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Foreword

Health, United States, 1982 is the seventh annual
report on the health status of the Nation submitted
by the Secretary of Health and Human Services to
the President and Congress of the United States in
compliance with Section 308 of the Public Health
Service Act. It presents statistics concerning recent
trends in the health care sector.

This report was compiled by the National Center
for Health Statistics, U.S. Public Health Service. It is
divided into two parts. Part A consists of 16 charts
on health status and determinants organized by age
from the youngest group to the oldest. Part B consists
of 86 detailed statistical tables that are organized
around four major subject areas—health status and
determinants, utilization of health resources, health

care resources, and health care expenditures—and
includes a guide to the detailed tables. There are also
two appendixes that provide descriptions of the data
sources and a glossary of terms.

This edition of Health, United States continues
the approach used during previous years by empha-
sizing trends and comparisons over time. Once again,
the detailed tables display age-adjusted data. This
was necessary for two reasons. First, the elderly
constitute a growing proportion of the U.S. popula-
tion and second, several demographic subgroups of
the population have different age structures. By ad-
justing for age, data can be compared with greater
validity over time and for different groups.
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Highlights

Health status and determinants

After a rapid decline from 1960 to 1976, birth
rates in the United States have been gradually
increasing, reaching 69 births per 1,000 women
15-44 years of age in 1980 (provisional data).
This trend is partly because of postponed births;
first births to women over 30 years of age have in-
creased rapidly.

Although completed fertility among women 50-54
years of age has been increasing since 1960
(from 2.3 to 3.1 births per woman in 1980), this
trend will probably reverse in the future. For
example, based on surveys of birth expectations,
women 18-34 years of age in the United States
reported an average of 2.2 lifetime expected
births in 1979, compared with 3.1 in 1967.

Overall, life expectancy at birth continued to in-
crease through 1979, reaching 69.9 years for men
and 77.6 years for women in 1979. However, for
the total population, provisional data for 1980
show the first decrease in life expectancy since
1967. The slight decrease (from 73.8 to 73.6
years) was probably the result of the 1980
influenza epidemic and does not appear to
represent a departure from the underlying upward
trend.

The infant mortality rate has continued to decline,
reaching 12.5 deaths per 1,000 births in 1980
(provisional data). However, the mortality rate
for black infants is still almost twice as high as
for white infants.

Death rates for cancer declined through the mid-
1970’s for people under 50 years of age but in-
creased for those 50 years of age and over. The
latest available data suggest that a turning point
in the death rates may have occurred even among
the older age groups. In particular, cancer death
rates for all ages except 65-69 years of age appear
to have leveled off.

Mortality among children 1-14 years of age de-
clined substantially between 1950 and 1979.

Virtually all of this decline resulted from the re-
duction in death rates for natural causes.

The age group 15-24 years is the only one which
has shown an increase in mortality in recent
years. Accidents, homicide, and suicide accounted
for three-fourths of all deaths in this age group in
1979, up from half of all deaths in 1950. The
leading cause of death among white youths at
these ages is motor vehicle accidents, while the
leading cause among black youths is homicide. A
wide difference exists between white and black
mortality rates for natural causes of death in
this age group.

Mortality among adults 25-44 years of age has
fallen by about a third since 1950. A substantial
part of this reduction is because of the decline
in heart disease death rates that has occurred
since 1965. Cancer mortality has also been re-
duced in this age group since the late 1960’s.

Among adults 45-64 years of age, mortality has
declined by about one-fourth since 1950 largely
because of the decline in heart disease mortality.
Mortality from cancer of the respiratory system
is about 2% times as high as it was in 1950, but
mortality from all other types of cancer actually
fell by about 10 percent during this period.
Although non-motor-vehicle accident mortality
is greater than motor vehicle accident mortality
for this age group, it has decreased since 1975
while motor vehicle accident mortality has
increased.

From 1950 to 1979, the age-adjusted death rate
for the elderly population fell by about 25 per-
cent and the decline for females was twice as
great as that for males. About three-fourths of
the overall decline in mortality was a result of
the declines in heart disease and stroke mortality.

Although cigarette smoking has declined in recent
years, strong socioeconomic differences in smok-
ing persist. For example, in 1980, 52 percent of
the population 25-44 years of age with less than



a high school education were current smokers,
compared with only 31 percent of those with
some college education. The prevalence of heavy
alcohol consumption has not shown the same
decline as is evident for cigarette smoking.

More than 90 percent of children are immunized
against the major childhood diseases by the time
they enter school. However, appreciable differ-
ences exist in immunization levels among pre-
school children by race and residence. Further-
more, public health clinics and hospital outpatient
departments appear to play a prominent role in
immunization among children from low-income
families. Of those in families with incomes of
less that $7,000 who did receive a polio vaccina-
tion, 60 percent use these sources, compared with
15 percent of those in families with incomes of
$25,000 or more.

