
relative difference was 1.4.

B [nfant mortality is associated with a variety of
factors affecting the mother’s health during pregnancy
and the infant’s environment and health care during
the first year of life. It is important that adolescent
mothers receive timely prenatal care and avoid risky
behaviors such as the use of alcohol and tobacco
during pregnancy. Maternal smoking during pregnancy

increases the risk of infant mortality (3). In 1998,

18 percent of mothers 15-19 years of age reported
smoking during pregnancy, the highest percent of any
age group (4).

B Among infants of adolescent mothers, as for
infants of all mothers, Sudden Infant Death Syndrome
(SIDYS) is the leading cause of infant mortality after the
first month of life (5). The American Academy of
Pediatrics recommends putting infants to sleep on their
backs because of the lower risk for SIDS associated
with this position.
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Figure 22. Infant mortality rates among infants of adolescent mothers 13-19 years of age, by maternal age, race,

and Hispanic origin: United States, average annual 1995-97
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Reproductive Health

Sexually Transmitted Diseases

Sexually transmitted diseases (STD’s) are the most
commonly reported infectious diseases among sexually
active adolescents. Compared with adults, adolescents
are at a higher risk for acquiring STD’s: they are more
likely to have multiple sexual partners and short-term
relationships, to engage in unprotected intercourse, and
to have partners who are themselves at high risk for
STD’s (1, 2). Adolescent women may also have
physiologically increased susceptibility to infection due
to increased cervical ectopy and lack of immunity (1).

B Sexually active adolescents often face barriers to
receiving STD prevention services, such as concern
about confidentiality, lack of insurance or ability to
pay, and lack of transportation.

B Chlamydia, gonorrhea, and syphilis are the most
common bacterial causes of STD’s, and are curable
with antimicrobials. Syphilis is relatively rare among
adolescents. When left untreated, chlamydia and
gonorrhea can cause pelvic inflammatory disease,
abscesses in the fallopian tubes and ovaries, and
chronic pelvic pain, and may result in ectopic
pregnancy or infertility. In young men untreated
infections can cause urethritis and epididymitis. STD’s
may also increase susceptibility to HIV infection two-
to fivefold.

B 1n 1998 in the U.S. population, female adolescents
15-19 years of age had higher reported rates of
chlamydial infections than adolescent males and older
persons of either gender. The higher reported rates of
chlamydia among female adolescents than among male
adolescents is primarily attributable to detection of
asymptomatic infection in young women through
screening, while their sex partners may not be
diagnosed or reported. Symptomatic male adolescents
may be treated without testing, and therefore may not
be captured by disease surveillance (1).

B The reduction of the proportion of adolescents
with chlamydia infections is a Healthy People 2010
critical adolescent objective, with a target of 3 percent

of males and females, 15-24 years of age, who attend
family planning or STD clinics (3).

B In 1998 rates of gonorrheain the U.S. population
were aso higher among female adolescents 15-19
years of age than adolescent males and older persons.
Between 1990 and 1998 the gonorrhea rate among
adolescents decreased by 50 percent (from 1,114.4
cases per 100,000 in 1990 to 560.6 in 1998). Healthy
People 2010 objectives call for a reduction of the
incidence of gonorrhea to no more than 19 cases per
100,000 people in the total population (3).

B Large race and ethnic disparities in STD rates
exist among adolescents. Non-Hispanic black
adolescents had higher rates of chlamydia and
gonorrhea than adolescents in other race and ethnic
groups. Differences in socioeconomic status,
contraceptive use, and sexua risk behaviors, may
influence the disparity in rates (4, 5).
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Figure 23. Sexually transmitted disease rates reported for adolescents 10-19 years of age, by age, sex, race, and
Hispanic origin: United States, 1998
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Reproductive Health

Acquired Immunodeficiency Syndrome (AIDS)

Acquired immunodeficiency syndrome (AIDS), with its
associated morbidity and mortality, results from
infection with the human immunodeficiency virus
(H1V). Before the introduction of highly active
antiretroviral therapy, the average incubation period
from acquisition of HIV to the development of AIDS
was estimated to be 8-10 years (1). Overall declines in
AIDS incidence and deaths in 1996 and 1997 provide
evidence of the widespread beneficia effects of new
treatment regimens. Rather than an inevitable
progression of HIV infection, a diagnosis of AIDS now
increasingly represents late diagnosis, poor access to
care, or treatment failure (2).

B |n 1996-98 AIDS rates increased with age among
all racial and ethnic groups. Adolescents in some
minority racial and ethnic groups are
disproportionately affected by HIV and AIDS. In
199698 non-Hispanic black and Hispanic adolescents
in every age group had higher rates of AIDS than
non-Hispanic white adolescents. AIDS rates among
American Indian or Alaska Native and Asian or Pacific
Islander adolescents remain very low.

