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FOREWORD

Health, United States, 1979 is the fourth annual report on
the health status of the Nation submitted by the Secretary
of Health, Education, and Welfare to the President and
Congress of the United States in compliance with Section
308 of the Public Health Service Act. It presents, in a
single volume, statistics concerning recent trends in the
health care sector and detailed discussions of selected cur-
rent health issues.

This report was compiled by the National Center for
Health Statistics with the assistance of the National Center
for Health Services Research of the Office of Health
Research, Statistics, and Technology. The National Com-
mittee on Vital and Health Statistics served in a review
capacity.

The report is divided into two parts. Part A consists of
four analytic and review chapters on subjects of current
interest in the health field. Part B consists of 84 statistical
tables with interpretive text. The appendixes include
descriptions of the data sources, a glossary, and a guide to
the tables.

Each chapter in Part A discusses a single public health
issue as follows:

« Chapter I presents recent data on the health
characteristics of minority groups in the United States.
Although some barriers to health care have been reduced,
substantial differences still exist in health status when
minorities are compared with the white majority. Reduc-
tion and elimination of these differences are major goals of
Federal policy.

+ Chapter II discusses the relationship between diet, nutri-
tion, and health in the context of the Dietary Goals of the
U.S. Senate Select Committee on Nutrition and Human
Needs. The role of diet in the etiology of selected diseases
is reviewed, and recent data on the dietary intake and
nutritional status of the U.S. population are provided.

» Chapter III reviews and analyzes the supply, training,
and deployment of nonphysician health care providers in
primary care. The extent to which these providers can sup-
plement and extend the physician supply in underserved
areas is examined. The legal and financial considerations
that affect their utilization are also discussed.

» Chapter IV describes a current program of the National
Institutes of Health (NIH) that is designed to improve

medical technology assessment—a program that is the
forerunner of a larger effort in technology assessment
marked by the creation of the National Center for Health
Care Technology. New technologies are often adopted
before adequate information is available on potential
benefits and risks. In addition, some well-validated
innovations have been slow to reach the practicing physi-
cian. Reviews of three medical technologies that were
examined by the NIH program for efficacy and safety are
presented.

The statistical section, Part B, is organized around four
major themes:

« Health Status and Determinants.
« Utilization of Health Resources.
» Health Care Resources.

« Health Care Expenditures.

The tables in Part B contain data that are relevant to
policy and administrative decisions and that meet the
specifications of Section 308 of the Public Health Service
Act. This edition of Health, United States differs from
others in that the analyses emphasize trends and com-
parisons over time rather than cross tabulations of several
variables for a single data year. This difference improves
the usefulness of the volume by making it a standard
reference source that illustrates changes in health status
and the health care system. Future editions will be updated
for more recent data years using similar tables.

Another difference is that the tables in this volume pre-
sent age-adjusted data more frequently than in previous
volumes. This was necessary for two reasons: (1) the
elderly constitute a growing proportion of the U.S.
population, and (2) several demographic subgroups of the
population have different age structures. By adjusting for
age, data can be compared more easily over time and for
different groups.

Although the tables in Part B are divided into separate
topical sections, the trends considered under different
aspects of the health care system are not independent.
Strong interrelationships exist, and a change in one area of
the health care system may affect other areas. However,
only some of these interrelationships are examined in this
report.
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HIGHLIGHTS

I. Health Status and Determinants

» Birth rates for teenagers have continued to decrease since
1972, reaching 34.5 births per 1,000 females 15-17 years of
age in 1977.

« Infant mortality has decreased 5 percent per year since
1965, dropping to a rate of 14 infant deaths per 1,000 live
births in 1977.

« Life expectancy at birth continues to increase, reaching a
record 73.2 years for Americans in 1977.

« Heart disease mortality has decreased by about the same
amount in the first 7 years of this decade as it did in the
20-year period from 1950 to 1970.

+ Cancer mortality continues to decrease for the popula-
tion under 45 years of age and has recently begun to
decline for those 45-49 years of age.

» Fewer teenagers and young adults are starting to smoke
cigarettes now than a decade ago.

But ...

e Death rates among teenagers—particularly those for
suicide and motor vehicle accidents—increased between
1976 and 1977.

» Only 59 percent of black women, compared with 77 per-
cent of white women, began prenatal care during the first
trimester of pregnancy.

« Birth rates for black teenagers remain much higher than
rates for white teenagers—34.2 versus 10.9 births per 1,000
females 10-17 years of age.

» The black infant mortality rate in 1977 was still twice as
high as the rate for white infants—23.6 versus 12.3 infant
deaths per 1,000 live births.

II. Utilization of Health Resources

» The trend in the last decade has been toward equal use of
physician services by income and race.

« Hospital utilization stabilized between 1972 and 1977,
after a period of relatively rapid increase during the
mid-1960’s.

« The trend in mental health care has been toward more
outpatient care and day treatment instead of institu-
tionalization in psychiatric facilities.

But . ..

« Rates for several common surgical procedures increased
substantially between 1967 and 1977; the rate for cesarian
sections doubled and the rate for hysterectomies increased
22 percent for women 15-44 years of age.

« Financial barriers to adequate dental care still exist for
people in low and middle income groups.

« Socioeconomic status continues to influence the need for
medical care, with the poor reporting more illness and
disability than the nonpoor.

III. Health Care Resources

« Regional variations in physician-population ratios nar-
rowed somewhat between 1972 and 1977.

» Recent trends in graduate medical education suggest a
decline in the ratio of surgical to medical specialists during
the 1980°s.

« The proportion of physicians working in groups practice
has increased from 18 percent in 1969 to 24 percent in
1975.

« A decrease of 149,147 psychiatric hospital beds between
1972 and 1977 can be attributed to the closing of many
long-stay psychiatric hospitals.

o The rapid growth in the number of nursing home beds
witnessed in the 1960°’s and early 1970’s has abated.

But. ..

« In 1977, 36 States had higher bed-population ratios and
46 States had lower occupancy rates than those recom-
mended in the National Guidelines for Health Planning.

« Substantial regional variations in physician-population
ratios still existed in 1977, with ratios ranging from 14.4
active non-Federal physicians per 10,000 population in the
North Central Region to 20.4 per 10,000 in the Northeast
Region.




~ « About 27 million people lived in locales designated as
Primary Medical Care Manpower Shortage Areas as of
December 1978.

» The proliferation of technology in hospitals across the

country has created concern about duplication of services
and about its impact on health expenditures.

« Another result of increased technology has been an
increase in the ratio of full-time equivalent employees to
patients in community hospitals and a consequent rise in
costs per patient day.

IV. Health Care Expenditures

« Since the implementation of the Medicare and Medicaid
programs, financial barriers to health care have diminished
for the elderly and the poor.

vi

o In 1978, national health expenditures in the United
States totaled $192.4 billion, an average of $863 per person
and comprising 9.1 percent of the gross national product.

But . ..

« In 1978, increases for medical care prices outpaced
increases for all other items on the Consumer Price Index,
except for food.

» National health expenditures have more than doubled
during the 1970’s.

« National heaith expenditures continue to represent an
increasing proportion of the gross national product.
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CHAPTER I

Health Status of Minority Groups?

Introduction

As information on the health of Americans increases, in-
terest in the health status of the Nation’s minorities grows.
This chapter presents comparative information on a
number of health topics, including health status, use of
health services, mortality, and life expectancy. Available
data are presented for the black and Hispanic minorities as
well as for the white majority; some information is
presented for two other minority groups—*‘Asians or
Pacific Islanders’’ and ‘‘American Indians or Alaskan
Natives.”’ Lack of adequate data bases ‘for specific com-
ponents of the Hispanic population precludes the presenta-
tion of such data. Discussions of the problems of racial
and ethnic classification as they relate to health data,
sources of data, and plans for forthcoming new data on
the health of minorities are in the Technical Note following
the Summary.

Social and economic determinants
of health

Population size, age and sex structure, socioeconomic
composition, and other characteristics differentiate
minority groups from the white population. Because these
characteristics influence health, they must be considered
when assessing the health status of minority groups.
Recent efforts by the U.S. Bureau of the Census and
other statistical agencies have produced a series of popula-
tion data on blacks and Hispanics (U.S. Bureau of the
Census, 1978a and 1979a). Population data for Asian-
Americans, American Indians, and other minority groups
are still scarce, but they are becoming more available.
Information from recent household surveys is sufficient to

4 Prepared by Frank Godley, Ph.D., and Ronald W. Wilson, Division
of Analysis, National Center for Health Statistics. Evelyn Glass and A.
Joan Klebba, Division of Vital Statistics, National Center for Health
Statistics, assisted with the mortality section. The Indian Health Section
was prepared by Mozart 1. Spector, Office of Program Statistics, Indian
Health Service.

describe the basic demographic and socioeconomic
characteristics of the largest racial and ethnic minorities,
that is, blacks, Hispanics, and Asians or Pacific Islanders.
The population profile presented in this section is based on
annual averages of the civilian noninstitutionalized
population derived from the 1976 and 1977 Health Inter-
view Surveys. These surveys are the source of most
measures of minority health presented in this chapter.

Historically, the largest minority group has been and
continues to be the black population. An estimated 23
million black people not of Hispanic origin (table A) repre-
sent 11 percent of the population. Geographically, the
black population is concentrated in the South but less so
than in the past. As a result of migration to other regions,
only one-half of the black population now lives in the
South. Blacks, like other minority groups, are much more
urbanized than whites. The proportion living in central
cities (57 percent) is more than twice the proportion of the
white population not of Hispanic origin (24 percent).

