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FOREWORD

Health, United States, 1976-1977 is a report
by the Secretary of Health, Education, and Wel-
fare to the President and the Congress of the
United States. The report is the second in the
series mandated by Public Law 93-353, the
Health Services Research, Health Statistics, and
Medical Libraries Act of 1974.

This is a report in fulfillment of the statutory
requirement that the Secretary, acting through
the National Center for Health Services Re-
search and the National Center for Health Sta-
tistics, and with the advice of the United States
National Committee on Vital and Health Statis-
tics, compile a report on health care costs and
financing, health resources deployment, utiliza-
tion of health services, and the health of the
population. In selecting statistical information
for inclusion in the joint report, the major cri-
terion was relevance for policy and administra-
tive decisions with respect to the allocation of
Tesources.

With the rapid increase in expenditures for
medical care and the increasing proportion paid
for out of public funds, resource allocation de-
cisions are critical. For many years, about 25
percent of the health expenditures came from
public funds; with the implementation of Medi-
care the proportion started to rise reaching 42
percent in fiscal year 1976 or $269 for every per-
son in the United States.

The expanding role of public funds raises
issues of accountability. The thorough analysis
of alternative policies and the evaluation of the
impact of programs are imperative. This report
is intended to provide a statistical basis for such
analysis and evaluation.

Considerably greater attention has been de-
voted to the analysis and interpretation of the
statistics in the present report as compared to
the 1975 report. In response to feedback regard-
ing the 1975 report, from both the Executive
and Legislative Branches, analytical chapters
have been added, data tabulated in ways not
heretofore available, and a glossary and descrip-

tion of data sources incorporated. In every case,
since an omnibus report can only touch the
surface, there are references to sources where
more extensive information can be found.

The report is divided into two parts. Part A
consists of four analytical chapters that permit a
more thorough examination of selected impor-
tant and timely aspects of health and health
care and an opportunity to delineate relation-
ships not readily discernible in the detailed ta-
bles. Part B consists of 180 statistical tables with
short expository text, brief descriptions of the
data sources, a glossary, and a guide to the tables.

One chapter in Part A is devoted to a specific
population, the elderly. People 65 years and
over, as a group, are subject to high rates of ill-
ness and disability; they use health care services
at a higher rate than any other age group. Pro-
jected growth of the elderly population will
place heavy demands on our health care re-
sources. Thus understanding of the need for
care, utilization of health services, and financing
of health care for this growing population group
is critical.

Another analytical chapter deals with a spe-
cific disease, hypertension. Although effective
therapy is available, hypertension remains a
public health problem of considerable magni-
tude. Newly available data, some of it published
for the first time in this report, may help to de-
fine more precisely the target population for
control efforts.

Another chapter discusses geographic varia-
tions in health and health care resources within
the United States. A traditional tool in epide-
miologic studies of disease, geographic data are
also needed for setting priorities for health pro-
grams in local areas. Included in this chapter are
data developed specially for the 212 Health Sys-
tems Agencies which are responsible for health
planning and resources development across the
Nation.

The final chapter in Part A is devoted to our
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current system of financing health care to high-
light problems facing policymakers considering
a national health insurance program.

The data presented in the tables in Part B
were the latest available when this volume went
to press. Many of the tables provide additional
data on the topics discussed in the chapters. For
example, there are tables of mortality rates,
utilization rates, and manpower and facility
levels by degree of urbanization which supple-
ment the chapter on geographic variation.
There are many tables where age is a variable;
these supplement the chapter on the elderly.
Other tables show updated or newly available
data on a wide variety of other topics. Tables
already available in Health, United States, 1975
are not repeated. The “Guide to Tables” is de-
signed to help the user find data on specific
topics and includes references to the earlier
volume when additional data on the topic are
available there. This approach permits a wider
range of data to be presented in these reports.

iv

Much of the data presented are derived from
the established data systems of the National Cen-
ter for Health Statistics. Data from other gov-
ernment agencies, especially other components
of the Public Health Service and the Health
Care Financing Administration, and from pri-
vate and professional organizations are also in-
cluded. The chapter on issues in national health
insurance draws heavily upon research con-
ducted or supported by the National Center for
Health Services Research.

