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Preface

Health, United States, 1987 is the
12th annual report on the health
status of the Nation submitted by the
Secretary of Health and Human Serv-
ices to the President and Congress
of the United States in compliance
with Section 308(a)(1) of the Public
Health Service Act. It presents statis-
tics concerning recent trends in the
health care sector. This report was
compiled by the National Center for
Health Statistics, Centers for Disease
Control. The National Committee on
Vital and Health Statistics served in
areview capacity.

This report is divided into two
parts. First, a chartbook on trends
in selected measures of health status
across successive birth cohorts con-
sists of 16 charts and accompanying
text. Second, 119 detailed statistical
tables are organized around four
major subject areas—health status
and determinants, utilization of
health resources, health care re-
sources, and health care expendi-
tures. The detailed tables are de-
signed to show continuing trends in
health statistics. The major criterion
used in selecting the detailed tables
is the availability of comparable data
over a period of several years. Similar
tables appear in each volume of
Health, United States, to enhance the
use of this publication as a standard
reference source.

To most effectively use Health,
United States, the reader should be-
come familiar with the guide to tables
and the two appendixes. The guide
to tables provides an index to the data
presented in the tables. The guide
enables the reader to identify tables
which crossclassify specific variables.
Appendix 1 describes each data

source used in this report and pro-
vides references for further informa-
tion about the sources. Appendix II
defines the terms used in the report.
It also contains the standard popula-
tions used for age adjustment and
International Classification of Diseases
codes for cause of death and diagnos-
tic and procedure categories that ap-
pear in this report.
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Guide to Detailed Tables

: 1 Healthstatu 5

Population, resident . . . . . . . . .. 1 1 1
Fertility and natality
Birthrates . . .. .. ... ...... 2,4 24 3,4
Lifetime births expected . . . . . . . . 5 5
Live births . . . . . . . . .. ... .. 6,7 6,7 6,7
Low birth weight . . . . . . .. .. .. 6-8 8
Prenatal care . . . . ... .. ... .. 6,7
Abortion . . .. ... ... 9 9 9-11
Contraception . . . . ... ... ... 12 12
Mortality
Life expectancy . . . . . .. .. .. .. 13 13, 20 13 20
Infant . . . . ... ... ... ... .. 14 14, 15 15 19
Neonatal . . . ... ... ...... 14 14, 16 ' 16
Postneonatal . . . .. ... ... .. 14, 17 17
Fetal . . . .. ... ... ... ..... 14 14, 18 18
Perinatal . . . .. .. ... ...... 14 19
Allcauses . . . . . . . ... .. .... 21 21,22 21, 22 33
Heart disease . . . . . .. ... .. .. 23 22,23 22,23
Cerebrovascular disease . . . . . . . . 24 22,24 22,24
@anceer v i 25 22,25 22,25
Respiratory cancer . . . . . .. .. .. 26 22, 26 22, 26
Breast cancer . . . . . ... ... ... 27 22,27
Complications of pregnancy . . . . . . 28 28
Motor vehicle accident . . . . . . . .. 29 22,29 22,29
Homicide « . . - . 0. . .. .. .. 30 22, 30 22, 30
Suicide . ..o oL 31 22, 31 22, 31
Occupational disease . . . . . . . . .. 32
Other causes of death . . . . . . . .. 22 22
Determinants and
measures of health .
Health promotion goals . . . . . . .. 34 34
Childhood vaccination . . . . . . . .. 35 35
Diseases, notifiable . . . . . . . . . .. 36
Acquired immunodeficiency
syndrome (AIDS) . . . .. ... ... 37 37-39 37-39 40 38, 39
Cancer incidence . . . . . . . ... .. 41 41 41
Cancer survival . . . . . . .. ... .. 42 42
Limitation of activity . . . . . . . . .. 43 43 43 43 43 43
Disability days . . . . ... ... ... 44 44
Self-assessment of health . . . .. .. 45 45 45 45 45 45
Cigarette smoking . . . . . . ... .. 4648 46-48 46, 47
Alcohol consumption . . . ... ... 48 48, 49
Marijuana smoking . . . . . ... .. 48 48
Elevated blood pressure . . . . . . .. 50, 51 50, 51 50, 51
Elevated serum cholesterol . . . . . . 52 52 52
Overweight . . . . . . ... ... ... 53 53 53

Air pollutants . . . . . .. ...
Occupational health and safety . . . .

Ambulatory

All physician visits:

Source or place . . . ... ... ... 57 57 57 57 57 57

Interval since last visit . . . . . . . .. 58 58 58 58 58 58
Physician’s office visits:

Physician’s specialty . . . . . ... .. 59 59 59

Visit characteristics . . . . . ... .. 60 60 60 ’ 60
Dentist visits, interval since last visit . . 61 61 61 61 61 61
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Guide to Detailed Tables