Hispanics are the Nation’s second largest minority
group. Numbering an estimated 12 million, they represent
5.6 percent of the national population, excluding Puerto
Rico (table A). Within the Hispanic population, the 7
million of Mexican origin or descent are the most
numerous. The second largest group is made up of the 1.7
million Puerto Ricans living on the U.S. mainland, prin-
cipally in the Northeast. Cubans number 774,000 and are
concentrated in the Northeast and South. All three
Hispanic groups are more urbanized than the white
population not of Hispanic origin.

An estimated 3 million persons are of Asian or Pacific
Island origin; most live in the West and in highly urbanized
areas.

The most recent reliable estimates of the total numbers
of American Indians and Alaskan Natives are from the
1970 Census of Population. At that time, American
Indians and Alaskan Natives numbered 827,000 (U.S.
Bureau of the Census, 1975). This figure represents a
51-percent increase over the 1960 count, a much larger
increase than can be explained by underenumeration or
overenumeration or by births and deaths between the two
census years. Shifts in racial identification have been
hypothesized as an important factor influencing counts of
the American Indian population (Passel, 1976).




Table A. Population and percent distribution, according to race or ethnicity, region, and place of residence:
United States, average annual 1976-77

Race or ethnicity

Population, region, and Hispanic

place of residence Asian or
Black Pacific White

. Puerto Islander

1
Total Mexican Rican Cuban
Number in thousands
Population .............coiiviiiiiiiinn.. 23,066 11,913 7,206 1,739 774 2,951 160,129
Percent distribution

Geographicregion ..................vuten. 100 100 100 100 100 100 100
Northeast ......cooiiiiiiiiiiiiiiiiinanennn. 18 21 1 80 32 18 25
NorthCentral ...................ciiiiinin.. 20 8 7 9 3 11 30
South.......cooviiiii 54 30 36 5 56 12 28
R 2R 8 42 56 6 9 59 18
Placeof residence...................cuv.... 100 100 100 100 100 100 100
SIS A . e e e e 76 84 79 95 98 93 67
CentralCity .. ..oviivi it 57 48 42 74 44 47 24
Outside centralcity ......................0. 19 35 37 21 53 46 43
Outside SMSA ... ...t 24 16 21 5 *2 8 33

1 Includes others of Hispanic origin not shown as a separate calegory.

NOTE: Racial and ethnic categories are mutually exclusive.

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview Survey.

Compared with the white population, minority popula-
tions are generally younger (table B). The Asian popula-
tion has a large concentration of people 17-44 years of age.
However, the Hispanic population has the youngest age
structure, a consequence of relatively high fertility levels.
In 1977, the number of lifetime births expected by married
women of Spanish origin 35-39 years of age was 23 percent
more than expected by married white women in that age
group (U.S. Bureau of the Census, 1978b).

Table C presents a profile of selected socioeconomic
characteristics of the prinicipal minority groups. The
socioeconomic status of minorities is generally low, except
for the relatively high income and education levels of the
Asian or Pacific Islander group. The proportion of black
families with incomes less than $5,000 is about 3 times the
proportion of white families; for Hispanics, the propor-
tion is about 2 times that for the white population not of
Hispanic origin. Blacks and Hispanics are under-
represented at the higher income and educational levels,
despite reductions of these inequalities during the 1960’s
and 1970’s (Farley and Hermalin, 1972; U.S. Commission
on Civil Rights, 1978).

Family size and composition of minorities are also
important to consider in analyses of health and its inter-
relationships with socioeconomic status. On a per capita
basis, levels of family income and other resources are
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decreased by the relatively large families of most minority
groups. Three of every 10 black and Hispanic families con-
sisted of five or more persons, compared with 2 of every 10
white families (U.S. Bureau of the Census, 1978c).

Table B. Percent distribution of age, according to race
or ethnicity: United States, average annual 1976-77

Race or ethnicity

Age Asian or
Black Hispanic  Pacific = White

Islander

Percent distribution
Allages .............. 100 100 100 100
Under 17years ............ 35 41 32 27
17-44years ............... 41 42 49 40
45-64vyears .. ...coiuiiannn 17 13 14 22
65 yearsandover .......... 8 4 5 11

NOTE: Racial and ethnic categories are mutually exclusive.

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data
from the Health Interview Survey.




Table C. Percent of population with selected social and
economic characteristics, according to race or eth-
nicity: United States, average annual 1976-77

Race or ethnicity

Social and economic
characteristic Asian or
Black Hispanic Pacific White
Islander

Family income Percent of population

Lessthan $5,000 ............... 30 19 12 11

$5,000-$9,999 ........uinnn.., 29 33 18 19

$10,000-$14,999 ............... 19 24 20 23

$15,0000rmore. .....cvvvinnnn. 22 24 51 47
Educational attainment!

High school graduate or more . . .. 50 42 78 70

College graduate ............... 7 5 30 15

Employment status?
Unemployed................... 12 9 8 6
Marital status!
Married, spousepresent ......... 47 63 65 67

1 persons 17 years and over.
2 persons 17 years and over in the labor force.

NOTE: Racial and ethnic categories are mutually exclusive.

Source: Division of Health Interview Statistics, National Center for Health Statistics: Data
from the Health Interview Survey.

In addition to being larger, there are more one-parent
families among minority groups than in the white popula-
tion. From the perspective of dependent children under 18
years of age, the percent living with one parent in 1977 was
13 percent of white children, 20 percent of Hispanic
children, and 43 percent of black children (U.S. Bureau of
the Census, 1978a and 1979b).

Health status and use of health servicest

In general, the health status of minorities has improved
during recent years, and their use of health services has
increased. Yet, many measures indicate that the health
status of minorities is not as good as that of the white
majority.

Summary data on selected health indicators are shown
for white, black, and Hispanic populations by age and
family income in tables 1 and 2. Only two income groups
were used, partially for ease of data presentation and par-
tially because of small sample size when age, race, and

! Most data in this section are from the 1976 and 1977 Health Interview
Surveys (HIS). Some data are from the 1971-74 Health and Nutrition
Examination Survey (HANES-I). These are the major population-based
surveys conducted by the National Center for Health Statistics. A brief
description of each can be found in the Technical Note of this chapter.

income are cross tabulated. In some instances, com-
parisons will be made with the Asian population,
regardless of age and family income. More extensive
analysis of specific health indicators among minorities is
currently being conducted by the National Center for
Health Statistics (NCHS) and will appear in future NCHS
reports.

Health status indicators

Self-perception.—According to data from the Health
Interview Survey (HIS), Americans generally perceived
their own health favorably. Only about 12 percent of the
population perceived their health as “‘fair’’ or ‘‘poor”
(table 1) based on responses to the question: ‘‘Compared
to other persons your age, would you say your health is
excellent, good, fair, or poor?’’ But, differences among
subgroups of the population were marked. Only 11 percent
of the white population viewed themselves in ‘‘fair’’ or
““poor’’ health, compared with 19 percent of the black
population and almost 13 percent of the Hispanic popula-
tion. The percent for Asians was similar to that of the
white population. This pattern was found for all age
groups, although the differences were not as great among
the elderly. When family income was taken into considera-
tion, the pattern of perceived health status was still
observed for these same subgroups. However, the poor
(family income less than $10,000) perceived themselves in
poor health more frequently than the nonpoor (family
income $10,000 or more),2regardless of race or ethnicity.

Limitation of activity.—A measure of the long-term
impact of chronic disease is the proportion of the popula-
tion with limitation of activity resulting from chronic
illness. This measure includes people who are unable to
perform their usual activity, such as working, keeping
house, or going to school; people who are limited in the
kind or amount of their usual activity; and people who are
limited in their other activities as a result of chronic
disease. The pattern for this measure is not as clear as for
perceived health status. Marked differences were observed
between the poor and the nonpoor, with the poor reporting
more limitation of activity (table 1). The data do not in-
dicate the exient to which low income people were limited
because they were poor or the extent to which people were
poor because activity was limited. Differences between the
poor and nonpoor were smallest among children, where
the income-depressing effect of illness should be minimal,
and among the elderly, where aging probably affects
health more than family income. This indicates that the
income-depressing effect of illness may indeed be a domi-
nant factor for young and middle-aged adults.

In general, poor-nonpoor differences in the proportion
with a limitation of activity within a given racial or ethnic

2 The words ““poor”’ and ‘‘nonpoor”’ are used here as terms of conven-
ience, and they should not be equated with the more precise poverty
terminology based on detailed family income data, family size, and
sources of income adopted by the Federal Interagency Council, and used
in later sections of this chapter.




group were greater than racial or ethnic group differences
in the proportion within either income category. This was
especially true for people 45-64 years of age. For them, the
rate of limitation of activity among the poor was at least
100 percent greater than that among the nonpoor, but the
greatest difference by race or ethnicity was less than 50 per-
cent. Lower levels of limitation of activity were reported
for black and Hispanic children than for other children.
Among young and middle-aged adults, Hispanics reported
the lowest rates of limitation of activity, and the rates for
the whites and blacks were similar.

Restricted-activity.—Two other measures of the impact
of illness, both chronic and acute, are the total number of
restricted-activity days per person per year and the number
of bed days per person per year. (Bed days are a subset of
restricted-activity days.) Black adults reported more
restricted-activity days and bed days than Hispanic or
white adults (table 1). This pattern was true for poor and
nonpoor groups, but the poor reported considerably more
days than the nonpoor. Among children, fewer restricted-
activity and bed days were reported for blacks than for
Hispanics or whites. This low rate among black children
was observed for both the poor and the nonpoor, although
the differences were less marked.