Neither this report nor the companion chart-
book of selected data include all measurements
of health and health care that one might like to
have. Certain types of potentially valuable sta-
tistics are not collected because of budgetary
constraints, technical and methodological diffi-
culties, and privacy considerations. Nevertheless,
the statistical data assembled in this report pro-
vide considerable clarification in many impor-
tant areas of concern.



HIGHLIGHTS

Health Status and Determinants

The total population of the United States in
1975 was 213.5 million having increased only
0.8 percent or 1.6 million from the previous
year. The rate of natural increase in the 1970’s
is lower than it has ever been in the United
States.

In 1975 there were 22.4 million people 65
years and over. By the year 2000 there will be
31.8 million, and by 2030, as the last of the
World War II baby boom reaches age 65, there
may be 55.0 million.

The birth rate continued its decline with the
greatest decline among married women. Higher
proportions of married couples were using con-
traception, and they are using effective methods
with low failure rates.

The proportion of babies born to unmarried
women has increased because of the decline in
marital fertility. In 1975 there were about 450
thousand births to unmarried women. Over a
quarter were to young women under age 18
who probably did not finish high school; half
were to women under age 20.

The 1975 death rate of 8.9 deaths per 1,000
people was the lowest ever recorded in this
country, having declined by 2.9 percent from
1974. The age-adjusted rate for men was 1.8
times that for women; for people other than
white it was 1.4 times the white rate. Black
children under age 5 had a death rate twice as
high as white children.

The difference in life expectancy between
men and women has continued to increase while
the difference between whites and others has de-

creased. If 1975 death rates were to continue to
prevail over their lifetimes, white female babies
born in 1975 could expect to live 77.2 years,
other females 72.3 years, white males 69.4 years,
and other male babies 63.6 years.

About two-thirds of the deaths in 1975 were
caused by heart disease, malignant neoplasms,
or cerebrovascular disease. While death rates
from heart disease and cerebrovascular disease
have been declining, the death rate for cancer
has continued to climb slowly.

About two-fifths of the deaths of small chil-
dren aged 14 are caused by accidents; half of
the deaths of children aged 5-14 and 15-19 are
caused by accidents.

In 1975 approximately 32 percent of the chil-
dren aged 1-4 were not protected against measles
and 38 percent were not protected against
rubella. About 25 percent were not protected
against diphtheria-tetanus-pertussis and 35 per-
cent had no protection against polio.

Four-fifths (87 percent) of the civilian non-
institutionalized population were reported to be
in good or excellent health. Higher proportions
of both the aged and the poor were reported to
be in poorer health than the young and the
more affluent.

In 1974 almost 7 million people or 3.3 per-
cent of the noninstitutionalized population were
unable to perform what they considered their
major activity, 7.3 percent were limited in the
kind or amount of major activity, and 3.5 per-
cent were limited in other activities as a direct
result of chronic diseasés. In total, about 30
million persons had some degree of limitation
of activity as a result of chronic diseases. Heart
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conditions, arthritis and rheumatism, and or-
thopedic impairments were the major causes
of limitation of activity.

More than 23 million (18 percent) of the
adults in this country have hypertension. Only
45 percent of the people identified as being defi-
nite hypertensives reported that a physician had
ever told them they had high blood pressure
or hypertension.

Tuberculosis has dropped from one of the
major diseases in the early 1900’s to a relatively
rare disease today. Still the rate of tuberculosis
among blacks and other minorities is more than
4 times higher than among whites, and the rate
in large metropolitan areas is more than twice
that in small metropolitan and nonmetropolitan
areas.

The venereal disease rate has been rising
since 1960 and has reached epidemic propor-
tions. The 1976 data indicate, however, that
the rate for syphilis may have dropped a bit
since the previous year, and the rate of increase
in the gonorrhea cases may be less than pre-
viously.

At every age and for both sexes, death rates
are higher for people who smoke or who have
smoked in the past than for people who have
never smoked. Smoking has decreased among
adults and to some extent among teenaged boys;
however, there has been an increase in smoking
levels among teenaged girls.

According to skinfold measurement, about
13 percent of the men and 23 percent of the
women aged 20-74 are obese. About twice as
many people rate themselves as overweight
when asked.