- Ggogrﬂphlcareu —

~ Location —

L Health status and determinants Age Sex Race  income  residence  Region
Population, resident . . . . . . . . .. 1 1 1
Fertility and natality
Birthrates . . . . ... .. .. .... 2,4 2-4 3,4
Lifetime births expected . . . . . . .. 5 5
Live births . . . . . . . ... .. ... 6,7 6,7 6, 7
Low birth weight . . . . . . .. .. .. 6-8 8
Prenatal care . . . . . ... ... ... 6,7
Abortion . . ... ... ... .. 9 9 9-11
Contraception . . . . ... ... ... 12 12
Mortality
Life expectancy . . . . . . .. ... .. 13 13, 20 13 20
Infant . . . .. .. ... ... .. 14 14, 15 15 19
Neonatal . . . ... ... ...... 14 14, 16 16
Postneonatal . . . . . ... ... .. 14, 17 17
Fetal . . . ... ... .. ........ 14 14, 18 18
Perinatal . . . ... ... ... ... .. 14 19
Allcauses . . . . . . . . .. ... ... 21 21, 22 21, 22 33
Heart disease . . . . . ... ... ... 23 22,23 22,23
Cerebrovascular disease . . . . . . . . 24 22, 24 22,24
Cancer . . . . .. ... .. ... ... 25 22,25 22,25
Respiratory cancer . . . . . ... ... 26 22, 26 22, 26
Breastcancer . . . . . ... ... ... 27 22, 27
Complications of pregnancy . . . . . . 28 28
Motor vehicle accident . . . . . . . .. 29 22, 29 22,29
Homicide . . . .. .. ... ...... 30 22, 30 22, 30
Suiade .t e e L L 31 22,31 22,31
Occupational disease . . . . . . . . .. 32
Other causes of death . . . . . . . .. 22 22
Determinants and
measures of health ’
Health promotion goals . . . . . . .. 34 34
Childhood vaccination . . . . .. . .. 35 35
Diseases, notifiable . . . . . . . . . .. 36
Acquired immunodeficiency
syndrome (AIDS) . . . .. ... ... 37 37-39 37-39 40 38, 39
Cancer incidence . . . . . . . ... .. 41 41 41
Cancer survival . . . . .. .. ... .. 42 42
Limitation of activity . . . . . . . . .. 43 43 43 43 43 43
Disability days . . . . ... ... ... 44 44
Self-assessment of health . . . . . .. 45 45 45 45 45 45
Cigarette smoking . . . . . . ... .. 46-48 4648 46, 47
Alcohol consumption . . . . ... .. 48 48, 49
Marijuana smoking . . . . .. .. .. 48 48
Elevated blood pressure . . . . . . .. 50, 51 50, 51 50, 51
Elevated serum cholesterol . . . . . . 52 52 52
Overweight . . . . . . . ... ... .. 53 53 53
Air pollutants . . . . . ... ... .. 54
Occupational health and safety . . . . 59, 56
Location = Typeof .
. - . _ 0f  ownership Geograpmc
1. Utilization of health resources Age 5S¢  residence  organization  region
Ambulatory
All physician visits:
Source or place . . . ... ... ... 57 57 57 57 57 57
Interval since last visit . . . . . . . . . 58 58 58 58 58 58
Physician’s office visits:
Physician’s specialty . . . . . . . ... 59 59 59
Visit characteristics . . . . ... ... 60 60 60 60
Dentist visits, interval since last visit . . 61 61 61 61 61 61
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Location Type of ‘ -
- Family of ~ ownership/ Geographic Other
II. Utilization of health resources Age Sex Race income residence organization region variables
Inpatient care
Short-stay hospitals:
Average length of stay:
General . . ... .. ........ 62, 63 62, 63 62 62 62 68 62, 63
Diagnosis. . (. oo n 65 65
AdmISSIONS . o i e L 68
Outpatient visits . . . . . . .. . ... 68
Discharges, general . . . ... .. .. 62, 63 62, 63 62 62 62 62, 63
Biagnosis @ il 0 64, 65 64, 65
Surfery. = a0 s 66 66
Diagnostic and other nonsurgical
procedures: .. . L 0o 67 67
Days of care:
General . ... .. .. ... .. 62, 63 62, 63 62 62 62 62, 63
Diagnosis. = e 64 64
Nursing homes, residents . . . . . . . . 69, 70 69 69 70
Mental health facilities:
Patient care episodes . . . . ... .. 72
Admissionse e et s 73, 74 73 71, 73, 74 71, 74
Geographic area
; ; . Plge of . : Activity/ Minorities/ - ~ Division,
III. Health care resources ~employment Occupation specialty women Region State
Personnel
Active health personnel . . . .. .. .. 75 79 79
Physicians o0 o0 oo 0 o 77, 79 76, 78 79 76
Hospital employees . . . . . ... ... 80
Health professions education:
Graduatess o imiE e 81
Schools: ol i s e e s 81 -
Student enrollment . . . . . . .. .. 82 82, 83
Type of Geographic
‘ - - ’ . , ownership/ : Occupancy division,
1. Health care resources—Continued Specialty organization Beds Employees rates State
Facilities
Short-stay hospitals . . . . . ... ... 84 84 84
Long-stay hospitals . . . .. ... ... 85 85 85 85
Mental health facilities . . . . . . . . .. 86 86
Community hospitals . . . .. ... .. 87 88 87-89
Nursing homes = = . . . 0.« @ o 90 90
Geographic area
, Factors - '
, . _ Type of Source of funds  affecting Division, Other
IV. Health care expenditures Age  expenditure or payment growth Region State variables
National health expenditures . . . . . . 100, 101 98, 99 94
Health care coverage . . . . . ... ... 110, 111 110, 111 110, 111
Health maintenance organizations 112 112
Public programs (including Medicare
and Medicaid) . . . . ... ... .. .. 114 97, 113, 117 97 114 114, 116
Utilization and payments under
Medicare = L ns s 111 111 115 111, 113
Personal health care . . . . . .. . ... 102 96 95
Hospital care . ... 00 0o oo 103 106
Nursing home care . . . . . . .. .. 103 107
Physician services . . . . . . .. ... 103
Consumer Price Index . . . . . . . . .. 91-93
Hospital costs and expenses . . . . . . . 104 105 104, 105
Nursing home charges . . . . . . . . .. 108 109 108, 109 108, 109
Health research and development 118 119
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Highlights

Chartbook

B Life expectancy at birth has in-
creased substantially since 1900 for
all Americans, regardless of race or
sex. Increases in life expectancy be-
tween 1900 and 1985 range from 25
years for white males to 40 years for
black females (figure 1).

B The leading causes of death in
the United States have changed since
1900, shifting from infectious to non-
infectious diseases. The leading cause
of death in 1900 was tuberculosis,
whereas the leading cause in 1985
was heart disease. Cancer and cere-
brovascular disease, now the second
and third leading causes of death,
were ranked eighth and seventh in
1900 (figure 3).

B For men 45-54 years of age, the
lung cancer death rate more than
doubled between 1945 and 1975 but
declined by 10 percent between 1975
and 1985. For women 45-54 years of
age, the lung cancer death rate has
increased almost fivefold during the
40-year period 1945-85. Further, be-
tween 1975 and 1985, lung cancer
mortality increased by 28 percent for
middle-aged women while declining
for men (figure 8).

B Smoking and lung cancer mortal-
ity show strikingly similar patterns
across successive birth cohorts.
Among males, cigarette smoking and
lung cancer mortality increased for
successive birth cohorts from the
1890’s until the 1930’s birth cohort
when both smoking and lung cancer
mortality decreased. About 63 per-
cent of males born during the 1890’s
(who were still alive and surveyed
in 1965) have smoked compared with
78 percent of males born during the
1920’s and 73 percent of males born
during the 1930’s. Both cigarette
smoking and lung cancer mortality
have increased for successive cohorts
of women born from the 1890’s to
the 1930’s. The proportion of females
who have ever smoked increased
from 18 percent of those born during

the 1890’s to almost 54 percent for
those born during the 1930’s (figures
8and 9).

B During the period 1945-85, breast
cancer was the leading cause of
cancer deaths among women. During
the 1970’s and 1980’s, breast cancer
mortality increased for women 55
years of age and over (born before
the 1920’s) and decreased slightly for
women under 55 years of age (born
after 1920). However, the decrease
in mortality at 45-54 years of age for
women born during the 1920’s did
not continue when they were 10 years
older. Thus, it appears that breast
cancer mortality for these women was
postponed because of lengthened
survival following detection and
treatment or because of later onset
of the disease (figure 10).

B The suicide rate for males 15-24
years of age almost tripled between
1945 and 1985. In 1985, young males
were almost five times as likely as
young females to commit suicide (fig-
ure 11).

Health Status and
Determinants

B In 1985, the overall fertility rate
was 66.2 live births per 1,000 women
15-44 years of age. After a decline
of 44 percent between 1955 and 1975,
the overall fertility rate has remained
at about the same level. However,
the fertility rate among women 30-39
years of age has been increasing
steadily since the late 1970’s (tables
2 and 3).