Lower rates of restricted-activity days and bed days for
black and Hispanic children compared with those for white
children and lower proportions with a limitation of activity
may appear inconsistent with the finding that more black
and Hispanic children were reported to be in fair or poor
health. However, a certain amount of disability is
‘“prescribed’’ by physicians as part of the diagnosis and
treatment process, that is, dectors tell children to reduce or
limit certain activities; but, black and Hispanic children
use physicians less frequently. Therefore, these apparent
inconsistencies may not be surprising. Without the
measure of perceived health status, these data could well
be interpreted that black and Hispanic children receive
fewer services because they have less need.

Examination findings

Blood pressure.—During the 1971-74 Health and Nutri-
tion Examination Survey (HANES-I), blood pressure was
measured for persons 6-74 years of age. Readings were
analyzed primarily in terms of mean systolic and diastolic
pressures, but the examinees were classified as to whether
or not they had elevated blood pressure (NCHS, 1977a).}
No real differences in mean pressures existed between
white and black children 6-17 years of age. However, the
mean systolic and diastolic pressures for blacks 25-74
years of age exceeded the mean levels for whites. The pro-
portion of persons with elevated blood pressure was also
greater among black adults than among white adults. The
age-adjusted rate of elevated blood pressure for the white

3 Elevated blood pressure is defined as either systolic pressure of 160
mmHg or more or diastolic pressure of 95 mmHg or more. This term is
referred to in the HANES reports on blood pressure as ‘‘definite
hypertension.”’
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population 18-74 years of age was 16.8 per 100, compared
with 30.5 per 100 for black adults (crude rate—17.0 versus
28.2). The racial differences tended to be greater among
women than among men. The size of the national sample
precludes detailed analysis of findings for Hispanic and
American Indian populations.

Examinees in HANES-I were asked if they had ever been
told by a doctor that they had hypertension. Half (54.9
percent) of the adults with elevated blood pressure
reported that they had not been previously told by a doctor
that they had hypertension. The proportion of black adults
with elevated blood pressure and undiagnosed hyperten-
sion was significantly lower than the proportion of white
adults. Although the overall prevalence of elevated blood
pressure among both whites and blacks has not changed in
the past 10 years, a much larger proportion of black males
than white males with previously undiagnosed hyperten-
sion was found during a study a decade ago than was
found in the more recent study (80 percent versus 56 per-
cent, compared with 56 percent versus 65—age adjusted).
Decreases were insignificant between the two surveys in the
proportion of black females with undiagnosed hyperten-
sion. More blacks may know of their elevated blood
pressure because physicians and their patients may be more
aware of this condition, which is more common among
blacks and a major risk factor for heart disease and stroke.

Substantial information on hypertension was also col-
lected during the 1974 Health Interview Survey (HIS).
Estimates from HIS of the number of people with
hypertension differed somewhat from those derived from
HANES because HIS data were collected in household
interviews rather than by examination. Information on the
characteristics of persons who were aware of their condi-
tion is useful (NCHS, 1978a). There were no differences
between blacks and whites in the proportion of hyperten-
sives who had ever been prescribed antihypertensive
medication (about 75 percent for both). However, a
somewhat larger proportion of black than of white
hypertensives had stopped taking their medication (25.5
percent versus 17.2 percent, respectively). A larger propor-
tion of blacks than of whites also reported side-effects
from their medication. Also, a much larger proportion of
blacks than of whites with hypetension reported that they
were ‘““bothered’’ by their condition (74 percent versus 49
percent, respectively).

Nutrition.—Data on caloric and nutrient intake for pro-
tein, calcium, iron, vitamins A and C, thiamine, and
riboflavin were collected during HANES-1. One of the
measures used in analyzing the data was mean nutrient
intake. Adequacy of intake was based on the HANES
standard for dietary allowances (NCHS, 1973a). While a
mean intake measure can hide the fact that subgroups of
individuals can have usual nutrient intake far below
recommended daily allowances, these data are useful in
identifying influences on the diet related to characteristics
of broad categories of the population. These data indicate
adequate or more than adequate intake of riboflavin and
thiamine for all population subgroups defined by poverty




status,* race, sex, and age. For protein, calcium, and
vitamins A and C, some population subgroups had lower
intake than the recommended daily allowances. Calcium
intake was lower than recommended allowances for adult
black women, regardless of income. Vitamin A intake was
below recommended allowances for white adolescents and
young adult women in low income groups and for adoles-
cent black women, regardless of income. Protein intake
was below the recommended allowances for adolescents,
adult women, and older men in the low income group,
regardless of race; it was also below recommended
allowances for adult black women, older black men, and
older white women in the income group above the poverty
level. Iron intake was below recommended daily
allowances for all females and for males 1-3 years of age,
regardless of income (NCHS, 1977b).

Data from HANES-I provide only general estimates of
the nutritional status of Hispanics because their relatively
small number in the survey precludes detailed comparisons
between them and other groups. The average intake of
selected nutrients among Hispanics has been analyzed by
age and sex and by poverty level (NCHS, unpublished). In
general, regardless of age or poverty status, the average
intake of protein, calcium, thiamine, and riboflavin among
the Hispanic population were well above established
standards. Deficiencies were noted for three nutrients.
The reported median vitamin A intake and the mean iron
intake of teenage and adult Hispanics were below the stan-
dards. Also, the mean calcium intake for adult females
approached or fell below the standard. The deficiencies in
these three nutrients were found regardless of poverty
level.

Height and weight measurements were also obtained as a
part of HANES-I. Differences in mean height were
minimal between whites and blacks for either males or
females. The data also suggest little consistent difference in
mean weight between white males and black males for dif-
ferent age groups. However, black women had higher
mean weights than white women, with differences as great
as 20 pounds for groups in the range 35-64 years of age
(NCHS, 1976). In addition, more black than white women
were found to be obese (based on triceps skinfold
measurements) regardless of poverty status. No significant
differences in obesity were found between black males and
white males.

Visual acuity.—Vision tests were administered to the
examinees in HANES-I. Even with usual correction,
blacks 4-74 years of age had poorer visual acuity than
whites. The greatest racial differences in visual acuity were
found between the youngest and oldest age groups.
Examinations were also conducted to determine the refrac-

4 The term “‘poverty status’ as used in analysis of BANES-I data is
based on the poverty level index adopted by the Federal Interagency
Council in 1969. The index reflects the different consumption re-
quirements of families based on their size, composition, sex, age of the
family head, and farm-nonfarm residence (NCHS, 1977b). The HANES
“‘poverty status’’ variable should not be confused with the HIS “‘poor-
nonpoor’’ variable, which is based entirely on family income.

tion potential, that is, visual acuity with the best possible
correction. Those tests showed evidence of less refraction
potential for the black population than for the white
population. Refraction potential increased with annual
family income, but this association was stronger for whites
than for blacks (NCHS, 1977c; NCHS, 1978b).

Dental health.—Detailed dental examinations were
given during HANES-I to determine general dental health
(NCHS, 1979a). The following comparisons are only be-
tween the white and the black populations. White adults
18-74 years of age in all age groups had consistently more
decayed, missing, and filled (DMF) teeth than black adults
in comparable age groups. However, there were no impor-
tant differences by race in the number of fillings needed. A
Periodontal Index (based on the presence of gingivitis and
periodontal disease) was also determined for each
examinee. Blacks had considerably more periodontal
disease than whites, regardless of age. Blacks at all ages
also scored significantly poorer in overall oral hygiene.

Related health characteristics

Cigarette smoking.—Cigarette smoking has been
established as ‘‘being hazardous to your health.’’ Smoking
patterns differ markedly between blacks and whites. (Data
will soon be available on other minority groups.) Black
males were more likely to be cigarette smokers than white
males (46 percent versus 38 percent), but there were no dif-
ferences between black and white females (about 31 per-
cent) (table 26, Part B). A greater proportion of white than
of black smokers had quit smoking, although the propor-
tion of former smokers has increased among both races
since 1965.

On the other hand, blacks who smoked cigarettes tended
to smoke less than whites. For example, about two-thirds
of the black female smokers smoked less than 15 cigarettes
per day, compared with only a third of the white female
cigarette smokers. The comparable figures for black and
white male cigarette smokers are about one-half and one-
fifth, respectively. Less than 15 percent of the black male
smokers smoked 25 or more cigarettes per day, compared
with about 40 percent of the white male smokers.

General psychological well-being.—Findings from
HANES-I indicate that self-representation of general
psychological well-being differs between males and
females and between blacks and whites (NCHS, 1977d;
Dupuy, 1978). White males reported the highest level of
well-being, with 70 percent having “‘positive’’ well-being.
Black males and white females reported about the same
level, with 54 percent and 58 percent, respectively, having
“‘positive’” scores. Black females reported not only the
lowest level of positive well-being, with 37 percent having
positive scores, but more than half reported moderate to
severe levels of distress. Almost a third of the black
females showed a level of distress comparable to that
reported by three-fourths of an independent sample of
mental health patients. These findings would suggest that
more than half of the black female adult population of the
United States lives in a condition of psychological distress
rather than psychological well-being.




Use of medical services

This section on medical services will present data on the
patterns of use of services among minority groups but will
not address the more complicated issue of the relationship
between the use of medical services and the need for
medical care. Since data presented in this report indicate
deficiencies in the health status of minority groups, these
should be considered when interpreting the data on the use
of health services.

Physician visits.—During 1976-77, approximately 75
percent of the population had seen a physician within a
year. There was little variation by age, race or ethnicity, or
family income, ranging only from about 67 percent for
low-income black children under 17 years of age to about
85 percent for nonpoor elderly Hispanics (table 2). As
would be expected, variation was much less when smaller,
more homogeneous income and age categories were com-
pared. For example, among children under 6 years of age,
the range in the percent with a physician visit within a year
between four income groups and the three racial or ethnic
groups was about 10 percentage points (83-93 percent).