About 22 million persons or 10.4 percent of
the population have experienced difficulty ob-

taining medical care, with the most common
problem being trouble getting an appointment.

Utilization of Health Resources

Differences in the amount of utilization of
health services between the poor and the non-
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poor that existed a decade ago have diminished,
disappeared, or actually reversed.

While the number of physicians per 100,000
people has been increasing, the number of
physician contacts per person (excluding con-
tacts while a hospital inpatient) has remained
about the same. Three-quarters of the civilian
noninstitutionalized population had at least one
physician contact in 1975.

When physicians assessed the seriousness of
the problem which caused the patient to visit
them, almost half the visits were for problems
rated as “not serious,” and another third were
considered only ‘“slightly serious.”

Proportionately fewer children other than
white, children from low-income families, and
children in nonmetropolitan areas saw a doctor
at least once during the year than their white,
higher income, and metropolitan counterparts.

Visits to emergency rooms accounted for 4.5
percent of all physician contacts in 1975 in
contrast with 2.5 percent in 1971. In 1975, 11
percent of all physician contacts of children
under age 15 in low-income (less than $5,000)
families were emergency room visits in contrast
with 5.7 percent in 1971.

Half of the population saw a dentist at least
once in 1975. Only 35 percent of the people
in low-income families (less than $5,000) had
at least one dental visit during the year in con-
trast with 65 percent in high-income families
($15,000 or more), and the high-income per-
sons reported twice as many visits per person,
2.2 vs. 1.1 visits per year.

People in families with low incomes are hos-
pitalized more often, and once hospitalized they
remain in the hospital longer than people in
families with higher incomes.

The hospital discharge rates for people 65
years and over increased substantially from 1965
to 1975 (from 264 to 359 per 1,000).

In 1975 diseases of the circulatory system
accounted for almost a third of the days elderly
people spent in short-stay hospitals and 26 per-
cent of their visits to physicians’ offices.
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Surgery was being performed at a higher rate
in 1975 than in 1965. A rate of 9,584 operations
per 100,000 persons of all ages occurred in 1975
in contrast with 7,785 in 1965, an increase of
24 percent.

The tonsillectomy rate (per 100,000 children
under age 15) declined by 46 percent from 1,642
in 1965 to 879 in 1975.

Only 14 percent of the noninstitutionalized
population are limited in activity because of
chronic diseases, yet these people account for
27 percent of the visits to physicians and 41 per-
cent of the days in the hospital.

By early 1974 over a million persons were
residents of nursing homes or facilities that pro-
vide some level of nursing care. The vast ma-
jority were elderly people who utilized far more
days of care in nursing homes than in short-stay
hospitals.

The increase in the use of outpatient psy-
chiatric ‘services is associated with reductions
in the use of inpatient psychiatric hospital serv-
ices, increases in use of new drug therapies, and
expansion of insurance benefits for outpatient
psychiatric services.

In 1975 only 11 percent of “abortions were
for women who had to cross a State line to
receive care in contrast with 13 percent in
1974, 25 percent in 1973, and 44 percent in
1972. About one-third of the abortions were for
women under age 20.

Diazepam (Valium) was the single drug most
often responsible for drug-related emergency
room visits. Alcohol in combination with at least
one other drug was the second most common
reason for drugrelated emergency room visits.

Health Care Resources

The number of physicians in the United
States increased nearly 70 percent between 1950
and 1974; the ratio of physicians to population
increased 22 percent over the same period.

A large portion of the increase in the number
of physicians is due to the increasing number
of foreign medical graduates (FMG's) practic-
ing in the United States. Nearly 20 percent of
all physicians were FMG’s in 1973.

Metropolitan areas had }arger physician-
population ratios than nonmetropolitan areas
(174 per 10,000 population vs. 7.4) and the
largest differences were between the core coun-
ties of the largest SMSA’s and the least populous
counties that were adjacent to SMSA’s (23.3 vs.
3.6) .

In 1974 the number of active, non-Federal
physicians per 10,000 population varied from
429 in the District of Columbia and 23.6 in
New York to 8.5 in Alaska and 7.8 in South
Dakota.