B The proportion of live births to
unmarried mothers doubled between
1970 and 1985, from 11 to 22 percent.
Increases have occurred among all
race/ethnicity groups, but the propor-
tion of births to unmarried mothers
varies substantially by race and
ethnicity. In 1985, the proportion
ranged from 10 percent for births
among Asians and Pacific Islanders
to 60 percent for births of black
infants. Among Hispanic mothers,
the proportion unmarried varied
from 16 percent for Cuban births to
51 percent for Puerto Rican births
(tables 6 and 7).

B Between 1980 and 1985, the per-
cent of mothers who received pre-
natal care during the first trimester
of pregnancy did not change. In 1985,
the use of early prenatal care re-
mained substantially greater for
white (79 percent) and Asian and
Pacific Islander births (75 percent)
than for black (62 percent) or Ameri-
can Indian births (60 percent) (table
7). Among Hispanic mothers, use of
prenatal care during the first trimes-
ter was highest for Cuban mothers
(83 percent) and about the same for
Puerto Rican and Mexican mothers
(58-60 percent) (table 6).

B Between 1980 and 1985, the pro-
portion of live births weighing less
than 2,500 grams has remained about
the same for both white and black
infants. However, the proportion of
live births of infants weighing less
than 1,500 grams has increased over
this period, by 9 percent for black
births and 4 percent for white births.
In 1985, black babies were more than
twice as likely as white babies to have
low birth weights (table 7).

B Between 1984 and 1985, overall
life expectancy at birth remained at
74.7 years but declined slightly for
black males and black females. Provi-
sional data for 1986 show that overall
life expectancy increased to 74.9 years
with white females continuing to
have the longest life expectancy (78.9
years) followed by black females (73.6
years), white males (72.0 years), and
black males (65.5 years) (table 13).

B The infant mortality rate de-
clined by 2 percent between 1984 and
1985, reaching 10.6 deaths per 1,000
live births. Although the mortality
rates for both black and white infants
have improved each year, the 1985
decline was the smallest since 1965.
Furthermore, the black infant mortal-
ity rate (18.2) remains almost twice
as high as the rate for white infants
(9.3) (table 14).

® Japan, Sweden, Finland, and
about a dozen other countries had
lower infant mortality rates and
perinatal mortality ratios than the
United States in 1984; the rankings
were similar in 1979 (table 19).



B Between 1970 and 1985, the age-
adjusted death rate for heart disease,
the leading cause of death, declined
by 29 percent. The decreases were
greater among white males (30
percent), white females (27 percent),
and black females (26 percent) than
among black males (20 percent)
(table 23).

The age-adjusted death rate for
stroke, the third leading cause of
death in the United States, declined
by 51 percent between 1970 and 1985.
Declines have occurred at about the
same rate for both sexes and both
major race groups. However, in 1985
the age-adjusted death rate for stroke
was 85 percent higher for black males
than white males and 80 percent
higher for black females than white
females (table 24).

In contrast to the declines in heart
disease and stroke mortality, the age-
adjusted death rate for cancer
increased slightly between 1970
and 1985. In addition, lung cancer
mortality among women increased
substantially. In 1985, lung cancer
deaths among women nearly equal-
led breast cancer deaths (the leading
cause of cancer deaths among
women) (table 22).

5 Four of the causes of death as-
sociated with occupational exposures
are coalworkers’ pneumoconiosis,
mesothelioma, silicosis, and asbes-
tosis. In 1985, among men 25 years
of age and over, 958 deaths were
reported from coalworkers’ pneumo-
coniosis, 571 deaths from meso-
thelioma, 143 deaths from silicosis,
and 139 deaths from asbestosis
(table 32).

Of the 49,745 AIDS (acquired im-
munodeficiency syndrome) cases re-
ported in the United States as of De-
cember 31, 1987, 91 percent are adult
or adolescent males, 7 percent are
adult or adolescent females, and 1
percent are children under 13 years
of age. These proportions have re-
mained stable over the period 1982-
87. Among males, the largest propor-
tion of cases involve non-Hispanic
white males (64 percent). In contrast,
AIDS cases among females and chil-
dren are predominately among black

2 Highlights

persons (53 percent and 56 percent,
respectively) (table 37).

2  Among adult and adolescent
males, homosexual and bisexual
cases comprise the largest AIDS
transmission category, accounting for
70 percent of cases reported as of De-
cember 31, 1987. Intravenous drug
users account for 14 percent of male
cases, and men who are both
homosexual and intravenous drug
users account for an additional 8 per-
cent of cases. Among females, the
largest AIDS transmission categories
involve intravenous drug use (51 per-
cent) and heterosexual contact (29
percent) (table 38).

B About half of the AIDS cases re-
ported in the United States as of De-
cember 31, 1987, were residents of
New York (26 percent) or California
(22 percent). Other States with large
numbers of AIDS cases are Florida
(7 percent), Texas (7 percent), New
Jersey (7 percent), and Illinois (3 per-
cent) (table 40).

Utilization of Health
Resources

B  Between 1983 and 1986, the aver-
age number of ambulatory physician
visits for persons 65 years of age and
over increased 20 percent from 7.6
to 9.1 visits per person per year. Dur-
ing this period the average number
of visits increased 14 percent among
persons 45-64 years of age while re-
maining fairly stable for younger per-
sons (table 57).

B Implementation of the diagnosis-
related groups (DRG’s) prospective
payment system for Medicare inpa-
tients occurred between October 1983
and September 1984. Non-Federal
short-stay hospital use as measured
by days of care per 1,000 population
has declined more rapidly since the
implementation of DRG’s. Between
1980 and 1983, age-adjusted days of
care per 1,000 population decreased
by only 6 percent compared with a
22-percent decline between 1983 and
1986. This decline is a consequence
of greater declines in both the dis-
charge rate and the average length
of stay during 1983-86 than during
1980-83 (table 63).

B Between 1980 and 1986, the age-
adjusted average length of stay in
non-Federal short-stay hospitals de-
clined from 7.1 to 6.3 days. Over this
period declines in average length of
hospital stay have been greater for
older than younger persons. Average
length of stay has remained stable
for children under 15 years of age
while declining by 2.2 days for per-
sons 65 years and over (table 63).

B Between 1980 and 1986, inpatient
cardiac  catheterization = doubled
among men and women 45-64 years
of age, more than doubled among
men 65 years and over, and tripled
among women 65 years and over. In
1986 cardiac catheterization was the
most frequently performed operation
among men 45-64 years of age and
second in frequency after prostatec-
tomy among men 65 years and over
(table 66).

B The proportion of births deliv-
ered by Cesarean section has con-
tinued to increase. In 1986, 24.1 per-
cent of all deliveries were Cesarean
compared to 16.5 percent in 1980
(table 66).