Black children reported the fewest number of doctor
visits per person per year, regardless of family income
(table 2). Nonpoor children made more visits than poor,
regardless of race or ethnicity, although the difference was
not large. Young and middle-aged poor adults reported
more visits than the nonpoor, regardless of race or
ethnicity. Young and middle-aged blacks also reported
slightly higher levels of physician utilization than whites in
the same age groups, regardless of family income.

Place of visit.—As part of HIS, information was also
collected on the place of the physician visit, that is,
doctor’s office, hospital outpatient clinic or emergency
room, other places, or telephone call. Although not shown
in the detailed tables to this chapter, the data indicate that
minority populations used hospital outpatient and
emergency rooms much more frequently than the white
population. For example, about 1 in 4 visits by blacks were
made to outpatient or emergency room facilities, while
only about 1 in 8 of the visits by whites occurred at these
places. Hispanics used outpatient and emergency room
facilities almost as frequently as blacks. Within all these
major racial and ethnic groups, the poor used these facil-
ities more often than the nonpoor.

Source of care.—According to the 1974 HIS minority
populations were less likely to have a regular source of
medical care than the white population, but the difference
was not large (81 percent for whites versus 75 percent for
all others). However, among persons who had regular
sources of medical care] minority groups were more than 5
times as likely as the white population to use hospital out-
patient clinics or emergency rooms for the usual source of
care (NCHS, 1978c).

Dentist visits.—The largest differences, both by race or
ethnicity and by income, were in the area of dental care
(table 2). The poor consistently received less dental care
than the nonpoor, as measured by the proportion with one
dental visit or more within a year and by the number of
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visits per person per year. Blacks and Hispanics received
considerably less dental care than whites. While more than
half (53 percent) of whites reported one visit or more in a
year, only one-third of the blacks and one-third of the
Hispanics reported a visit. This pattern was found for both
the poor and the nonpoor, although the nonpoor within
each racial or ethnic group received more dental care. One
explanation for the poor-nonpoor differential is that few
Federal programs provide dental care. Although many dif-
ferences between the poor and the nonpoor in the use of
physician and hospital services that existed prior to the
Medicare and Medicaid programs have disappeared or
have been reversed, the income differentials for dental care
have remained (Wilson and White, 1977).

Hospital utilization.—There are no clear patterns of
hospital utilization between the ethnic and income"groups
(table 2). Black children were the least likely to be
hospitalized, but the number of hospital days per person
per year for black children was about the same as for all
children, indicating somewhat longer lengths of stay for
this group. With the exception of the elderly, the poor were
hospitalized more frequently than the nonpoor.

Preventive health services.—The use of preventive
health services by minority groups compared with that by
the white population presents an interesting pattern. In
1973, there was almost no difference in the proportions of
whites and all other races who had the following medical
procedures within the past year: electrocardiograms,
glaucoma tests, general eye examination, breast exam or
pap smear for women, or routine general physical for
children (NCHS, 1977¢). However, minorities were less
likely than whites to have ever had such procedures. If they
had ever had the procedures, minorities were more likely
than whites to have had them in the past year.

Availability and access.—Availability and access to
medical care are factors viewed as potential determinants
of health status. Minority groups are often assumed to
have less access to or availability of medical care, but the
data do not clearly indicate a pattern of differentials in the
actual use of physician services. For example, black
children showed less use than white children, but black
young and middle-aged adults showed the same or more
use as whites.

The 1974 HIS contained several questions on access to
physician care (NCHS, 1978c). Whites virtually did not
differ from blacks and other races in the proportion who
reported having problems getting medical care in the past
year, about 10 percent for both groups. Only 3.3 percent
of the minorities group cited ‘‘cost’’ as a problem, and
only 2.1 percent cited ““lack of transportation’” as a prob-
lem in getting medical care. These problems were
reported more frequently by minorities than by whites.
When asked if they were getting as much medical care as
they needed, 5 percent of whites reported they were not,
while 11 percent of the blacks and other races reported
they were not. Cost and transportation were again the
reasons for not getting enough care that minorities
reported more frequently than the white population.




Health insurance coverage.—Health insurance coverage
is not a direct indicator of health status, but it often
indicates accessibility to health services and, therefore, can
be a factor influencing health status. Respondents in the
Health Interview Survey are asked about their health
insurance coverage under both private plans and public
plans such as Medicare, Medicaid, and the military health
care system. Estimates of coverage under Medicaid are not
complete because eligibility is determined by a number of
factors that differ from State to State.

In general, a lower proportion of the black population
than of the white population had insurance coverage (83.5
percent versus 90.8 percent) (table 1). When comparisons
are made within the poor and the nonpoor groups, much
of the racial differential in the proportion covered by some
form of health insurance disappears. The lowest levels of
insurance coverage were among the Hispanic population,
particularly among the poor Hispanics. Coverage for the
Asian population was similar to that for the white popula-
tion. Insurance coverage for dental care has been increas-
ing rapidly. Between 1974 and 1976, the increase was 40
percent. The latest figures based on estimates by the Social
Security Administration indicate that 24 percent of the
population under 65 years of age had some form of dental
insurance by the end of 1976. Only 3.3 percent of those 65
years of age and over had dental insurance. No recent
national survey data are available on dental coverage by
race or ethnicity.

Information on insurance can be misleading for several
reasons. First, methodological studies have shown that a
number of respondents are not familiar with their
insurance coverage status. Second, a number of poor or
near-poor who report themselves as not having coverage
could well be eligible for Federal programs if the need for
medical care arose. However, some people may avoid or
postpone seeking medical care if they are not aware of such
programs. Finally, these data on insurance coverage do not
indicate the adequacy or quality of coverage for those who
report that they have private insurance.

Mortality

Of the wide range of indicators that portray the Nation’s
health, mortality statistics represent a critical component.
With respect to minorities, it is especially important to
identify the levels, trends, and patterns of deaths that may
be considered excessive, preventable, or suggestive of
improved public health programs.

Death rates by race

Table D shows both crude death rates and age-adjusted
death rates. The latter includes a correction for differences
in age distribution between and among the races, dif-
ferences which can distort comparisons of overall
mortality. The age-adjusted death rates are what mortality
levels would be if age distributions were identical for each
racial group. For 1970, they indicate the following ranking

Table D. Crude and age-adjusted death rates,! according
to race: United States, 1970

Crude  Age-adjusted

Race death rate  death rate?
Number of deaths per
1,000 resident population

Allraces.....cooviviiiininiananann 9.5 7.1
Black ...ooiiiiiiiii it i e 10.0 10.4
WhHite ..t eeiiin et iineeeraaenns 9.5 6.8
American Indian or Alaskan Native ...... 7.2 8.2
Chinese-American ...........c.oveene.. 4.7 4.9
Japanese-American .........covvuaennnn 4.2 33
Other races.......cocoveieniniennnn. 2.9 3.6

1 Excludes deaths of nonresidents of the United States.

2 Age adjusted by the direct method, using as the standard population the age distribution
of the total population of the United States as enumerated in 1940, Adjustment is based on
11 age groups.

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

from highest to lowest mortality rates per 1,000 popula-
tion: black (10.4), American Indian and Alaskan Native
(8.2), white (6.8), Chinese-American (4.9), and Japanese-
American (3.3). The crude death rate of the American
Indian or Alaskan Native population is actually lower than
that of the white population, indicating the importance of
age adjustment (table D).

This ranking of age-adjusted rates for 1970 is like that
for 1960 (Kitagawa and Hauser, 1973) with one exception.
In 1960, Chinese-American death rates were ranked be-
tween the American Indian or Alaskan Native and the
white. Trends in death rates between 1950 and 1970 are
shown in figure 1. Japanese-Americans have maintained
the lowest mortality levels throughout the 20-year period.
(Available data indicate that rough age adjustment affects
the levels but not so much the trend pattern of the death
rates in figure 1. Because of lack of comparable age
categories, age-adjusted death rates are not used.)

Racial differences in socioeconomic status may be
reflected in the mortality differentials but to what extent is
unknown because death rates needed to compare racial-
socioeconomic subpopulations are lacking. Indirect
evidence on the direction of the relationship is provided by
comparing socioeconomic status with mortality level for a
few minorities on which data are available. Table C shows
that indicators like high family income and individual
educational attainment rank racial and ethnic groups in
inverse order from the ranking of age-adjusted death rates
as shown in table D; that is, Asian minorities have the
highest levels of income and education and the lowest
death rates, and blacks have the lowest income and educa-
tion levels and the highest death rates. (Hispanics are
excluded from this comparison because of the unavail-
ability of mortality data.) The white population is
intermediate on both the socioeconomic indicators and the
death rate. Similar findings were reported by Kitagawa and
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Figure 1. Death rates, by sex and race: United States,
1950, 1960, and 1970

Hauser (1973) for 1959-61 and by NCHS (1975a) for
1969-71. The NCHS study was limited to white and “‘all
other’’ comparisons in poverty and nonpoverty areas of 19
large cities. The evidence suggests that an inverse relation-
ship between  socioeconomic status and mortality may
account for some of the racial differences in mortality, The
effects of socioeconomic status apply to age-specific mor-
tality, infant mortality, and mortality from specified
causes of death. These topics are presented in the following
sections.

Age-specific differentials.—Death rates by age, sex, and
specified race for 1970 are displayed in table 3. The age
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pattern is similar for each racial group. Death rates are
high at the youngest ages, decline to a minimum in
childhood, and then increase steadily to a maximum at the
oldest ages. Males and females have similar age patterns,
but death rates for females are consistently below those for
males. This sex differential holds for each racial group as
well. Death rates are remarkably low for Asian females,
that is, Chinese-Americans and Japanese-Americans. The
low mortality of the latter group is supported by other
studies (Gordon, 1967; Kitagawa and Hauser, 1973).