Dentists are more concentrated in metro-
politan areas; the dentist-population ratio was
6.7 per 10,000 population in large metropolitan
areas and 3.7 per 10,000 population in counties
which were not adjacent to SMSA’s. The high-
est dentist-population ratios were in those areas
with the highest physician-population ratios.

In 1975 the number of civilian dentists per
10,000 population ranged from 8.5 in the Dis-
trict of Columbia and 7.6 in New York to 2.9
in South Carolina and 2.6 in Mississippi.

During the past 30 years over $50 billion were
spent on. health facilities construction and mod-
ernization. While only between $3 and $4 bil-
lion of this total were derived directly from the
Hill-Burton Program, those funds appear to
have been a factor in achieving a more equi-
table distribution of the short-stay hospital bed
supply across the country.

The number of hospitals decreased from
7,845 to 7,438, and the number of hospital beds
decreased from 1.6 million to 1.4 million from
1969 to 1973. The decline in hospital beds has
been entirely within the specialty hospitals;
there has been an increase in the number of
general medical and surgical hospital beds.
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One of the many factors related to the rising
cost of hospital care is the increase in the num-
ber of hospital employees per patient. In 1974
there were 336 full-time equivalent employees
for every 100 patients in non-Federal short-stay
hospitals. This is about twice the number of
employees per patient as 30 years ago.

In general, the number of short-stay hospital
beds per 1,000 population was highest in the
West North Central States (5.8) and lowest in
the Pacific States (3.9).

Acute care hospital beds are not concentrated
in large metropolitan areas the way physicians
and dentists are. In 1974 there were 4.4 short-
stay general hospital beds per 1,000 people in
large metropolitan areas and 4.7 per 1,000 peo-
ple in counties which were not adjacent to
SMSA’s.

The growth of the nursing home industry
was one of the major health developments in
the past decade. There were 314 times as many
beds in nursing care homes in 1973 as a decade
earlier (1.1 million in 1973 compared with
0.3 million beds in 1963).

Nationally, there were 62 nursing home beds
per 1,000 people 65 years and over in 1973.
There were fewer than 30 per 1,000 people 65
years and over in Florida and West Virginia
.and more than 100 in Wisconsin and Minne-
sota.

Health Expenditures

During the fiscal year ending June 1976, the
amount spent for health care in the United
States totaled $139.3 billion or 8.6 percent of
the gross national product. This total health
expenditure was 14 percent greater than that
in the previous year. The average expenditure
of $638 per person was 18 percent more than
in the previous year.

Between 1950 and 1976, total health expendi-
tures rose at an average annual rate of 9.9 per-
cent. Half of this increase was due to price
increases.

Expenditures for hospital care rose more
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rapidly than those for services of physicans and
dentists. Changes in the quantity and quality of
services provided by hospitals, however, have
accounted for a little less than half of the in-
creased outlays for providing that care.

Between 1950 and 1976, an increasing pro-
portion of total health expenditures were spent
on inpatient care (i.e., hospital and nursing
home care). In fiscal year 1976 hospital care
alone accounted for 40 percent of national health
expenditures. Expenditures for nursing home
care have grown at a rate of 21 percent a year
since enactment of Medicare and Medicaid in
contrast to a 16-percent growth rate during the
previous 10 years.

Between 1965 and 1976, public expenditures
rose at nearly twice the rate of private expendi-
tures. By 1976 they accounted for more than 42
percent of all spending for health care, up from
a relatively stable 25-percent share during the
years from 1950 to 1965.

Per capita public expenditures increased from
$48 in 1965 just prior to implementation of the
Medicare and Medicaid programs to $269 in
1976, while per capita spending from private
sources during this period increased from $149
to $369.

In fiscal year 1976 public program expendi-
tures (i.e., expenditures by Federal, State, and
local governments) totaled $53.3 billion. Medi-
care and Medicaid together accounted for 62
percent of this total.

Nearly 60 percent of public program expendi-
tures, $30.4 billion, were devoted to hospital
care, with the largest amounts (both absolutely
and proportionally) being paid by the Medicare
program. Physicians’ services accounted for
$6.6 billion, or 12 percent of the total, followed
closely by outlays for nursing home care of
$5.9 billion (11 percent).