B Although the overall prevalence of AIDS in
adolescents is relatively low, the rate of HIV infection
is higher. It is likely that most young adults who
develop AIDS acquired HIV infection during their
adolescent years. Sexual activity and drug use
activities among adolescents place them at high risk
for HIV transmission. Sexually transmitted diseases
common among adolescents, chlamydia and gonorrhea,
are believed to facilitate HIV transmission (1).

B HIV prevention strategies include promoting
knowledge of risk behaviors that increase the risk of
HIV infection, increasing awareness of methods to
reduce risk, and improving access to effective care and
treatment programs to improve health and survival
among persons who are already infected. Healthy
People 2010 identified a reduction in the number of
cases of HIV infection among adolescents as a critical
adolescent objective (3).
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Figure 24. Acquired immunodeficiency syndrome (AIDS) rates reported for adolescents 11-19 years of age, by
age, sex, race, and Hispanic origin: United States, average annual 1996-98
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SOURCE: Centers for Disease Control and Prevention, National Center for STD, HIV, and TB Prevention. See related Health, United States, 2000,
tables 53 and 54.
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Risk Behaviors

Sexual Activity

Sexually active adolescents have an increased risk of
HIV infection, other sexually transmitted diseases
(STD’s), and unintended pregnancy. Teenagers who
begin having sex at younger ages are exposed to these
risks over a longer period of time. Those who have
had multiple sex partners (four or more sex partners in
their lifetime) are at an increased risk of pregnancy,
acquiring sexually transmitted diseases, and HIV
infection.

B |n 1999 one-half of all high school students had
been sexualy active.

B The proportion of students who report ever having
sexua intercourse and those who report having
multiple sex partners increases significantly with age.
In 1999, 66 percent of female students and 64 percent
of male students in the 12th grade ever had intercourse
compared with 33 percent of female students and

45 percent of male students in the 9th grade.

B Overall, non-Hispanic black students, both male
and female, were significantly more likely to have had
sexual intercourse than non-Hispanic white and
Hispanic students. Among females, non-Hispanic black
students were nearly twice as likely as non-Hispanic
white and Hispanic students to have had multiple (four
or more) sex partners. Among males, non-Hispanic
black students were twice as likely as Hispanic
students and four times as likely as non-Hispanic white
students to have had multiple sex partners.

B In 1999 the percent of students who reported they
had sexual intercourse during the previous 3 months
increased from 27 percent of 9th grade students to

51 percent of 12th grade students (1). Among currently
sexually active students, 58 percent used a condom
during their last sexual intercourse. The proportion of
students using condoms decreased with grade level,
from 67 percent of Sth grade students to 48 percent of
those in 12th grade (1). Condoms are very effective at
preventing the transmission of STDs and HIV, but are
less effective than some other contraceptive methods at
preventing pregnhancy.

B A Healthy People 2010 critical adolescent
objective calls for an increase in the proportion of
adolescents who abstain from sexual intercourse or use
condoms if currently sexually active (2). This measure
is also a Leading Health Indicator.

B Between 1991 and 1999 the prevalence of sexua
experience among adolescents decreased 8 percent. The
prevalence of multiple sex partners decreased

13 percent (3). These behavioral changes are consistent
with decreases in related reproductive health outcomes
among adolescents (see figures 19 and 23).
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Figure 25. Lifetime sexual activity among students in grades 9-12, by sex, grade level, race, and Hispanic origin:
United States, 1999
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Risk Behaviors

Cigarette Smoking

Smoking has serious long-term effects on health,
including the risk of nicotine addiction, smoking-
related diseases, and premature death. Over 80 percent
of adults who are addicted to tobacco began smoking
as adolescents (1). It has been estimated that
tobacco-related illnesses will cause the premature death
of approximately 5 million persons who were 17 years
or younger in 1995 (2).

B |n 1999 more than one-third of al high school
students reported smoking on one or more days in the
previous 30 days (current smoking), and nearly

17 percent reported smoking frequently (that is, on 20
or more days).

B The percent of students who reported current
smoking increased with grade level, as did the percent
who reported frequent smoking.

B Many adolescents begin smoking before reaching
9th grade. One-fourth (25 percent) of students had
smoked a whole cigarette before 13 years of age.

B Rates of smoking differ substantially between
racia and ethnic groups. In 1999 non-Hispanic white
and Hispanic students were more likely to smoke than
non-Hispanic black students. Non-Hispanic white
students were more likely to be frequent smokers than
Hispanic and non-Hispanic black students.

B Among non-Hispanic black students, females were
less likely to smoke than males. In contrast, among
Hispanic and non-Hispanic white students smoking
rates did not differ significantly for males and females.