Utilization of health resources

The proportion of pregnant women beginning
prenatal care in their first trimester of pregnancy
gradually increased from 1970 through 1979.
Although the trend increased faster among black
women than among white women, the proportion
receiving early care is still much lower among
black women (62 percent versus 79 percent).

The proportion of adults tested for high blood
pressure increased substantially between 1974
and 1979. The increase was greatest among black
adults—those at highest risk of hypertension. Re-
cently released data indicate that this testing has
had a positive effect: The proportion of adults
with elevated blood pressure decreased between
1971-75 and 1976-80.

Between 1964 and 1980, physician visits per
person per year increased from 3.9 to 5.5 for
lower income persons. During the same period,
physician visits per person remained stable or
actually declined for higher income persons,
indicating a marked trend toward equality in the
volume of physician visits between the two
groups. However, over the same time period,
little change occurred in the number of dental
visits per person for lower income persons. In
1980, persons in families with incomes of less
than $7,000 had an average of 1.1 dental visits
per year, compared with 2.4 visits for persons in
families with incomes of $25,000 or more.

Hospital discharge rates continued to increase
(especially among the elderly) and average length
of stay continued to decrease during the 1970’s.
As a result, the days of care per 1,000 population
have declined slightly.

e The increase in Cesarean section rates appears
to have abated. The rate for 1980 (16 per 100
deliveries) was about the same as that for 1979.
However, this rate represents a 57-percent increase
since 1975.

e Tubal ligation among women 15-44 years of age
continues to increase, but at a slower pace than
in the early 1970’s.

e Hysterectomy rates have declined from their high
levels of the early 1970s.

o Cardiac catheterization among men 45-64 yeéars
of age continues to increase by nearly 10 percent
per year.

e Rates for lens extraction (cataract removal)
continued to increase among the elderly at the
rate of about 5 percent per year.

Health care resources

e The number of health workers has continued to
grow at a rapid pace during the 1970’s. In partic-
ular, the supply of physicians grew at a slightly
faster pace in the latter part of the decade. The
physician-population ratio reached a record high
of 20 physicians per 10,000 population in 1980.

e Among the different specialties, the number of
internists and pediatricians grew most rapidly. In
addition, the number of general and family
practitioners showed a 2-percent annual growth
in the latter part of the decade, compared with a
1-percent decrease in the early part of the dec-
ade, reflecting the increase in family practice
residencies.

¢ The number of community hospital beds per 1,000
population has been relatively stable since 1975.
In 1980, there were 4.5 beds per 1,000 population
in the United States, but the range was from 2.7
in Alaska to 6.0 in Nebraska and 7.3 in the
District of Columbia.

e The supply of both psychiatric and nonpsychiatric
long-term hospital beds declined by 50 percent
between 1970 and 1980. However, during this
period, the number of beds in proprietary psy-
chiatric hospitals and federally funded com-
munity mental health centers increased sub-
stantially, although they still account for a small
share of total beds. These centers have experienced
large increases in inpatient, outpatient, and
day treatment episodes.

Health care expenditures

o Health care expenditures continued to increase
rapidly. In 1981, health care expenditures in the
United States totaled $286.6 billion, an average



of $1,225 per person, and comprised 9,8 percent
of the gross national product. During the past 15
years, personal health care expenditures increased
sixfold. Almost three-fifths of this increase has
resulted from price inflation.

Medical care prices increased by 10.4 percent
between 1980 and 1981, compared with 10.2
percent for all items. However, more recent
data for the first quarter of 1982 indicate a
marked decrease in the rate of price inflation for
the general economy, but a continued rapid rise
in medical care prices. The overall Consumer Price
Index increased at an annualized rate of 1.0
percent, compared with 10.2 percent for the
medical care component. Prices for hospital
care continued to lead the rise in medical care
(15.0 percent). Charges for physician services,
dental services, and prescription drugs increased
by 9.7 percent, 7.0 percent, and 8.4 percent,
respectively.

In 1978, Massachusetts led the States in per
capita personal health and hospital care ex-
penditures ($935 and $490, respectively). The
lowest spending in 1978 for personal health
care—$521 per capita—occurred in South Carolina.
Idaho had the lowest per capita hospital care
expenditures ($197).

Minnesota led the States in nursing home ex-
penditures ($126 per person). Alaska, with only 2
percent of its population over 65 years of age,
had the lowest per capita spending for nursing
home care ($12 per person). However, overall
per capita spending for personal health care in
Alaska was only 1 percent below the U.S. average.