Per capita payments by the Medicare and
Medicaid programs vary among geographic re-
gions. In both 1971 and 1974 per capita pay-
ments for hospital care under Medicare were
highest in the Northeast and lowest in the



South, while per capita payments under Medi-
care’s supplementary medical insurance pro-
gram were highest in the West and lowest in
the North Central Region.

Per capita expenditures for personal health
care services increase with age. In fiscal year
1976, $1,521 was spent for each person 65 years
and over, $547 for those aged 19-64, and $249
for those under age 19.

The health expenditures for older people
were publicly subsidized to a greater extent than
those for the younger population. In fiscal year
1976 the public contribution varied from 68
percent for the elderly to 26 percent for people
under 19 years of age.

The total economic cost of illness, taking into
account the direct cost of treatment and the
losses attributed to morbidity and mortality at a
4-.percent discount rate was $189 billion in
1972. The major increase was in the direct cost
of providing care. Direct costs accounted for
39.8 percent in 1972 in contrast to 24.1 percent
in 1963. Diseases of the circulatory system ac-
counted for the largest share of total costs of
illness, one-fifth, in both years.

An estimated 163 million persons, or 78 per-
cent of the Nation’s civilian population, were
protected by private health insurance against
some portion of the cost of hospital care at the
end of 1974.

Private health insurance paid for about one-
quarter of all health care expenses in fiscal year
1976. The bulk of these payments were for hos-

pital care (62 percent) and physicians’ services
(30 percent).

The proportion of people having private in-
surance coverage in 1974 increased with income,
rising from 37 percent for the lowest income
group (less than $3,000) to more than 90 per-
cent among families with incomes of $15,000.
or more.

Historically, medical care price increases have
exceeded the increases registered by the total
Consumer Price Index. Between 1950 and 1976
medical care prices increased 3.4 times while the
Consumer Price Index increased 2.4 times.

The imposition of price and wage controls
under the Economic Stabilization Program from
August 1971 to April 1974 reduced the rate
of health care inflation to less than two-thirds
the rate of the previous 2 years. Large increases
in medical care prices followed expiration of
the program. '

The 1972 average total cost per resident day
in nursing homes was $15.63, about 59 percent
of which was labor expenses. The Northeast Re-
gion averaged substantially higher costs and
charges than other areas.

The average net income of dentists in 1972
was $34,455.

Between 1969 and 1974, physicians’ net in-
comes rose at an average annual rate of 5.2 per-
cent from $39,727 to $51,224; fees for an initial
office visit rose an average 8.8 percent per year,
and expenses rose 10.7 percent per year.
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CHAPTER |

Elderly People: The Population
65 Years and Over?

Americans are living longer today than ever
before in history. Mortality rates among the
elderly have been declining during the past sev-
eral years. Even without further reductions in
mortality, persons currently reaching their 65th
birthday will, on the average, live 16 more years.

It would be a mistake to think of the elderly
as a homogeneous population. As a group they
are more likely than younger people to suffer
from multiple, chronic, often permanent con-
ditions that may be disabling. Despite that, the
majority are living active lives and are able to
remain in their own households. The propor-
tion of the population with health problems in-
creases with age and a minor health problem
that might be quickly alleviated at younger ages
tends to linger, but the range in health status is
just as great in this group as in any other.

Aging is a process that continues over the en-
tire lifespan at differing rates among different
people. The rate of aging varies among popu-
lations and among individuals in the same popu-
lation. It varies even within an individual be-
cause different body systems do not age at the
same rate.

= Prepared by Mary Grace Kovar, Division of Analysis,
National Center for Health Statistics.

NOTE: Unless otherwise noted, data in this chapter
are from the ongoing data-collection systems of the Na-
tional Center for Health Statistics (NCHS). This is the
first publication of many recent statistics from NCHS; other
data have been published in the Vital and Health Statistics
series. Bibliographic citations are given for all publications
which do not originate from NCHS.
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There are, therefore, no biological reasons
for defining the “elderly” in terms of a specified
calendar age. The reasons for using age 65 to
mark the beginning of old age are mostly social
and legislative. Private retirement plans, Social
Security, and many other programs that affect a
person’s way of life take effect at age 65. This
may change in the future in response to social
pressures. At present, however, 65 years and over
is generally accepted for use in programs relat-
ing to aging and is used to define the elderly
population in this chapter.