B Smoking among adolescents has increased in
recent years. In 1999 the prevalence of current
cigarette smoking was 27 percent higher than in 1991,
current cigarette smoking increased 56 percent among
black students, 29 percent among Hispanic students,
and 25 percent among white students (3, 4).

B Adolescents are at risk from other forms of
tobacco use as well. In 1999, 8 percent of students

used smokeless tobacco in the past month (14 percent
of male students and 1 percent of female students) and
18 percent smoked cigars (25 percent of male students
and 10 percent of female students) (3).

B Tobacco use is the single leading preventable
cause of death in the United States (1). A Healthy
People 2010 critical adolescent objectives calls for a
reduction in the proportion of young people in grades
9-12 who have used tobacco products; this measure is
also a Leading Health Indicator (5).
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Figure 26. Current cigarette smoking among students in grades 9-12 by sex, grade level, race, and Hispanic
origin: United States, 1999
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Risk Behaviors

Alcohol Use

Alcohal is the most commonly used psychoactive
substance during adolescence. Its use is associated with
motor vehicle crashes, injuries, and deaths; with
problems in school and in the workplace; and with
fighting, crime, and other serious consequences (1).
Heavy, episodic drinking or binge drinking, in which
five or more drinks are consumed on one occasion,
increases the likelihood of negative outcomes.

B |n 1999 one-half of high school students

(48 percent of female students and 52 percent of male
students) reported drinking in the previous 30 days.
Twenty-eight percent of female students and 35 percent
of male students reported binge drinking.

B Current drinking and binge drinking increased
significantly between grades 9 and 12 for both male
and female students; the increase was sharper among
male students.

B For many students, initiation of drinking began
before high school. AlImost one-third (32 percent) of
students reported that they first drank acohol (more
than a few sips) before age 13 (2). Male students were
more likely than female students to begin drinking
before age 13 (37 percent compared with 27 percent).
Researchers have found that the younger the age of
drinking onset, the greater the likelihood that an
individual will, at some point in life, develop a
clinicaly defined alcohol disorder (3).

B Current drinking among non-Hispanic black male
and female students was substantially lower than
among non-Hispanic white and Hispanic students.
Non-Hispanic black students were significantly less
likely to engage in binge drinking than their
non-Hispanic white and Hispanic counterparts.

B Reduction in the proportion of adolescents
engaging in binge drinking of acoholic beverages is a
Healthy People 2010 critical adolescent objective. This
measure is also a Leading Health Indicator (4).

B Adolescents who combine drinking and driving are
at an increased risk of injury or death. In 1999, 13
percent of high school students reported that in the

previous 30 days they drove after drinking acohol (2).
Thirty-three percent of high school students reported
that in the previous 30 days they rode in a car with a
driver who had been drinking acohol (2); reducing
this proportion is a Healthy People 2010 objective (4).
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Figure 27. Current alcohol use among students in grades 9-12, by sex, grade level, race, and Hispanic origin:
United States, 1999
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Risk Behaviors

Marijuana Use

Drug use by adolescents can have immediate as well
as long-term health and social consequences.
Marijuana is the most commonly used illicit drug
among high school students. Marijuana use has both
health and cognitive risks, particularly damage to
pulmonary functions as a result of chronic use (1, 2).
Possession and/or use of marijuanaisillegal and can
lead to a variety of penalties.

B |n 1999 amost one-half (47 percent) of high
school students had used marijuana during their
lifetime and one-fourth (27 percent) of high school
students had used marijuana one or more times in the
past 30 days (that is, current use). Male students were
more likely than female students to report ever using
marijuana and using it in the past 30 days.

B Both femae and male students in the higher
grades (10th—12th) were more likely to have ever used
marijuana than students in Sth grade. Current use of
marijuana among male and female students also
increased significantly between 9th and 12th grade. Of
students who had ever used marijuana, 11 percent first
tried it before age 13 (8 percent of female students and
15 percent of male students) (3).

B Among female students, current and lifetime use
of marijuana varied little by race and ethnicity. Among
males there were no significant differences by race and
ethnicity in marijuana use.

B Marijuana use among high school students
increased substantially between 1990 and 1999 (4).
Fifty percent more students had used marijuana at least
once in 1999 than in 1990 (47 percent versus

31 percent), and almost twice as many students had
used marijuana during the 30 days preceding the
survey (27 percent versus 14 percent).

B A Healthy People 2010 critical adolescent
objective calls for a reduction in the proportion of
adol escents reporting use of marijuana and other illicit
substances in the past 30 days (5).