Compared with the white population, Chinese-
American and Japanese-American mortality for both sexes
is lower at all ages. Their race-mortality ratios are below
1.00 (table E). Race-mortality ratios above 1.00 indicate
the extent to which the death rates of a minority exceed
those of the white population. The ratio of 2.00 for the
black population under 5 years of age, for example,
indicates that this death rate is twice as large as that for the
white population under 5 years of age.

The age pattern of race-mortality ratios differs between
blacks and American Indians on the one hand and
Chinese-American and Japanese-American on the other.
Unlike those of the two Asian minorities, ratios for adult
blacks and American Indians decrease from 25-34 years of
age until, at the oldest ages, they are below 1.00.
Discrepancies in age reporting and other statistical errors
account for some but not all of the crossover (NCHS,
1968; Rosenwaike, 1979). The pattern appears in other
sources of data—in death rates based on Social Security

Table E. Mortality ratios,! according to race and age:
United States, 1970

Race
Age
American Chinese- Japanese-
Black  mdian  American American
Mortality ratio

All ages,crude ......... 1.06 0.76 0.50 0.45
All ages, age adjusted . .. 1.54 1.18 0.73 0.49
UnderSyears.....ooovus. 2.00 1.67 0.45 0.61
5-l14years......cccouuunn 1.42 1.60 0.78 0.65
15-24vyears.............. 1.83 2.69 0.45 0.59
25-34years.......co..-.. 2.94 3.48 0.43 0.40
35-44vyears.............. 2.72 2.79 0.53 0.46
45-54years.......c0enans 2.08 1.67 0.59 0.46
55-64years.............. 1.63 1.00 0.76 0.43
65-74dyears.............. 1.35 0.81 0.93 0.43
75-84vyears............ .. 0.98 0.70 0.80 0.56
85yearsandover......... 0.67 0.56 0.52 0.64

1 Excludes deaths of nonresidents of the United States.

NOTE: Ratios are computed by dividing the age-specific death rate of a specified racial or
ethnic group by the death rates of the white population in that age group.

SOURCE: National Center for Health Statistics: Data computed by the Division of Analysis
from data compiled by the Division of Vital Statistics.




Administration records, for example—and remains unex-
plained.

Age-specific estimates of the black and white popula-
tions for intercensal years permit calculation of death rates
and examinations of how the age patterns of race-
mortality differentials may have changed since the last
decennial census. The ratios of black to white death rates
by age in table F indicate stability in the basic age pattern
of the race differential since 1950. The noticeable changes
are some slight decreases in the race-mortality ratios for
those under 65 years of age. The largest differential
remains at 25-44 years of age, for which the 1977 death
rate for the black population was 2.4 times that for the
white population. Some of this differential may be viewed
as excess mortality that could be prevented.

Infant deaths.—Infant mortality rates have frequently
been used as a comparative health indicator of different
populations. It is an indicator that can be modified over a
relatively short period through interventions in the health
care sector as well as by improvements in general
socioeconomic conditions. Data on infant mortality rates,
that is, deaths occurring under 1 year of age per 1,000 live
births, have been available for a number of years by
specific racial group. Infant mortality is a critical compo-
nent of total mortality that is often large enough to affect
life expectancy. (Race differentials in life expectancy are
examined in a later section of this chapter.)

Japanese-Americans and Chinese-Americans have the
lowest infant mortality rates. These rates may be arti-
ficially low because of lack of comparability in racial
classification between birth and death certificates. Com-
parability between birth and death certificate reporting of
race is a problem of unknown magnitude. The race of a

Table F. Black/white mortality ratios, according to age:
United States, selected years 1950-77

Age
Year
Under 25 25-44 45-64 65 years
years years years and over
Mortality ratio

1950, . ccienenennnn 1.88 2.82 1.93 0.94
1960, cceevevinnnnn. 2.05 2.58 1.83 1.00
1965. .. v vceviieennnn 2.13 2.60 1.81 0.98
19700 ...l 1.93 2.70 1.78 1.02
19710 ..ol 2.00 2.79 1.73 1.01
1972V .ol 1.85 2.74 1.76 1.02
19730 e 1.77 2.72 1.76 1.04
19748 oL 1.75 2.71 1.74 1.03
19750 1.75 2.53 1.69 1.03
1976 . ...l 1.82 2.50 1.72 1.02
19770 o 1.73 2.44 1.72 1.03

1 Excludes deaths of nonresidents of the United States.

NOTE: Ratios are computed by dividing the age-specific death rate of the black population by
that of the white population in the same age group.

SOURCE: National Center for Health Statistics: Data computed by the Division of Analysis
from data compiled by the Division of Vital Statistics.

newborn child is classified according to the race of the
parents as reported on the birth certificate. The race of a
deceased infant is that reported on the death certificate.
The race of the infant determined for birth statistics pur-
poses may not be the same as that reported for the infant
on the death certificate. This is especially true when there is
racially mixed parentage. Although this may explain part
of the racial differential, other evidence still indicates
that Japanese-American and Chinese-American infant
mortality is comparatively low. Table G shows that the
1977 infant mortality rates for these groups (6.6 and 5.9,
respectively, per 1,000 live births) were half that of the
white population (12.3). The black infant mortality rate
was the highest, 23.6 per 1,000 live births in 1977. The rate
for American Indians was between the white rate and the
black rate.

Infant mortality rates have generally been declining; in
1950, the total infant mortality rate was 29.2 per 1,000 live
births, compared with 14.1 in 1977. While declines have
occurred for all races, racial groups differ in the amount of
decline. The most remarkable drop occurred for the
American Indian population, with a decline from 82.1
deaths per 1,000 live births in 1950 to 15.6 in 1977. The
decline among Japanese-Americans and Chinese-
Americans has been almost as great proportionally, but
from much lower starting points.

The comparisons between the white and black rates pre-
sent some interesting trends in the decline of infant mor-
tality rates. In 1950, the black rate was 64 percent higher
than the white rate (43.9 versus 26.8). While both rates
declined during the past two decades, the white rate
dropped more. By 1977, the black rate was almost twice
the white rate (23.6 versus 12.3), although the black rate
had declined by almost 50 percent. The gap between white
and black infant mortality rates has actually increased dur-
ing the past 27 years.

Declines in infant mortality have been attributed to a
number of changes in recent years, as follows:

- More women are receiving prenatal care in early
pregnancy.

« The proportion of high-risk births is decreasing.

« Advanced techniques are being used in medical science,
especially in neonatology.

« The most modern care is becoming available through
regional perinatal centers.

« Contraceptive utilization is improving, thereby permit-
ting women to time and space their pregnancies more ef-
fectively and reducing the proportion of high risk births as
a result.

« Legal abortion services are increasing.

» Programs are becoming available to improve the nutri-
tion of pregnant women and infants.

» Socioeconomic conditions are generally improving.

The impact of these changes has been greater for whites
than for minority groups, which also explains the increas-
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Table G. Infant, neonatal, and postneonatal mortality rates, according to race: United States, selected years 1950-77

Race
Mortality rate
and year Black American Chinese- Japanese- White
Indian American American
Infant mortality rate ! Number of deaths per 1,000 live births
1080, et e e e e e, 43.9 82.1 19.3 19.1 26.8
1960, ..t it e et e e 44.3 49.3 14,7 15.3 22.9
197002 e 32.6 22.0 8.4 10.6 17.8
19772 e 23.6 15.6 5.9 6.6 12.3
Neonatal mortality rate *
19702 @ e 22.8. 10.6 5.4 8.4 13.8
1977 2 16.1 8.3 4.2 5.1 8.7
Postneonatal mortality rate 4
19702 o 9.9 11.4 3.1 2.2 4.0
1977 2 e 7.6 7.3 1.7 1.5 3.6

! Infant mortality rate is the number of deaths for infants under 1 year of age per 1,000 live births.

2 Excludes deaths of nonresidents of the United States.

3 Neonatal mortality rate is the number of deaths for infants within 28 days of birth per 1,000 live births.
4 Postneonatal mortality rate is the number of deaths for infants within 28 days to 365 days of birth per 1,000 live births.

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

ing differential between the black and white infant
mortality rates. Compared with white births, a greater pro-
portion of the black births still occurs to women in high-
risk categories based on the age of the mother and the
number of children born to the mother (NCHS, 1973b).
From 1964 to 1974, 30 percent of the decline in the death
rate for white infants resulted from fewer births to mothers
in these high-risk categories, but only 19 percent of the
decline in the death rate for black infants can be attributed
to this (Kovar, 1977). Black women also obtain initial
prenatal care somewhat later in pregnancy than white
women (NCHS, 1978d).

. Cause of death: Black and white differentials’

The presentation of comparative data on causes of death
by specific racial groups is difficult because of the relative-
Iy small number of deaths in most categories. The annual
Vital Statistics of the United States, Volume II, however,
contains data on the number of deaths by cause for the
racial and ethnic groups shown in table D. Death rates are
not shown in those volumes because adequate
denominator data are lacking, although special tables are
planned showing race-specific cause of death rates for the
3 years surrounding the 1980 census (1979-1981). The
cause of death comparisons between the white and black

3 Cause of death categories and code numbers are based on the Eighth
Revision International Classification of Diseases, Adapted for Use in the
United States (ICDA).
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populations reported here are limited to a few selected
causes with sufficiently large numbers of deaths.

Figure 2 depicts the trend in death rates between 1950
and 1977 for eight causes shown separately for the black
and white populations. The corresponding numerical
values of these rates are shown in table 4, which also in-
cludes major cardiovascular diseases and malignant
neoplasms (cancer)—broad categories representing the two
leading causes of death.