B Use of inpatient noninvasive
diagnostic procedures increased be-
tween 1980 and 1986 for persons of
all ages, and increases have been
greatest among the elderly. Over this
period use of computerized axial to-
mography (CAT scans) and ul-
trasound has increased more than
fivefold among men and women 65
years and over (table 67).

B In 1985, there were 1.3 million
nursing home residents 65 years of
age and over, up from 1.1 million
nursing home residents in 1977 and
962 thousand in 1973-74. The in-
creases in numbers of nursing home
residents primarily result from the
rising elderly population (table 69).
For persons 65-84 years of age
the number of nursing home resi-
dents per 1,000 population increased
between 1973-74 and 1977 followed
by a decline of about the same
amount between 1977 and 1985. Be-
tween 1973-74 and 1985, the number
of nursing home residents per 1,000
population declined by 14 percent for
persons 85 years of age and over
whereas for black persons in this age



group the proportion in nursing
homes increased by 34 percent. The
proportion of black persons 75-84
years in nursing homes increased by
70 percent over the period 1973-74
to 1985 (table 69).

B In 1985 the percent in-
stitutionalized in nursing homes was
only 1 percent for persons 65-74 years
old compared to 22 percent for those
85 years and over. In both 1977 and
1985, the percent of persons 85 years
and over in nursing homes was great-
er for women than men (25 versus
15 percent in 1985) and for white than
black persons (23 versus 14 percent
in 1985) (table 69).

®  Between 1977 and 1985, the pro-
portion of nursing home residents
able to independently perform ac-
tivities of daily living declined. For
example, the proportion able to dress
independently declined from 31 to 25
percent; independent use of the
toilet room declined from 48 to 39
percent; and independent eating de-
creased from 67 to 61 percent. In con-
trast, the proportion without vision
or hearing impairments increased
(table 70).

Health Care Resources

® In both 1975 and 1985, the
number of non-Federal physicians
per 10,000 population was highest in
the New England and Middle Atlan-
tic divisions (26.7 and 26.1 per 10,000,
respectively, in 1985). The East South
Central division had the lowest sup-
ply of physicians in both years (15
per 10,000 in 1985) (table 76).

E Between 1980 and 1985, the
number of active non-Federal physi-
cians per 10,000 population in the
United States increased from 18.2 to
20.7. Of the 490,000 active non-
Federal physicians in 1985, 96 percent
were doctors of medicine and 4 per-
cent were doctors of osteopathy
(table 79).

® In 1985, regional differences per-
sisted in the supply of active health
personnel per 100,000 population.
The Northeast had the largest supply
of doctors of medicine, dentists,
registered nurses, and podiatrists.

The Midwest led in doctors of osteo-
pathy, pharmacists, and veterinar-
ians (table 79).

B Between 1983 and 1985, the
number of full-time equivalent nurs-
ing personnel in community hospi-
tals declined from 1.2 million to 1.1
million. The number of licensed prac-
tical nurses fell an average of 10 per-
cent per year and ancillary nursing
personnel declined 11 percent per
year. The number of registered
nurses increased less than 1 percent
per year during this period (table 80).
B Total enrollment in all types of
health professions schools increased
more for other minorities than for
black students between 1971-72 and
1985-86. Asian students accounted
for the largest minority component
of total medical student enrollment
in 1985-86 (tables 82 and 83).

® The proportion of women en-
rolled in schools for health profes-
sions traditionally dominated by men
increased sharply between 1971-72
and 1985-86. Women constituted
one-third of total enrollment in
schools of medicine and optometry,
one-fourth in dentistry and podiatry,
and over one-half in pharmacy and
veterinary medicine in 1985-86
(table 82).

® Between 1980 and 1985, the total
number of short-stay hospital beds
remained stable at about 1.1 million,
but the occupancy rate fell from 76
to 66 percent. The decline in occu-
pancy varied by type of hospital own-
ership from 4 percent for Federal hos-
pitals to 20 percent for non-Federal
proprietary hospitals. During the
same time period, the number of
long-term psychiatric beds declined
by 25 percent to 163,000 beds, but
occupancy remained stable at more
than 85 percent (tables 84 and 85).

E Between 1980 and 1985, occu-
pancy rates in community hospitals
decreased an average of 2.8 percent
per year. The declines were largest
in the West South Central States (4
percent per year) and smallest in the
Middle Atlantic States (1.5 percent
per year) (table 88).

E In 1986, there were 16,033 nurs-
ing homes with 25 beds or more for
a total of 1.6 million nursing home
beds, an increase of 25 percent over
the number of nursing home beds
in 1976. Growth in the number of
nursing home beds parallels the
growth in the elderly population. The
number of nursing home beds per
1,000 population 65 years and over
remained stable between 1976 and
1986 (table 90).

® In 1986, the number of nursing
home beds per 1,000 population
65 years and over varied by geo-
graphic division with the fewest in
the South Atlantic and Mountain di-
visions (40.4 and 43.1 per 1,000 popu-
lation) and the largest number of
nursing home beds in the West North
Central division (79.3 per 1,000 popu-
lation) (table 90).

Health Care Expenditures

® In 1986, national health care ex-
penditures in the United States to-
taled $458 billion, an average of
$1,837 per person, and comprised
10.9 percent of the gross national
product, up from 10.6 percent the
previous year, 8.5 percent in 1976,
and 6.0 percent in 1966 (table 94).

® In 1986, national health care ex-
penditures increased by 8.4 percent,
up slightly from the 1985 increase of
8.1 percent but lower than previous
increases since the mid-1960’s. In-
creases in hospital care expenditures
were among the largest in previous
years but among the smallest in-
creases in 1985 and 1986, 7.0 and 7.4
percent, respectively. Expenditures
on physician services increased by
11.1 percentin 1986 (table 101).

®  Hospital care expenditures con-
tinue to claim the largest share of
health care dollars, accounting for 39
percent of health care expenditures
in 1986. Physician services have ac-
counted for about one-fifth of ex-
penditures since 1950. Nursing home
care has increased its share of the
total from 1.5 percent in 1950 to just
over 8 percent since 1980 (table 100).

B The increase in personal health
care expenditures for 1986 was 8.8
percent, slightly higher than the
8.6-percent increase for each of the
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previous two years but considerably
less than the 1965-83 increases. In
1986, rising prices accounted for 54
percent of the growth in personal
health care expenditures whereas in-
tensity, which represents changes in
use and/or kinds of services and
supplies, accounted for 35 percent of
the growth in expenditures (table 96).
B Therate of increase in the medical
care component of the Consumer
Price Index (CPI) peaked in 1982 at
11.6 percent then declined to 6.2 per-
cent in 1984 and 1985 reflecting the
downward trend in overall inflation.
In 1986, however, despite an overall
inflation rate of 1.9 percent, medical
care prices increased at a rate of 7.5
percent. The CPI for dental services
and hospital services increased at a
lower rate in 1986 than in earlier
years, whereas the CPI for physician
services grew at a higher rate in 1986
than in the previous year (tables 91
and 93).