B Adolescents face health consequences from other
drug use, as well. Cocaine use is linked with health
problems that range from eating disorders to disability
to death from heart attacks and strokes (6). In 1999,
10 percent of high school students reported using some
form of cocaine (powder, “ crack,” or “ freebase”)
during their lifetime and 4 percent reported using
cocaine in the past 30 days (3).
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Figure 28. Lifetime marijuana use among students in grades 9-12, by sex, grade level, race, and Hispanic origin:

United States, 1999
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Risk Behaviors

Weapon Carrying

Weapon carrying is associated with the most serious
injuries resulting from violence. Carrying a weapon
significantly increases the risk that a violent argument
will result in death, disability, or other serious injury
(2). Although weapon carrying does not always lead to
injury, it is strongly associated with exposure to
intimidation and threats and perceptions of fear and
vulnerability (2).

B |n 1999, 17 percent of high school students
reported carrying a gun or other weapon in the past 30
days. Healthy People 2010 objectives call for a
reduction to less than 15 percent in the prevalence of
weapon carrying by adolescents in grades 9-12 (3).

B Male students were significantly more likely than
female students to carry a gun or other weapon.
Among both male and female students, the percent of
students who reported carrying a weapon did not differ
significantly between 9th and 12th grade.

B Among male students, non-Hispanic black students
were more likely to carry a gun than non-Hispanic
white and Hispanic students. Among female students,
non-Hispanic black and Hispanic students were more
likely to carry guns and other weapons than
non-Hispanic white students.

B The proportion of students who reported carrying
a weapon on school property was smaller. In 1999, 7
percent of all students brought a weapon to school; 11
percent of male students carried a weapon on school
property compared with 3 percent of female students
(4). A Hedlthy People 2010 critical adolescent
objective calls for a reduction of weapon carrying by
adolescents on school property to 6 percent (3).

B Not al violence-related behavior involves
weapons. In 1999, 27 percent of female students and
44 percent of male students were involved in one or
more physical fights (4). Reduction in physical fighting
among adolescents is a Healthy People 2010 critical
adolescent objective (3).

B Between 1991 and 1999 the percent of students
who carried a weapon decreased by 35 percent

(26 percent in 1991, 17 percent in 1999). In 1999 high
school students were also less likely to engage in
physical fights or to be injured in physical fights than
students in 1991 (5).

B In 1996, 5 percent of adolescents 14-17 years of
age were not enrolled in school. These adolescents
were more likely than their in-school peers to engage
in violence-related behavior (6).
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Figure 29. Weapon carrying in the past 30 days among students in grades 9-12, by sex, grade level, race, and
Hispanic origin: United States, 1999
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NOTES: Weapons include a gun, knife, or club. See Technical Notes for survey methods. See Data Table for data points graphed.

SOURCE: Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Youth Risk Behavior
Survey (YRBS).
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Risk Behaviors

Physical Activity

Physical activity provides important health and
emotional benefits for adolescents. It lowers blood
pressure, aids in weight management, and improves
cardiorespiratory function (1). A physically active
lifestyle may continue into adulthood, while less active
adolescents are more likely to remain less active as
adults. Among adolescents, low physical activity has
been associated with other negative health

behaviors (2).

B |n 1999 over two-thirds (70 percent) of al high
school students participated in moderate to vigorous
physical activity in the previous 7 days. Healthy
People 2010 objectives highlight the importance of
both vigorous and moderate physical activity among
adolescents (3). Specifically, increasing the proportion
of adolescents who engage in vigorous physical
activity that promotes cardiorespiratory fitness is a
critcal adolescent objective and a Leading Health
Indicator.

B Physical activity generally declines during
adolescence. Female and male students in grade 9 were
more likely to have participated in moderate or
vigorous physical activity than students in grades
10-12.

B Adolescents participation in physical activity
differs by sex. Male students were substantially more
likely than female students to have participated in
moderate or vigorous physical activity.

B Non-Hispanic white students were more likely
than Hispanic or non-Hispanic black students to have
participated in moderate or vigorous physical activity.

B Participation in physical education (PE) classes
assures a minimum level of physical activity and
provides a forum to teach physical activity strategies
and activities that can be continued into adulthood. In
1999 over one-half (56 percent) of all high school
students were enrolled in PE class. Students in grade 9
were twice as likely to be enrolled in PE class as

students in grades 11 and 12 (4). However, only 29
percent of students participated in PE classes every
day.

B Regular physical activity and a healthy diet are
both important for maintaining a healthy weight.
Overweight and obesity are mgjor contributors to many
preventable causes of death. Adolescents who are
overweight are at a greater risk of being overweight as
adults (5). In 1988-94, approximately 11 percent of
adolescents 12-17 years of age were overweight
(Health, United States, 2000, table 69). The proportion
of adolescents from poor households who were
overweight was amost twice that of adolescents from
middle-and high-income households.

B The prevelance of overweight and obesity has
been identified as a Leading Health Indicator in
Healthy People 2010; a critical adolescent objective
cals for a reduction in the proportion of adolescents
who are overweight or obese (3).
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