Major cardiovascular diseases (ICDA Nos.
390-448).—This group of circulatory diseases accounted
for 51 percent of deaths in the total population during
1977. By race, the corresponding percents were 52 for the
white population and 42 for the black population. Age-
adjusted death rates for cardiovascular diseases have
decreased markedly during the past 27 years, especially
during the most recent years. These declines have occurred
for both whites and blacks (table 4). The age-adjusted race
mortality ratios declined slightly for major cardiovascular
diseases between 1950 and 1977—from 1.39 to 1.33 (table
H).® Race mortality ratios for cardiovascular diseases
declined because of a more rapid decline in the death rate
for blacks compared with that for whites (table 4). The
trends in age-adjusted death rates for the two major com-

6 The ratio of 1.39 for 1950 indicates that the age-adjusted mortality
rate for the black population was 1.39 times that for the white popula-
tion. Ratios decreasing toward 1.0 indicate a convergence of mortality
rates for the black and white populations, and ratios increasing from 1.0
indicate a divergence of rates.
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Figure 2. Age-adjusted death rates for selected causes of death, by race: United States, selected years 1950-77

ponents of these cardiovascular diseases—diseases of heart
and cerebrovascular diseases—are shown in figure 2. For
both of these components, the ratio of the age-adjusted
death rate for the black population to the corresponding
rate for the white population declined slowly between 1950
and 1977—from 1.27 to 1.24 for diseases of heart and
from 1.81 to 1.75 for cerebrovascular diseases (table H).
The persistently higher mortality rates among the black
population for both components of the major car-
diovascular diseases category can be attributed, in part, to
the fact that the prevalence of hypertensive disease among
black adults is nearly twice that among white adults. (See
‘“Health status indicators.’’)

Malignant neoplasms (ICDA Nos. 140-209).—Unlike
the declining rates of cardiovascular diseases, death rates
for malignant neoplasms have increased. The age-adjusted

death rate for malignant neoplasms for all sites combined
rose more rapidly for the black population than for the
white population between 1950 and 1977 (table 4). This is
reflected in an increase in the mortality ratio, which rose
from 1.04 for 1950 to 1.31 for 1977 (table H). Age-
adjusted death rates for two major components of these
neoplasms—those of the digestive organs and peritoneum
and those of the respiratory system—show two contrasting
patterns, a decline in the rate for neoplasms of the
digestive system and peritoneum for both races, particular-
ly among whites, and a drastic increase in neoplasms of the
respiratory system for both races, particularly among
blacks (table ‘4 and figure 2). For both of these com-
ponents, the ratio of the age-adjusted death rate for the
black population to the corresponding rate for the white
population increased substantially between 1950 and 1977.

13




Table H. Black/white mortality ratios for selected causes of death: United States, selected years 1950~-77

Cause of death (ICDA code)

Year

1950 1960 1965 19702 19772

Major cardiovascular diseases (390-448) .........ovviiii i
Diseases of the heart (390-398,402,404,410-429) ... ............cvunn..
Cerebrovascular diseases (430-438) .........coviiiiiiienniienennnns

Malignant neoplasms (140-209) .........cooviiiitiieiii i
Digestive organs and peritoneum (150-159) . ...........coviiiitienna..
Respiratory system (160~163) .. ......couiiiiriniriinieieearnneninann

Diabetes mellitus (250) .. ..ottt eiiiie e inii it
Accidents (E800-E949) . . . ..ottt ierei e aniaae e
Suicide (B950-E859) . .. i ittt it e e i
Homicide (B960~E978) . . . ..ttt ittt i et reaaaeans

Mortality ratios

...... 1.39 1.35 1.35 1.36 1.33
...... 1.27 1.19 1.20 1.23 1.24
...... 1.81 1.89 1.96 1.85 1.75
...... 1.04 1.15 1.17 1.23 1.31
...... 1.05 1.20 1.28 1.32 1.44
...... 0.80 1.06 1.07 1.20 1.32
...... 1.24 1.72 1.86 2.05 2.21
...... 1.28 1.39 1.37 1.46 1.27
...... 0.36 0.42 0.47 0.49 0.54
...... 11.73 10.15 10.03 9.81 6.58

1 Because of decennial revisions of the International List of Causes of Death and changes in rules of cause-of-death selection, there is lack of comparability to a varying degree for some causes from one
revision to the next. The beginning dates of the revision are 1949, 1958, and 1968. The cause-of-death titles are based on the Eighth Revision International Classification of Diseases, Adapted for Use in the

United States (ICDA).

2 Excludes deaths of nonresidents of the United States.

NOTE: Ratios are computed by dividing the age-adjusted death rate of the black population by the age-adjusted rate of the white population for the selected cause-of-death category. Age adjustment is
computed by the direct method, using as the standard population the age distribution of the total population of the United States as enumerated in 1940, Adjustment is based on 11 age groups.

SOURCE: National Center for Health Statistics: Data computed by the Division of Analysis from data compiled by the Division of Vital Statistics.

It went from 1.05 to 1.44 for malignant neoplasms of the
digestive organs and peritoneum and from 0.80 to 1.32 for
malignant neoplasms of the respiratory system (table H).
Racial difference in cigarette smoking patterns and in-
creased exposure to carcinogenic hazards of urban-
industrial environments as a result of racial differences in
migration are being investigated as possible explanations
of these trends.

Diabetes mellitus (ICDA No. 250).——Among the black
population, diabetes is a prevalent disease for which mor-
tality has only recently declined following a long-term rise
(table 4 and figure 2). The age-adjusted death rate for
diabetes mellitus for the white population remained
relatively stable during the 1950’s and 1960’s and then
declined during the 1970’s. The corresponding rate for the
black population, however, rose steadily during the 1950°s
and 1960’s and then slightly declined only after 1972. The
ratio of the age-adjusted death rate for this cause for the
black population to that for the white population increased
from 1.24 for 1950 to 2.25 for 1973, dropped to 2.17 for
1974, and then rose again to 2.21 for 1977 (table H).

Accidents (ICDA Nos. E800-E949).-—The age-adjusted
death rate for accidents for the black population increased
from 70.9 deaths per 100,000 population in 1950 to 74.4 in
1970. Since then, this rate has been declining. It dropped to
53.9 deaths per 100,000 for 1977, compared with 42.5 for
whites in that year. The trend for blacks represents a rate
of decline that exceeds that for the white population (table
4). During the 1970’s, therefore, the race-mortality ratios
for accidents declined—from 1.46 for 1970 to 1.27 for
1977 (table H).
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Homicide (ICDA Nos. E960-E978).—The age-adjusted
death rate for homicide for the black population increased
from 30.5 deaths per 100,000 for 1950 to 51.5 for 1972,
Since that year, this rate has declined, reaching 38.8 deaths
per 100,000 for 1977. The age-adjusted death rate for
homicide for the white population was 2.7 per 100,000 for
1960. Between 1960 and 1975, this rate more than doubled,
reaching 6.1 per 100,000 for 1975. The rate then dropped
to 5.9 per 100,000 for 1977 (table 4). The ratio of the age-
adjusted death rate for homicide for the black population
to that for the white population declined during
1960-77—from 10.15 to 6.58 (table H). Thus, the
homicide death rate for blacks is still more than 6 times
that for the white population.

Suicide (ICDA Nos. E950-E959).—Suicide is the only
one of the eight causes for which the white population has
higher death rates than the black population, but this race
differential has been decreasing since 1950. Between 1950
and 1977, the age-adjusted suicide rate for the black
population increased from 4.2 per 100,000 to 7.3, while the
rate for the white population only increased from 11.6 to
13.6 (table 4). The larger rate of increase for blacks is
reflected in a rise in the race mortality ratio for suicide
from 0.36 in 1950 to 0.54 in 1977 (table H).

Life expectancy

A life table translates race differentials in annual death
rates into implications for comparative survival and length
of life. The average duration of life is measured by the
expectation of life at birth. For specific races other than
white, official life tables are available only for the black




population for 1969-71 (the 3-year period that included the
last decennial census). For that period, life expectancy at
birth for the black population was 64.1 years, or 7.5 years
less than the 71.6 years for the white population. The racial
difference was slightly larger for males than for females.
For black males, the expectation of life at birth (60 years)
was 7.9 below that for white males; for black females, the
expectation of life at birth (68.3 years) was 7.2 years below
that for white females (NCHS, 1975b).

Table 9 in Part B of this report shows trends of life
expectancy at birth and at 65 years of age by color and sex
for selected years from 1900 to 1977. All sex-color groups
show gains in life expectancy. In general, these gains were
smallest for white males and largest for all females other
than white.

Another approach to comparative longevity is to
measure the percent of persons of a birth cohort surviving
to a specified age. Trends in the percent surviving to 20,
45, and 65 years of age are shown in table J. Based on 1977
mortality, the difference between whites and all others is

within 2 percentage points at 20 years of age, but it
increases with age. For example, the percent surviving to
65 years of age, is 70.7 for white males but only 55.8 for all
other males. This represents very little change since
1919-21 in the difference by color, although the percent
surviving has increased substantially during the 57-year
period for both color groups.