Interest in how older people fare has grown
in recent years, partly because of their rapid
increase both in absolute numbers and in their
proportion of the total population. Also, interest
in their utilization of health services has
mounted because of the escalating costs of medi-
cal care and the growing proportion of these
costs paid out of public funds. As a result, aware-
ness of their health status, needs for health care,
and utilization of services has intensified.

POPULATION
CHARACTERISTICS

Planning for the health needs of a Jarge num-
ber of older people is a relatively recent concern
that will remain with us in the foreseeable fu-
ture. In 1900 there were only 3.1 million people

3



65 years and over in the United States. By 1940
the number had tripled to 9.0 million, and in
the next 25 years it doubled. In 1965, just before
Medicare was instituted, there were 18.5 million
people 65 years and over in the United States,
and by 1975 there were 22.4 million elderly
people. According to the most recent population
projections, there will be about 31.8 million el-
derly people by the year 2000, and by 2030, as
the last of the post-World War Il baby boom
population attains age 65, there will be 55.0 mil-
lion (Census Bureau, 1977). These projections
may be underestimates. Since mortality rates
are currently declining at all ages, the number
of people surviving into old age could be
greater.

Within the age group 65 years and over, the
proportion of people aged 65-74 is getting
smaller, while the proportion 75 years and over
is getting larger. This trend is expected to con-
tinue at least until the end of the century. In
1900 the proportion of the elderly who were 75
years and over was 29 percent; by 1970 it was 38
percent. By the year 2000 it is expected that
about 45 percent of the population 65 years and
over will be 75 years and over (Census Bureau,
1977). The proportion of the elderly who are
75 years and over is tremendously important in
evaluating health status and estimating needs for
health care. The prevalence of chronic diseases
and impairments and the utilization of medical
services which increase with age increase more
rapidly beginning at about age 75. Thus as a
group the people 75 years and over need more
medical care and home services if they are to
continue to lead active lives.

The sex ratio (i.e., number of men per 100
women) is very low in the elderly population
because death rates at every age are higher for
men. For every 100 women, 105 men are
born. Among people 65 years and over, however,
there are only 69 men per 100 women. The
ratio decreases from 77 men per 100 women at
ages 65-74 to only 48 men per 100 women at 85
years and over.

The sex ratio among the elderly has changed
radically within the last few decades. In 1960
the sex ratio for people 65 years and over was 83
men per 100 women (Census Bureau, 1976a).
Since then, however, people who were part of
the great immigration waves before World War
I, in which the proportion of men relative to
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women was large, have mostly died. Addition-
ally, the increase in life expectancy over the past
decades has been greater for women than for
men. The difference between the sexes in life
expectancy at birth was only 2.0 years in 1900
but 7.8 years in 1975.

Many people in this age group rely on long-
term institutional care at some point. According
to the 1970 census, 5 percent of the people 65
years and over were residents of institutions, and
by 85 years and over, 19 percent were residing in
institutions at any given time (Census Bureau,
1973). The risk of being institutionalized at
some point is high.

Still, at any given time the vast majority (95
percent) of the elderly are not in institutions.
Most remain in their homes. In fact, in the past
decade the proportion of the elderly maintaining
their own household has increased and the pro-
portion classified as living with “other relative”
(i.e., residing in families of which they are nei-
ther the head nor the wife of the head) has de-
creased. Of the 21.3 million elderly not in insti-
tutions in 1975, some 5.8 million lived alone,
11.4 million were married and living with a
spouse, and 4.1 million lived with other relatives
or nonrelatives. The most common marital
status among elderly men was to be married
with the wife present (77 percent). The most
common marital status among women was
widowhood (51 percent); only 38 percent of
elderly women were married with the husband
present.

Elderly women were far more likely than
elderly men to be living alone. Thirty-six per-
cent of women 65 years and over and 41 percent
of women 75 years and over were living alone
in 1975, in contrast to 14 percent of men 65
years and over and 18 percent of men 75 years
and over (Census Bureau, 1976a).