Florida, which has the largest proportion of aged
residents in the United States, spent only 3 per-
cent more than the national average for all per-
sonal health care. However, spending for nursing
home care in Florida was 43 percent below the
U.S. average.
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More women begin
prenatal care early

The proportion of pregnant women beginning
prenatal care in their first trimester of pregnancy
gradually increased from 1970 through 1979. Al-
though the rate of increase was greater among black
women than among white women, the proportion re-
ceiving early care is still much lower among black
women. The proportion of white women receiving
care in the first trimester increased from 72 percent
to 79 percent during the period, while the proportion
of black women receiving early care increased from
44 percent to 62 percent.

Prenatal care includes a myriad of interventions
that are or should be tailored to the individual woman

and her pregnancy. For example, counseling about
the effects on the fetus of diet, smoking, and alcohol
consumption is a crucial component of prenatal care.
Because the context and quality of prenatal care are

likely to vary depending on the provider as well as

the patient, evidence on the effectiveness of such
care in reducing adverse pregnancy outcomes is not
conclusive. However, given current medical knowl-
edge, high quality prenatal care beginning early in
pregnancy holds the greatest promise for reducing
racial and socioeconomic disparities in pregnancy
outcome.
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Infant mortality rates
stand at record lows

Infant mortality rates for all races have been de-
clining steadily during the past decade, following a
plateau that lasted from the mid-1950’s to the mid-
1960°’s. This decline may be attributed to several
factors including better nutrition, wider availability
of prenatal care, advances in medical science, and
improved socioeconomic conditions.

The mortality rate for black infants historically
has been much higher than that for white infants.
The rates for both these groups have been declining
at nearly equal rates for the past 10 years. Therefore,
the mortality rate for black infants (21.8 deaths per
1,000 live births) in 1979 remained almost twice as
high as that for white infants (11.4 deaths per 1,000
live births).

Racial differences have generally been greater
during the postneonatal period (2d through 12th
month of life)—a time when environmental and
socioeconomic factors are more likely to affect the
infant than during the neonatal period (1st month of

life) when prenatal and intrauterine factors have their
strongest effects. The decline in neonatal mortality
between 1965 and 1979 has been slightly greater for
white infants than for black infants (5.0 percent
versus 4.3 percent per year), while the decline in post-
neonatal mortality has been much greater for black
infants than for white infants (4.9 percent versus
3.0 percent). Nevertheless, by 1979, the black neo-
natal mortality rate was about 80 percent higher
than the white rate, while the black postneonatal
mortality rate was more than twice the white rate.

One of the major factors in the decline in neo-
natal mortality is the improved survival of low-birth-
weight infants. Before the mid-1960’s, little change
in neonatal mortality among low-birth-weight infants
was apparent. More recent comparisons during the
late 1960°s and 1970’s in selected States suggest
large reductions in neonatal mortality for low-birth-
weight infants.
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Figure 2. Neonatal and postneonatal mortality rates, according to race: United States, 1950-79




Excessive exposure to lead is

widespread among young children

from poor families

Excessive exposure to lead, particularly among
young children, has remained a public health problem
for decades. Elevated blood lead levels in young
children, defined as lead levels of 30 micrograms per
deciliter or more of whole blood, are of greatest
concern because of the vulnerability of the develop-
ing nervous system to lead. Household paint applied
before the 1940’s and automobile emissions are two
of the most common sources of lead found in children.

The toxic properties of lead are made worse by
iron deficiency and underutrition, both of which
are more common among black children than among
white children. Overall, 12 percent of black children,
compared with 2 percent of white children, 6 months-

10

5 years of age had elevated levels of lead in their
blood.

Among both white and black children, highest
blood lead levels were found in children living in low-
income households (less than $6,000 annual family
income) and in the inner-cities of large urban areas
(1 million or more population).

The data also show a substantial decline from
1976 to 1980 in mean blood lead levels of young
children in all race, sex, and income groups, averaging
40 percent overall. This decline parallels a decline in
the use of lead in the production of gasoline during
the same time period.
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Accidents now cause
4 out of 10 deaths
of preschool children

Between 1950 and 1979, the death rate for
children 14 years of age declined by 53 percent.
Virtually all of this decline resulted from a 62-percent
reduction in death rates for natural causes. In con-
trast, the death rate for motor vehicle accidents
remained relatively stable and the rate for non-motor-
vehicle accidents declined by only 32 percent. As a
result, in 1979, accidents accounted for 41 percent
of all deaths of children 1-4 years of age, compared
with 26 percent in 1950.

In 1979, mortality from non-motor-vehicle
accidents was 1.6 times higher for boys than for
girls and about 1.9 times higher for black children
than for white children. Since 1950, the racial differ-
ence has narrowed considerably as a result of a much
greater reduction in death rates for black children.
The two leading causes of these fatal accidents are
fire and drowning.