American Indians and Alaskan Natives

American Indians and Alaskan Natives have a unique
legal-historical relationship with the Federal Government.
This relationship, unlike that of any other group of
American citizens, is based on treaties and on laws passed
by Congress. The Department of Health, Education, and
Welfare carries out its unique health responsibilities to
Indians and Alaskan Natives primarily through the Indian
Health Service (IHS). IHS has the primary responsibility
for health care of American Indians and Alaskan Natives

Table J. Percent surviving to 20, 45, and 65 years of age, according to sex and color: United States , 1900 —1902 to 1977

Year
Age, sex,
and color
1900-1902! 1919-21 1939-41 1959-612 196971273 197723
20 YEARS
Number of survivors per 100 born alive
Male
WhHItE ..ttt iitieiaraneeranannnaraaas 76.4 85.0 92.3 95.9 96.5 97.2
AllOther . .vvireteeiiiieieiaeannnnannenan 56.7 79.1 86.8 93.1 94.3 96.0
Female
Wt « ot r et ieinrinanrenneananeas 79.0 87.3 94.0 97.1 97.6 98.2
AllOther .ottt eiae it it eiaeiienananan 59.1 80.2 88.5 94.7 95.9 97.1
45 YEARS
Male
R4 111 (A AN PR 61.4 72.7 84.3 90.5 90.7 92.1
Allother ....vviiiiii i i i i 39.2 56.6 67.5 82.1 80.2 85.0
Female
WhItE .t ieiiii it et aaaaa, 64.7 74.9 87.9 94.2 94.6 95.7
Allother......... et ee e, 423 56.2 71.1 86.8 88.6 92.1
65 YEARS
Male
112 39.2 50.7 58.3 65.8 66.3 70.7
Allother ....vviiiriientiannnieeroannnens 19.0 34.0 35.9 51.4 49.6 55.8
Female
141} 1 43.8 54.3 68.7 80.7 81.6 83.8
Allother...ooviuieriiini i iiiiiiiivennnnnns 22.0 31.0 40.7 60.8 66.1 72.7

! pata are for groups of registration States as follows: 1900-1902, 10 States and the District of Columbia; 1919-21, 34 States and the District of Columbia. Figures for *“all other, male’ and “all
other, female’ include only the black population. However, in no case did the black population comprise less than 95 percent of the corresponding ““all other® population.

2 Alaska and Hawaii included beginning in 1959,
3 Excludes deaths of nonresidents of the United States.

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, 1975, Vol. 1I, Part A. DHEW Pub. No. (PHS) 79-1114. Public Health Service. Washington, U.S. Government
Printing Office, 1979; Final Mortality Statistics, 1977. Monthly Vital Statistics Report, Vol. 28, No. 1, supplement. DHEW Pub. No. (PHS) 79-1120. Public Health Service. Hyattsville, Md. May 11, 1979,
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who live on or near Federal reservations, in traditionally
Indian country in Oklahoma and Alaska, and in other
places such as certain urban areas.

The THS mission is to assure that a comprehensive
health service delivery system is accessible and available to
Indians and Alaskan Natives and to provide them with
opportunities for maximum involvement in defining and
meeting their own health needs. The data presented in this
section have been derived from reports of the Indian
Health Service, and they are applicable only to those per-
sons served by IHS (Indian Health Service, 1979). (Vital
event data are furnished annually to IHS by NCHS.)

A number of health improvements have been realized by
American Indians and Alaskan Natives since 1955.
Tremendous strides have also been made in correcting
environmental deficiences and providing water and sewage
disposal facilities for thousands of families. The health
status of American Indians and Alaskan Natives, however,
still lags 15-20 years behind that of the general population.
To help rectify this situation, the Indian Health Service is
working with American Indians and Alaskan Natives to
provide more preventive medicine and expanded curative
services.

The beneficial effect of improved facilities and services
is evident in the reduction of various diseases. Tremendous
headway has been made in maternal and child health since
1955. An American Indian child born in 1970 had a life
expectancy of 65.1 years, an increase of 5.1 years from
1950. The life expectancy of a white child, however, was 69
years in 1950 and 71.6 years in 1970. Infant mortality for
American Indians and Alaskan Natives has been reduced
by 74 percent, and maternal mortality has been reduced by
91 percent. In 1955, their infant mortality rate was 2.4
times more than the total U.S. rate, but in recent years it
has been 1.2 times the U.S. rate. Neonatal (under 28 days)
and postneonatal (28 days through 11 months) rates have
declined 63 and 82 percent, respectively, since 1955. These
significant decreases primarily result from increased
emphasis on and availability of maternal and child health
services to American Indians in the home, community, and
ITHS health facilities, coupled with improvements in the
home environment, such as a safe water supply, proper
sewage disposal, and other related factors. The 3-year
average maternal mortality rate was 2.2 times the total
U.S. rate two decades ago (1958), but by 1975 and 1976 it
was actually lower than the U.S. rate.

Tuberculosis was once the great scourge of American
Indians and Alaskan Natives. This disease, which
accounted for 55 deaths per 100,000 population in 1955,
now accounts for 6.1 deaths per 100,000 population, a
reduction of approximately 89 percent. The rate of new
cases of tuberculosis for this group was 8 per 1,000in 1955;
the rate is now less than 1 per 1,000. During the same
period, the death rates dropped 65 percent for influenza
and pneumonia, 72 percent for certain diseases of early
infancy, and 89 percent for gastroenteritis.

The age-adjusted death rate for accidents continues to
be considerably higher for the group of American Indians
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and Alaskan Natives than for the total U.S. population
(155.5 per 100,000 versus 44.7 in 1977), The accident death
rates for American Indians 25-54 years of age were almost
5 times that for the total U.S. population of comparative
ages. The homicide and suicide death rates were also
higher; the age-adjusted homicide rate was 2.6 times more
than the total provisional rate in 1977; and the suicide rate
was 2.2 times as high. The suicide rates were higher only
for those American Indians and Alaskan Natives under 45
years of age, with the greatest differentials occurring in the
group 15-24 years of age.

One of the 'most serious health problems facing
American Indians and Alaskan Natives is alcoholism. Dur-
ing the past decade, their alcoholism death rates were from
4.3 to 5.6 times as high as the rates for the total
population.

Several specific illnesses have been identified by IHS as
special health problems for Indians and Alaskan Natives.
One is otitis media or inflammation of the middle ear,
which primarily affects young children and can result in
serious hearing disabilities. The rate of new cases reported
for this condition increased markedly during the 1960’s but
recently declined somewhat. In 1962, when the disease was
first reported, the rate was 3,802 per 100,000 population.
It continued to increase to a high of 12,290 per 100,000 in
1972. Since then, the rate has been declining. It was about
9,658 per 100,000 in 1978. A number of factors con-
tributed to the increase and decrease in these rates. First,
otitis media was out of control and rampant. This then
sparked a concentrated effort on the part of IHS to report,
treat, control, and diminish the frequency of this disease.
Health care was made more accessible and available
through a variety of means; through health education,
American Indians and Alaskan Natives were made aware
of the need to seek health care for ear conditions.

Data on the use of health care resources by American
Indians and Alaskan Natives relate to the number of
admissions, visits, and services at IHS and contract
facilities. They indicate a marked increase in use of IHS
facilities between 1955 and 1978. For example, hospital
admissions were 2.2 times higher in 1978 than in 1955,
visits to outpatient facilities increased more than seven-
fold, and dental services increased more than sixfold,

Increased utilization can be attributed to a number of
factors. Health services have been improved. Modern
health practices are more accepted by American Indians
and Alaskan Natives, in sharp contrast to two decades ago
when there was widespread reluctance to use limited THS
services. Since that time, the staff has expanded from a
small core to a multidisciplined team of health profes-
sionals. Twenty-five hospitals were or will be constructed
as new or replacement facilities by 1980. Many new health
centers have been built in more convenient locations, and
many small health stations were replaced by larger centers.

In the near future, it will be possible to make estimates
of certain health characteristics of the American Indian
population by combining several years of data from the
Health Interview Survey. (Although American Indians and




Alaskan Natives were identified in the 1976 and 1977 HIS,
reporting problems preclude the use of these data in this
report. The first available estimates for this minority group
will be based on 1978-1979 data.) In addition, the 1980
census will contain a special series of questions, including
health-related items, for American Indians and Alaskan
Natives.

Summary

This chapter has presented available national data on the
health status of selected racial and ethnic minorities.
Findings are based on mortality data from the national
vital registration system and on health status and health
care data from the Health and Nutrition Examination
Survey (HANES-I) and the Health Interview Survey (HIS).
HIS data for 1976-77 represent a new source of minority
health information, much of which is presented here for
the first time. Most estimates for American Indians and
Alaskan Natives are based on data provided by the Indian
Health Service.

Compared with whites, mortality is much higher for
blacks and American Indians, especially for those in the
younger and middle years of life. Violent causes of death
(accidents and homicide) are especially high for blacks and
American Indians, Infant mortality is significantly higher
for these minority populations than for the white popula-
tion. Evidence suggests that differing income distributions
may account for part of the race differentials in mortality
and infant mortality, differentials that persist despite
significant declines in mortality during the past 25 years.
However, for Asian Americans mortality is below the
national average. Of all minority groups for which data are
available, Japanese-American females have the lowest
death rate.

A considerably larger proportion of the black popula-
tion than the white perceive their own health to be “fair”
or “‘poor.”” Minority children clearly use fewer health serv-
ices than do white children, but there is no clear pattern
of differences among adults. One of the most striking dif-
ferences between minority populations and the white
population is in dental care, with the minorities receiving
considerably less dental care, both among the poor and the
nonpoor. In addition, while the gaps that existed between
the poor and the nonpoor in physician and hospital care
have generally been closed over the past decade, they still
remain for dental care.

Compared with the white majority, minorities are less
likely to have a regular source of medical care, and those
who do have a regular source more frequently use hospital
outpatient clinics and emergency rooms. The same propor-
tions of the majority and minorities report problems in get-
ting medical care, although a larger proportion of the
minorities report not getting as much medical care as they
need.

In general, these data on the health status of minority
populations indicate considerable differences in mortality

and morbidity when compared to the white population.
Differences in other health status indicators and in utiliza-
tion of health services are not always as obvious. Some of
these differences can be attributed to socioeconomic fac-
tors, and many of the others may result from learned pat-
terns of seeking health care.