B Hospital expenses per inpatient
day continued to rise at double-digit
rates (11.4 percent in 1983-84 and
12.2 percent in 1984-85) (table 104).

# Nursing home average monthly
charges were $1,456 per resident in
1985. Charges for residents covered
by Medicaid averaged $1,503.
Charges ranged from $875 for facili-
ties that were not certified by Medi-
care or Medicaid to $1,905 per month
for certified skilled nursing facilities.
Average monthly charges were high-
est in the Northeast ($1,781) and low-
est in the South ($1,256) (tables 108
and 109).

®  The proportion of national health
expenditures paid from public funds
has remained at just over 40 percent
since 1974. In 1986, public expendi-
tures for health totaled $189.7 billion
(table 98).

B Since the advent of the Medicare
and Medicaid programs in the mid-
1960’s, the Federal Government’s
share of personal health care expendi-
tures has increased from 10 percent
in 1965 to 27 percent in 1975. Its share
has increased more slowly since 1975
to 30 percent in 1986 (table 102).

B In 1986, government financing
accounted for 53 percent of hospital
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care expenditures, 48 percent of nurs-
ing home care expenditures, and 29
percent of physician services. Medi-
care contributed 29 percent of hospi-
tal care funds in 1986 compared with
9 percent from Medicaid. Govern-
ment sources paid for slightly less
than half of all nursing home care,
2 percent by Medicare and 41 percent
by Medicaid (table 103).

In 1986, hospital care accounted
for 68 percent of Medicare expendi-
tures, and physician services ac-
counted for 25 percent. Hospital care
and nursing home care each ac-
counted for 36 percent of Medicaid
expenditures. Physician services ac-
counted for only 9 percent of
Medicaid expenditures (table 113).

B Over the period 1976-85, the
major growth in public health ex-
penditures by State and territorial
health agencies has been in the Sup-
plemental Food Program for Women,
Infants and Children (WIC) funded
by the Department of Agriculture.
The WIC program accounted for 5
percent of expenditures in 1976 and
increased to 18 percent in 1981 and
21 percent in 1985. Noninstitutional
personal health programs other than
WIC accounted for 37 percent of
public health expenditures in 1985
(table 97).

B In 1986, children and adults in
families receiving Aid to Families
with Dependent Children comprised
70 percent of Medicaid recipients but
accounted for only 24 percent of ex-
penditures. The aged, the blind and
disabled accounted for 28 percent of
recipients and 73 percent of expendi-
tures (table 116).

B In 1984, 27.6 million people 65
years of age and over were enrolled
in Medicare, and 686 persons per
1,000 enrollees were served. The
number of persons served per 1,000
enrollees was higher for white per-
sons than for other races (692 versus
636 per 1,000 enrollees) and higher
for females than males (709 versus
651 per 1,000 enrollees) (table 114).

B In 1983, Medicare funds reim-
bursed an average of $2,611 per per-
son served. Reimbursements per per-
son served were lower for white per-
sons than for persons of other races

and were lower for females than for
males (table 114).

B The proportion of the elderly
population with both Medicare and
supplemental private health insur-
ance rose from 64 to 72 percent be-
tween 1980 and 1986; the proportion
with only Medicare declined from 23
to 18 percent; and the proportion
with both Medicare and Medicaid fell
from 8 to 6 percent. Persons 65-74
years of age were more likely to have
both Medicare and private health in-
surance than those 85 and older (74
versus 59 percent in 1986). Black per-
sons were much less likely than white
persons to have private health insur-
ance supplementing their Medicare
coverage (34 versus 75 percent in
1986). Compared with those of higher
income, persons with family income
under $10,000 were less likely to have
supplemental private health insur-
ance (table 111).

B In 1986, an estimated 32,446,000
persons under 65 years of age had
no health insurance. The age-
adjusted proportion with no health
insurance rose from 12.5 percent in
1980 to 15.3 percent in 1986. The pro-
portion with private health insurance
declined during this period from 78.8
to 75.9 percent. In 1986, the percent
with no health insurance was just
under 11 percent in the Northeast
and Midwest regions compared with
19 percent in the South and West re-
gions (table 110).

B Between 1976 and 1986, the
number of health maintenance or-
ganizations (HMO) increased from
174 to 623 and enrollment rose from
6 million to 26 million. HMO enroll-
ment grew at an average annual rate
of 10 percent from 1976 to 1982 com-
pared with 24 percent from 1982 to
1986. In 1986 enrollment per 1,000
population continues to be highest
in the West, 190 per 1,000 population,
and lowest in the South, 54 per 1,000
population. Individual practice as-
sociations account for an increasingly
large proportion of HMO enrollees,
39 percent in 1986 compared with 7
percentin 1976 (table 112).






Do Americans today enjoy bet-
ter health than their parents or
grandparents did? Which areas of
health have improved and which
have seen setbacks? The 16 figures
in this chartbook address these
questions by portraying changes in
selected measures of health status
across successive birth cohorts. A
birth cohort is a group of individu-
als born during a specified time
period. For example, all persons
born during 1901-10 comprise the
1901-10 birth cohort. Comparison
of the health experience of differ-
ent birth cohorts permits assess-
ment of changes in the health of
groups of people across time.

Historical data are needed to
study trends in health status for
successive birth cohorts. Thus, the
charts included here are limited to
those health topics and population
subgroups for which comparable
data are available over a long time
period. Many of the charts show
data from death certificates (fig-
ures 1-8 and 10-12) or birth certifi-
cates (figures 13-15) for which na-
tional historical data are readily
available. Even from these
sources, however, data do not al-
ways exist for all population sub-
groups of interest. For example,
national data on birth rates for His-
panic women have been collected
only since 1979, and so birth rates
are shown by race but not ethnicity
in figures 13-15. In addition, cer-
tain national mortality and natality
data cannot readily be obtained for
the black population, especially
before the 1970’s. Therefore, cer-
tain data are shown for all races
other than white. Prior to 1970
more than 90 percent of this group
was black.

To clarify the concept of a birth
cohort, it is helpful to note the cor-
respondence between birth cohort,
age, and calendar year; namely, a
specified birth cohort reaches a

pecified age in a particular calen-
dar year. For example, the 1891-
900 birth cohort reached the age
f 45-54 in the calendar year 1945,
whereas the 1901-10 birth cohort
eached this age in 1955. There-
ore, the death rate for the popula-
ion 45-54 years old in 1945 is used
s the death rate for the 1891-1900
irth cohort at 45-54 years of age.
imilarly, the death rate for this
ge group in 1955 is used as the
death rate for the 1901-10 birth
ohort at 45-54 years of age. Addi-
ional details about the data are
ncluded in the technical notes at
he end of the chartbook.
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B Life expectancy at birth has in-
creased substantially since 1900 for
all Americans, regardless of race
or sex. As a result, the majority
of Americans born today can ex-
pect to live past age 70.