Sex and race differences in motor vehicle accident

12

mortality are smaller. In 1979, the death rate for boys
was 15 percent higher than that for girls, and the
death rate for black children was 17 percent higher
than that for white children.

The most dramatic mortality change in this age
group is associated with influenza and pneumonia.
These deaths decreased by 89 percent from 1950 to
1979, with most of the decline occurring since 1960.
The declines were similar for boys and for girls, but
smaller for white children than for black children.
However, death rates for white children were about
half of those for black children in 1979.

From 1960 through 1979, mortality from con-
genital anomalies and cancer also dropped notably
by 36 percent and 57 percent, respectively. Decreases
were observed for both sexes and races. About half
of all mortality from cancer in this age group is
associated with leukemia, for which treatment and
survival have improved markedly.
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Figure 4. Death rates for children 1—4 years of age, according to leading causes of death: United States, 1950-79
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Immunizations protect
most children against
major childhood diseases

Immunizations against communicable diseases
have resulted in eradicating or markedly reducing the
toll of several diseases previously responsible for sub-
stantial morbidity and mortality. Smallpox has now
been eliminated worldwide. In the United States,
perhaps the most noteworthy case is that of polio.
When the vaccine first became available nationally
in 1955, about 29,000 cases of polio were reported
to the Centers for Disease Control. Just 5 years
later, the number dropped to 3,000; and by 1975,
only eight cases had been reported. Recent fluctua-
tions in the number of reported cases reflect localized
pockets of incomplete immunization levels in the
population.

Similarly, reported measles incidence was at
385,000 in 1963 when the vaccine first became
available; by 1968, the incidence fell to 22,000 cases.
However, only 3 years later, it was back up to 75,000
cases. Reported incidence fell for a few more years
only to jump up again by 1976 and 1977. These
fluctuations may result from the difficulty in immuni-
zing the population of children at highest risk or

14

changes in reporting practices. A concentrated effort
is now underway to eradicate measles worldwide.

The vast majority of children are immunized
against the major childhood diseases by the time they
enter school. For example, data obtained by the
Centers for Disease Control from the States for
1980-81 revealed immunization levels over 90 percent
among kindergarten and first-grade students. However,
data from the U.S. Immunization Survey suggest
appreciable differences in immunization levels among
preschool children by race and residence. Also,
a special study conducted as part of the National
Health Interview Survey in 1978 and 1979 showed
that public health clinics and hospital outpatient
departments play a prominent role in immunization
among children from low-income families. Among
children under 6 years of age who received a polio
vaccination, 60 percent of those in families with in-
come less than $7,000 used these sources, compared
with 15 percent of those in families with income of
$25,000 or more.
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More school-age children
die of accidents
than of diseases

The death rate for children 5-14 years of age was
cut by half between 1950 and 1979. Historically,
non-motor-vehicle accidents have accounted for the
highest mortality in this age group. However, reduc-
tion in death rates for these accidents and the increase
in death rates for motor vehicle accidents have
resulted in nearly equal numbers of deaths from
these two causes since 1970. Fire and drowning are
the two major causes of deaths from non-motor-
vehicle accidents.

Accident mortality is much higher for boys than
for girls in this age group. The sex differences are
greater for non-motor-vehicle accidents than they are
for motor vehicle accidents (a mortality ratio of 2.7
versus 1.8 in 1979). Large racial differences in mor-

16

tality for these ages are limited to non-motor-vehicle
accidents where black children are more than 1.9
times as likely as white children to die from these
accidents.

Since the late 1960’s, mortality from natural
causes has been lower than mortality from accidents
and violence in this age group. Cancer, specifically
leukemia, has been the leading cause of disease-
related mortality since 1950. Death rates for leukemia
were fairly stable from 1950 to 1970, but since then
they have shown relatively large declines. Death
rates for congenital anomalies are at their lowest
levels now, after falling rather sharply between 1960
and 1970.
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Figure 8. Death rates for children 5-14 years of age, according to selected causes of death: United States, 1950-79




Marijuana and cigarette use by
high school seniors declines,
but heavy drinking continues

Since 1975, national samples of high school
seniors have been queried about their use of various
legal and illegal drugs. The rapid increase in frequent
marijuana use peaked in 1978 for boys and in 1979
for girls and has since begun to fall. High school
seniors are concerned about possible adverse health
effects of regular marijuana use. About half of the
1980 class believed that a great risk is associated with
regular use.

Frequent use of alcohol among high school
seniors has been relatively stable for boys and for
girls between 1975 and 1980. However, 1980 survey
results on heavy drinking (five or more drinks in a
TOW on one or more occa