Much of the data presented are from surveys. Although
the samples were relatively large, such surveys do not iden-
iify specific small areas where health status and use of
medical care are far below national averages or standards,
nor can they always identify small subgroups of minority
populations with a particular health problem. However,
additional analyses of available data and combining
several years of current and future data will greatly add to
an understanding of the health status of minority groups.

Technical note

Sources of data

Primary sources of information for this chapter are the
various data bases of the National Center for Health
Statistics (NCHS), including the vital statistics data on
mortality and natality, information collected in the Health
Interview Survey (HIS), and information gathered in the
Health and Nutrition Examination Survey (HANES).
Most of the information is derived from existing or
forthcoming Center publications (NCHS, 1979b). HIS
data are collected from a probability sample of about
40,000 households each year, through interviews con-
ducted for NCHS by the U.S. Bureau of the Census. Infor-
mation is obtained on a wide range of health
characteristics, including incidence of acute illness,
prevalence of selected chronic illnesses, associated
disability, use of medical services, and other health-related
topics (NCHS, 1978e; NCHS, 1978f). HANES data are
based on a national probability sample of about 20,000
people who were examined in a highly controlled clinical
setting. Information was obtained on selected conditions,
both known and previously undiagnosed, as well as on a
variety of physical, physiological, and psychological
measures (NCHS, 1973a). Both of these surveys were
designed to represent the civilian noninstitutionalized
population of the United States. A more detailed descrip-
tion of these two surveys can be found in Appendix I of
this report.

Definition and classification
of race and ethnicity

Comparative analysis of health data for minority or ethnic
groups is complicated by the diversity of definitions of
these groups, both conceptual and operational. In the past,
the population-based surveys of NCHS—for example, the
Health Interview Survey and the Health Examination
Survey—as well as many of the surveys conducted by the
Bureau of the Census relied an interviewer observation to
determine race. Frequently, all members of the household
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were assigned the same racial category as the respondent.
Respondents were assigned to 1 of 3 racial groups, white,
black, or other. However, most of the published data from
the Center were restricted to two categories, either
““white’’ and ““all other’’ or “‘white’’ and ‘‘black” (with
the ““all other”” included in the total). The ‘‘other races”
category is frequently too small to analyze as a separate
group, and it includes groups of people with widely differ-
ing health characteristics, resulting in an analytic variable
of only minimal value. Racial and ethnic data from surveys
of records—such as the Hospital Discharge Survey,
National Ambulatory Medical Care Survey, and to some
extent even vital records—are based on the observation of
the person who completed the records.

In an effort to provide for a standard classification for
recordkeeping, collection, and presentation of data on race
and ethnicity, the Office of Management and Budget
issued a directive requiring the use of five standard
categories: American Indian or Alaskan Native, Asian or
Pacific Islander, black (not of Hispanic origin), Hispanic,
and white (not of Hispanic origin). Questions pertaining to
these recommended categories were subsequently added to
most Federal surveys, including those of NCHS. These
questions permit respondents to classify themseleves into 1
of the 5 racial and ethnic groups, although some studies
continue to use Spanish surnames as an indicator of the
Hispanic population.

While standard analytic categories were prescribed by
the Office of Management and Budget and later by the
Office of Federal Statistical Policies and Standards, the
questions used in the wvarious surveys are not yet
standardized. This anomaly results in some degree of non-
comparability between data from surveys, at least in terms
of the estimated number of people in each ethnic group.
On the other hand, some differences in ethnic classifica-
tion between different surveys may not substantially affect
the description of the overall health characteristics of the
minority groups. A more serious impact of the use of the
classification of respondents of their race or ethnicity by
self-identification is the possible changes over time in a
person’s identity with an ethnic group. For example,
people who now identify themselves as Hispanic may not
identify themselves as such in the future. This will severely
hamper long-term trend analysis, both cross-sectional and
cohort analysis, of the health characteristics of certain
minority groups.

The questions used to collect information on Hispanic
origin frequently include the identification of subgroups of
the Hispanic minority, that is, Cuban, Chicano, Mexican-
American, and Puerto Rican. However, the relatively
small size of these subgroups precludes detailed analysis of
their health characteristics. Such analysis will be possible
in the near future when data from several years of the
Health Interview Survey are aggregated so that there are
enough sample cases to analyze specific subgroups of the
Hispanic population. However, this type of analysis
precludes measurement of short-term changes in health
characteristics. Eventually, the same type of analysis will
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be possible for the Asian or Pacific Islander and American
Indian or Alaskan Native subgroups.

Since 1900, information about the ‘‘color or race’’ of
the decedent has been requested on death certificates. For
the most part, national statistics have been tabulated by
color (white and all other). The number of tabulations by
specified race is limited, but Negro (black) has been
included in a table published annually since 1950, which
shows data by age, sex, and detailed causes of death.
Population data available from the last decennial census
permit calculation of death rates for specific races for 1970
but not for more recent years.

The problems of different racial and ethnic definitions
are compounded when it is necessary to combine data from
two different sources. This is the case with mortality
statistics because the numerators for a death rate are
derived from one data base (vital statistics) and the
denominator is derived from another data base (popula-
tion census or survey). Vital event data are collected
annually, while annual population data by age and sex for
denominators are available from the Bureau of the Census
only for white, black, all other races, and the Hispanic
population. Population data on other racial and ethnic
groups are available only for years in which the decennial
census is conducted. The proposed mid-decade census will
help solve this problem as will improved methods of pro-
jecting population changes between enumeration periods.

Even when such data are available, there are problems
of comparability between race and ethnicity reporting on
census data and on vital records. In the case of infant mor-
tality rates, comparability between death and birth cer-
tificate definitions of race creates an additional problem.
On the birth certificate, the combination of parents’ races
determines race, while on the death certificate race is solely
determined by that of the decedent.

Occasionally, it is possible to correct for some of the
errors arising from the foregoing problems in death rates
by race. Matching the death records with the census
record, for example, enabled Kitagawa and Hauser (1973)
to correct death rates for race misclassification. Correc-
tions did not change the relative standing of mortality of
the racial groups, but they did tend to enlarge the dif-
ference from white mortality for 1960. In the absence of
matched vital and census records, no sound basis exists for
the correction of death rates by race. Therefore, observed
rates presented here may contain a large error component.
If these errors are in the direction of those reported by
Kitagawa and Hauser, the death rates reported here may
be assumed to understate true race differentials in
mortality.

Death rates for the Hispanic and American Indian
populations present special problems. Historically, no
method for identifying persons of Hispanic origin from the
death certificate has existed. In response to the growing
interest in and need for mortality data on the Hispanic
population, some States have added an item to their death
certificates to identify such persons. Data on the number
of deaths for 1978 will be published for some 18 reporting
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States, accounting for approximately 60 percent of the
Hispanic population in the U.S. Whether it will be possible
to publish mortality rafes for the Hispanic population will
depend on the evaluation of the adequacy of intercensal
estimates of the Hispanic populations for those States.

Vital event data are furnished annually to the Indian
Health Service (IHS) by NCHS under a contract arrange-
ment. Indian Health Service mortality estimates pertain to
residents of 25 States in which IHS has responsibilities.
The IHS has developed a methodology for making popula-
tion estimates and projections for American Indians and
Alaskan Natives., U.S. Bureau of the Census 1970 popula-
tion counts are updated each year, using American Indian
and Alaskan Native natural increases (births minus deaths)
by county and total migration data for the county to derive
current and projected national and State population
estimates.

Additional data sources

In recent years, NCHS has collected a wide range of data
relating to minority health status, some of which have been
presented in this chapter. However, NCHS cannot com-
pletely utilize these data because of present resource limita-
tions and priorities. Other researchers may obtain these
data through the public-use data tape program (NCHS,
1978g). For example, since 1969, the public-use mortality
tapes have contained the following racial identifications:
white, black, American Indian, Chinese, Japanese,
Filipino, Hawaiian, other Asian or Pacific Islander, and
other races. While these racial categories are identified,
comparative analysis is restricted by the relatively small
cell sizes and the lack of adequate denominator population
data, as described above. As more detailed questions on
ethnic identity are added to the NCHS population-based
surveys, the data will also be added to the public-use tapes.
The 1976 HIS public-use tapes contained ethnic data for
the first time.

The 1980 decennial census will contain detailed ques-
tions on race and ethnic origin, and this will permit the
calculation of new detailed vital rates. In addition, the
decennial census contains several gquestions on disability
status for adults, and this also should prove to be a
valuable source of information. It can be expected that the
race and ethnicity questions on the decennial census will
result in a better understanding of how to ask such ques-
tions and will lead to more standardized race and ethnicity
questions in other surveys.
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Table 1. Selected health characteristics, according to income, age, and race or ethnicity: United States,

average annual 1976-77

(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

Persons with—

Income, age, Population Restricted- Bed
and race or in Self-assessed Limitation Some form activity days3
ethnicity thousands health status of of health days2 4
as fair or poor activity insurancel
4
ALL INCOMES Percent of population Number per person
per year
All ages

Total wmmmmm——————— 211,400 12.3 13.9 88.6 18.0 7.0

Black 23,066 19.1 14.6 83.5 20.7 8.9
Hispanic 11,913 12.8 9.1 75.7 16.7 7.8
White 160,129 11.0 14.0 90.8 17.6 6.6

Under 17 years
Total 60,399 4.2 3.5 87.9 11.1 5.2
Black 7,992 7.5 3.5 83.3 8.5 .4
Hispanic 4,854 6.0 3.0 76.4 12.5 6.3
White 42,740 3.3 3.6 90.8 11.3 5.1
17-44 years
Total 85,662 8.k 8.5 85.8 14.2 5.5
Black 9,373 16.1 9.7 8l