B Increases in life expectancy at
birth during the first half of this
century occurred mainly because
of reductions in infant and child-
hood mortality. These reductions
meant that more Americans sur-
vived to middle age. By contrast,
increases in longevity in recent
years have largely resulted from
decreasing mortality from chronic
diseases among the middle-aged
(45-64 years of age) and elderly
populations (65-84 years of age).

8 Throughout the  85-year
period, white females have had the
highest and (with one exception)
black males the lowest life expect-
ancy of the four race-sex groups.
Around 1970, black females sur-
passed white males in life
expectancy.

B Black females experienced the
largest increase in life expectancy
since 1900, some 40 years gained.
A black female born in 1900 could
expect to live only 33.5 years, in-
creasing to 62.7 years in 1950 and
to 73.5 years in 1985.

B Black males experienced the
second largest increase in life ex-
pectancy since 1900, some 33
years. A black male born in 1900
had a life expectancy of 32.5 years
compared with a life expectancy
of 58.9 years in 1950. Between 1950
and 1970 life expectancy did not
increase much for black males, but
between 1970 and 1985 the in-
crease was more than 5 years (60.0
t0 65.3).

1 Life expectancy at birth, according to race and sex: United

States, selected years 1900-85
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SOURCE: National Center for Health Statistics, Division of Vital Statistics,

National Vital Statistics System.

®  For white females, life expect-
ancy at birth has increased by 30
years since 1900, from 48.7 in 1900
t072.2in 1950 and 78.7 in 1985.

B White males have experienced
the smallest total gain (25 years)
in life expectancy since 1900. A
white male born in 1985 can expect
to live 71.9 years, whereas a white
male born in 1900 could expect to
live only 46.6 years. Similar to
black males, life expectancy fo

white males did not improve much

between 1950 and 1970.

B Between 1900 and 1985, racial
differences in life expectancy have
narrowed. In 1985, white females
could expect to live 5.2 years
longer than black females com-
pared with a difference of 15.2
years in 1900. Among males the
black-white gap in life expectancy
was 6.1 years in 1985 compared
with 14.1 years in 1900

B Differences ‘in life expectancy
at birth between males and females
widened considerably over the
period 1900-75 and then narrowed
somewhat during the past decade.
Among white persons, females
could expect to live 2.1 years
onger than males in 1900 com-
pared with differences of 7.8 years
n 1975 and 6.8 years in 1985. Black
emales could expect to live only
1 year longer than black males in
1900 in contrast to 8.9 years longer
n 1975 and 8.2 years longer in




8 The probability of surviving to
age 65 has increased substantially
since 1900 for all four race-sex
groups.

B Since 1900, black females have
experienced more than a threefold
increase in the probability of sur-
viving to age 65. A black woman
born in 1900 had only a 22-percent
chance of surviving to age 65; a
black woman born in 1985 has a
75-percent chance.

B Since 1900, black males have
experienced a threefold increase in
the chance of surviving to age 65.
A black man born in 1900 had only
a 19-percent chance of surviving
to age 65, whereas a black man
born in 1985 has a 58-percent
chance. Despite the appreciable in-

creases since 1900, a black man

born in 1985 still has a much smal-
ler chance of living to age 65 than
do individuals in the 1985 birth
cohorts of the other three race-sex
groups.

8 Throughout this century,

white females have had the best

chance of any of the four race-sex
groups of surviving to age 65.
Among white females in the 1985
birth cohort, 86 percent can expect
to reach age 65, almost double the
survival chance of the 1900 birth
cohort, which was 44 percent.

B Over the past 85 years, white
males  experienced almost a
twofold increase in the chance of
surviving to age 65; white men
born in 1900 had a 39-percent
chance of surviving; those born in
1985 have a 75-percent chance.

2 Probability of surviving to 65 years of age, according to
race and sex: United States, selected years 1900-85
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® The 10 leading causes of death
in the United States have changed
markedly since 1900 as a result of
advances in public health and
medical science and of the resul-
tant aging population. The most
striking change in the list of causes
is the shift from infectious to non-
infectious diseases. In 1900, 5 of
the 10 leading causes were infec-
tious diseases and 4 were nonin-
fectious diseases. In 1950, 2 of the
10 causes were infectious diseases
and 6 were noninfectious diseases;
in 1985, only 1 of the 10 was an
infectious disease and 7 were non-
infectious diseases.

B [n 1900, tuberculosis was the
leading cause of death, accounting
for 11 percent of total deaths. This
disease dropped to sixth place in
1950, accounting for only 2 percent
of total deaths. In 1985, tuber-
culosis caused only 1,700 of the
2 million deaths in the United
States.

B Pneumonia was the second
leading cause of death in 1900, ac-
counting for 10 percent of total
deaths. Pneumonia and influenza
was the fifth leading cause in 1950
and the sixth leading cause in 1985.
This infectious disease is the only
one still on the top 10 list for 1985.
The percent of deaths in 1985 at-
tributed to pneumonia and in-
fluenza is one-third of that in 1900.
B Diseases of the heart, cancer,
and cerebrovascular disease were
ranked fourth, eighth, and
seventh leading causes of death in
1900. In 1950 and in 1985, they had
moved up to first, second, and
third places, respectively.

3 The 10 leading causes of death as a percent of all deaths:
United States, 1900, 1950, 1985
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3 The 10 leading causes of death as a percent of all deaths:
United States, 1900, 1950, 1985—Continued
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B Another change in the mortal-
ity pattern since 1900 has been the
increase in the proportion of total
mortality accounted for by the two
leading causes of death. In 1900,
tuberculosis and pneumonia ac-
counted for just over one-fifth of
total deaths. In 1950, heart disease
and cancer accounted for over one-
half of total deaths, and in 1985,
they accounted for almost 60 per-
cent of total deaths.

® Injury is the leading cause of
premature death in the United
States. In 1984, injuries resulted in
3.6 million potential years of life
lost before age 65, more than the
3.4 million for cancer and heart dis-
ease combined. Each year, more
than 140,000 Americans die from
injuries (accidents and adverse ef-
fects, suicide, and homicide); ap-
proximately 10,000 of these
fatalities occur on the job, and
50,000 deaths are intentional in-
juries (suicide and homicide).
(Centers for Disease Control. 1986.
MMWR, Vol. 35 Supplement
No. 2S).
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B During the period 1945-85,
heart disease was the leading
cause of death for all four race-sex
groups. In the 1950’s, heart disease
mortality began declining for
females, and 10 years later it began
declining for males. The declines
have been substantial and are an
important factor contributing to in-
creases in life expectancy. The
reasons for the declines include
better control of hypertension, re-
duced prevalence of smoking,
changes in personal health habits
such as diet and exercise, im-
proved treatment of heart disease,
and increased access to coronary
care units.

B The heart disease death rate
for middle-aged men (45-54 years
of age) increased for successive
birth cohorts from 1891-1900 to
1901-10. Middle-aged men in the
next three birth cohorts (1911-20
to 1931-40) experienced precipi-
tous declines in heart disease mor-
tality. Thus, for middle-aged white
males, the heart disease death rate
was 44 percent lower for the 1931—
40 birth cohort than for the 1901-10
birth cohort. For middle-aged
black males, the heart disease
death rate for the 193140 cohort
was 29 percent lower than for the
1901-10 cohort.

B The heart disease death rate
for middle-aged women (45-54
years of age) declined for each suc-
cessive birth cohort from 1901-10
to 193140. For both black and
white middle-aged women, the
heart disease death rate for the
193140 birth cohort was less than
half that of the 1891-1900 birth
cohort.

Deaths per 100,000 population

4 Death rates for heart disease among men 45-54 years of
age, according to race: United States, selected birth cohorts
1891-1940
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Heart disease mortality varies

- considerably by race and sex and
 is higher for blacks and for males.
 The heart disease death rate for
- middle-aged black males born dur-
ing 1931-40 was 70 percent higher
than the death rate for middle-

aged white males born during this
period. The death rate for middle-
ged black females born during
931-40 was almost three times the
ate for white females. The sex dif-
erential in heart disease mortality
s even larger. The heart disease
death rate for middle-aged white
males born during 1931-40 was al-
most four times higher than that
for white females; the death rate

- for middle-aged black males born

during 193140 was more than
wice that for black females.




5 Death rates for heart disease among women 45-54 years of
age, according to race: United States, selected birth cohorts
1891-1940
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B Stroke mortality declined
dramatically between 1945 and
1985 for all four race-sex groups.
Although stroke was the third
leading cause of death in the

United States in 1985, stroke
deaths accounted for less than 8
percent of all deaths. The number
of stroke deaths was one-fifth the
number of heart disease deaths

and one-third the number o
cancer deaths.

B The stroke death rate for mid-
dle-aged white males (45-54 years
of age) born during 193140 was
about one-third what it was for
middle-aged white males born
during 1891-1900, 18 versus 59
deaths per 100,000. White females
experienced a slightly larger de-
cline. The stroke death rate for

middle-aged white females born
during 1931-40 was about one-
fourth that of the 1891-1900 birth
cohort, 15 versus 63 deaths per
100,000. White females from the
1891-1900 birth cohort died from
stroke more often than white

males, whereas for the subsequent
birth cohorts, the reverse was true.
B Stroke mortality for middle-
aged black males (45-54 years of

age) from the 1931-40 birth cohort

was about one-third that of the
1891-1900 birth cohort, 71 versus
202 deaths per 100,000. Middle-
aged black females experienced a
larger reduction in stroke mortality
during this period; the stroke
death rate for the 193140 black
female birth cohort was one-fifth
that of the 1891-1900 birth cohort.
Note that black females from the
1891-1900 and 1901-10 birth
cohorts experienced higher stroke
mortality than their male counter-
parts; whereas for the subsequent
cohorts, males experienced higher
mortality than females.

6 Death rates for stroke among men 45-54 years of age,
according to race: United States, selected birth cohorts

1891-1940
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National Vital Statistics System.

B Although stroke mortality has
declined substantially since 1945
for black people, in 1985, black
people are still three times as likely
as white people to die from stroke
at 45-54 years of age. This large
racial difference is related to the
higher blood pressure levels found
among the black population

B The causes of the large de-
clines in stroke mortality observed
during this period are not well un-
derstood. However, because
hypertension is the leading risk
factor for stroke, one factor that
may have contributed to the de-
clining stroke death rate is earlier
detection and better control of
hypertension through antihyper-
tensive drugs. Other possible fac-
tors include changes in personal
health habits such as diet and exer-
cise to prevent or control hyperten
sion; declines in smoking; treat
ment of stroke warning symptoms
(transient ischemic attack) with as
pirin and other antiplatelet drugs;
and improved diagnosis, treat-
ment, and rehabilitation of stroke
victims.




7 Death rates for stroke among women 45-54 years of age,
according to race: United States, selected birth cohorts
1891-1940
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8 The age-adjusted death rate
for lung cancer increased between
1945 and 1985 for both males and
females. For males under age 55,
however, lung cancer mortality
began to decline in the early 1980’s.
Nevertheless, lung cancer remains
the leading cause of cancer deaths
among males of all ages. Among
females, in 1945 the age-adjusted
death rate for lung cancer was less
than one-fifth that for breast
cancer, whereas in 1985 the age-
adjusted death rates for these two
causes were almost the same.

B  For males 45-54 years of age,
the lung cancer death rate more
than doubled between 1945 and
1975, increasing from 28 deaths per
100,000 for the 1891-1900 birth
cohort to 79 deaths per 100,000 for
the 1921-30 birth cohort. This up-
ward trend reversed in the most
recent cohort, so that the lung
cancer death rate for the 1931-40
birth cohort was 10 percent lower
than that for the 1921-30 birth
cohort.

B For females 45-54 years of age,
the lung cancer death rate in-
creased fivefold during the 40-year
period 1945-85. The death rate has
increased from 7 per 100,000 for
the 1891-1900 birth cohort to 36
per 100,000 for the 193140 birth
cohort. Whereas the 1931-40 male
birth cohort experienced a de-
crease at 45-54 years in the lung
cancer death rate compared with
those born 10 years earlier, the
193140 female birth cohort experi-
enced a 28-percent increase.

8 Death rates for lung cancer among persons 45-54 years of
age, according to sex: United States, selected birth cohorts

1891-1940
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B Although lung cancer mortal-
ity has been much lower among
females than among males, the dif-
ferential has been changing. For
the 1891-1900 birth cohort, the
lung cancer death rate at 45-54
years of age was four times greater
for males than for females com-
pared with a twofold difference for
the 193140 cohort.

B (Cigarette smoking is the most
important cause of lung cancer.
When compared across successive
birth cohorts, smoking and lung
cancer mortality show strikingly
similar patterns. For males,
cigarette smoking and lung cancer
mortality increase for each succes-
sive birth cohort until the 1931-40
cohort when they both decrease.
About 63 percent of males born
during the 1890’s smoked com-
pared with 78 percent of males
born during the 1920’s and 73 per-

.

cent of males born during the
1930’s. For females, cigarette
smoking and lung cancer mortality
increased for each of the five suc-
cessive birth cohorts. The percent
of females who have ever smoked
increased from 18 percent for the
1891-1900 birth cohort to almost
54 percent for the 1931-40 birth
cohort. This level is still consider-
ably lower than the percent of
males who have ever smoked. It
has been estimated that smoking
is responsible for at least 80 percent
of lung cancer deaths in men and
at least 75 percent in women. For
1984, these percents represent
92,000 smoking-attributable lung
cancer deaths in the United States.
(Centers for Disease Control. 1987.
MMWR, Vol. 36 No. 42, 693-697.)




9 Percent of persons who have ever smoked cigarettes,
according to sex: United States, selected birth cohorts
1891-1940
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B During the period 1945-85,
breast cancer mortality was the
leading cause of cancer deaths
among women. During the 1970’s
and 1980’s, breast cancer mortality
increased for women 55 years of
age and over, and decreased
slightly for women under 55 years.
In the United States, risk factors
for breast cancer include age, fam-
ily history, and reproductive his-
tory. The risk of breast cancer is
greater among older women,
women whose close relatives have
had breast cancer, and women
who have their first child late in
life or who have no children. There
is some speculation that the de-
crease observed during the 1970’s
and 1980’s for women under age
55 occurred because of the com-
bined effects of earlier detection of
breast cancer and of increased fer-
tility of these women when they
were in their twenties.

# The 1891-1900 birth cohort ex-
perienced 46 deaths per 100,000
from breast cancer at 45-54 years
of age. The next two birth cohorts
experienced small increases in
mortality. The two cohorts follow
ing these, the 1921-30 and 193140
birth cohorts, experienced smal
decreases in mortality so that the
death rate for the 193140 cohor
was similar to that of the 1891-1900
cohort

10  Death rates for breast cancer among women, according
to age: United States, selected birth cohorts 1891-1940
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B Because breast cancer in

creases with age, the breast cance

death rates for women in the 1891—
1900 to 1921-30 birth cohorts were
higher when they were 55-64 year

old than when they were 45-54
years old. For example, the death
rate for the 1891-1900 birth cohor

was 71 deaths per 100,000 when
the women were 55-64 years old
compared to 46 deaths per 100,000
at 45-54 years.

® The decrease in mortality ob-
served for the 1921-30 birth cohort
at 45-54 years of age did not con-
tinue when they were 10 years
older. In fact, the breast cancer
death rate for women in the 1921—
30 cohort at 55-64 years was higher
than that of the 1911-20 cohort (84
versus 78 deaths per 100,000).
Thus, it appears that breast cancer
mortality for women born during
the 1920’s was postponed either

lowing detection and treatment or
because of later onset of the
disease.




11 Death rates for suicide among persons 15-24 years of age,
according to sex: United States, selected birth cohorts 1921-70
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B The suicide rate for males 15—
24 years of age almost tripled be-
tween 1945 and 1985. The rate in-
creaced from 7.4 deallis per
100,000 for the 1921-30 birth cohort
to 21.4 for the 1961-70 cohort. The
largest increase occurred for the
1951-60 birth cohort; their suicide
rate was twice that of the 1941-50
cohort.

B Because about 90 percent of
young male suicide victims are
white, increases in the rates for
white males have caused most of
the upward trend in suicide rates
for young males. The suicide death
rate for young black males, about
half that for white males, has been
increasing more slowly. Further,
black males born during the 1950’s
and 1960’s did not experience large Birth cohort
increases in suicide rates as did the
white male cohorts.

B Females 15-24 years of age
commit suicide considerably less
than do males. For the 1961-70
birth cohort, almost five times as
many males committed suicide as
did females. The suicide rate for
females has increased, but more
slowly than for males. For the
1921-30 female birth cohort, the
suicide death rate was 2.9 com-
pared with 4.4 for the 1961-70 birth
cohort. The suicide death rate for
black females 15-24 years of age
has generally been lower than that
for white females. Recently, the
differential has increased, so that
the suicide death rate for young
black females born during the
1960’s was half that of white

Deaths per 100,000 population

1921- 1931- 1941 1951 1961 1921- 1931- 1941- 1951- 1961-
1930 1940° 1950 1960° 1970, 1930 1940 1950 1960 1970

SOURCE: National Center for Health Statistics, Division of Vital Statistics,
National Vital Statistics System.
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B Maternal mortality declined
sharply between 1945 and 1985.
Reasons for the declines include
the availability of medications to
combat infections, improved
obstetric training and practices,
and increased use of prenatal care.
B For white mothers 20-24 years
old, maternal mortality dropped
from 102 deaths per 100,000 live
births for the 1921-25 birth cohort
to 18 deaths for the 1931-35 cohort
and to 3 deaths for the 1961-65
cohort.

B For black mothers the maternal
mortality rate dropped from al-
most 300 deaths per 100,000 live
births for the 1921-25 birth cohort
to 66 deaths for the 1931-35 birth
cohort and to 17 deaths for the
1961-65 cohort. Nevertheless, the

maternal mortality rate for black
women is still about five times that
for white women

12 Maternal mortality rates among women 20-24 years of
age, according to race: United States, selected birth cohorts
1921-65
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NOTE: Maternal mortality includes deaths from complications of pregnancy,
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childbrith, and the puerperium.

SOURCE: National Center for Health Statistics, Division of Vital Statistics,
National Vital Statistics System.




13, 14 & 15

B Following a surge in live births
from the late 1940’s to the early
1960’s (the baby boom), birth rates
declined substantially. In the
1970’s and 1980’s, birth rates for
women in their twenties continued
to decline, whereas birth rates for
women in their thirties increased.
The recent decrease in births to
younger mothers and increase in
births to older mothers reflect the
tendency today for women to
delay childbearing.

8  Women who reached the age
of 20-24 years during the baby
boom era (the 1926-30, 1931-35,
193640, and 194145 cohorts) had
substantially higher birth rates
than earlier or later cohorts. In-
deed, at the peak of the baby boom
(the 1931-35 and 193640 cohorts)
birth rates were about twice as
high as those for the cohorts before
and after the baby boom (1921-25
and 1946-50). White women 20-24
years of age have had consistently
lower birth rates than women of
other races in this age group, and
this difference has increased for re-
cent cohorts. For the 1961-65
cohort the birth rate was almost
35 percent higher for young
women of other races than for
young white women.

13 Birth rates for women 20-24 years of age, according
to race: United States, selected birth cohorts 1901-65
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SOURCE: National Center for Health Statistics, Division of Vital Statistics,
National Vital Statistics System.

14 Birth rates for women 30-34 years of age, according to
race: United States, selected birth cohorts 1901-55
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SOURCE: National Center for Health Statistics, Division of Vital Statistics,
National Vital Statistics System.




15 Cumulative birth rates for women 40-44 years of age,
according to race: United States, selected birth cohorts 1901-45
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SOURCE: National Center for Health Statistics, Division of Vital Statistics,

National Vital Statistics System.

8  The birth rates for women 30—
34 years of age increased some-
what during the baby boom era
(the 1916-20, 1921-25, 1926-30,
and 1931-35 cohorts) and then de-
clined to levels lower than before
the baby boom. However, birth
rates for women in this older age
group have recently increased
again. Increases have occurred
primarily among white women for
whom the 1951-55 cohort experi-
enced a 32-percent increase in the
birth rate over the 1941-45 cohort.
The birth rates for white and all
other women are more similar in
this age group than for 20-24-year-
olds.

B The cumulative birth rates of
women 40-44 years of age who
were in their twenties and thirties
during the baby boom era were
higher than those of women in ear-
lier and later cohorts. Not only did
a larger proportion of women have
children during the baby boom era
but those with