Financial difficulties also may beset elderly
people. In 1974, men 65 years and over had a
median income of about $4,500, which was near-
ly double the $2,400 median income of women
the same age. Elderly people living alone or
with nonrelatives had very low incomes; the
median was $3,400 for men and $2,900 for wom-
en (Census Bureau, 1976b). Thus maintaining
a household rather than moving in with relatives
is often financially difficult even with Social
Security benefits, the major source of cash for
about 7 out of 10 elderly beneficiaries living



alone. Maintenance of a household is especially
difficult for elderly women since they often have
little income and are more likely than elderly
men to live alone.

Finally, older people, like younger ones, are
likely to be living in metropolitan areas. Two-
thirds (68 percent) of the 21.3 million non-
institutionalized elderly live in counties classi-
fied as metropolitan. Another 11 percent live
in urbanized counties, and 21 percent live in
counties which have an urban population of less
than 20,000 people. The relative distribution is
the same for those aged 65-74 and those 75 years
and over.

This chapter focuses on three of the demo-
graphic characteristics discussed above—age, sex,
and geographic distribution. Where needed,
occasional references are made to other char-
acteristics, such as income, but the Medicare and
Medicaid programs along with coverage under
private health insurance plans have decreased
the financial barriers to many kinds of medical
services. For those services, income no longer
determines utilization. The change in utiliza-
tion is documented where data are available.

Age and sex are biological characteristics as-
sociated with an individual’s health, need for
medical care, and utilization of services. Geo-
graphic area is associated with patterns of health
care delivery and the availability of medical re-
sources. Thus focusing on these three variables
may throw some light on how characteristics of
the individual and of the medical care system
determine the older population’s use of medical
care.

TRENDS IN HEALTH
Mortality

Mortality rates, the oldest and still most
widely available measure of health, have de-
clined considerably for older people. From 1950
to 1975 the death rate for people 65 years and
over declined by 13 percent. Most of this decline
has been recent; the rate has decreased by 11
percent since 1965 (table A). In 1965 there
were 6,118 deaths per 100,000 people 65 years
and over; in 1975 there were 5,432.

The decline in death rates over the 25 years

has actually been much greater for each 10-year
age group. From 1950 to 1975 death rates for
each age group declined by more than 20 per-
cent. From 1965 to 1975 rates declined by 16
percent for people aged 65-74, by 10 percent for
those aged 75-84, and by 25 percent for those 85
years and over. All of the decline in death rates
for the oldest group has occurred since 1965.

Death rates have been consistently higher
among elderly men than women, and the mor-
tality differential is widening. At the turn of the
century the death rate for men 65 years and
over was 6 percent higher than that for women
(Linder and Grove, 1943). By 1950 the death
rate for elderly men was 27 percent higher than
that for women. It was 41 percent higher by
1965 and 47 percent higher by 1975.

Life expectancy at age 65 increased more be-
tween 1950 and 1975 than during the first 50
years of this century. In 1900 people age 65
could expect to live 11.9 years longer; in 1950
they could expect to live 13.8 years longer. Ex-
pectation of life at age 65 increased by 0.8 years
from 1950 to 1965 and by an additional 1.4
years from 1965 to 1975. Thus by 1975 a person
could look forward to 16.0 more years of life
after a 65th birthday.

The gain is not distributed equally; most of
it is among women. Between 1965 and 1975
white women age 65 gained 1.8 years and other
women 2.0 years. White men gained only 0.8
years and other men 1.1. In 1975 white women
age 65 could expect to survive for another 18.1
years and other women for 17.5 years, but men,
regardless of color, for only 13.7 more years.

Substantial declines in two of the three lead-
ing causes of death, heart disease and cerebro-
vascular disease, account for most of the decrease
in mortality of the elderly (table B). The 1975
death rate for heart disease, the leading cause
of death, was 84 percent of the rate 25 years be-
fore. The death rate for cerebrovascular disease
was 79 percent of the 1950 rate. The decline in
the death rate for heart disease alone accounted
for 55 percent of the overall decline in mortality
among the elderly from 1950 to 1975 and 61 per-
cent of the decline from 1965 to 1975.

In contrast, the death rate for cancer, the
second leading cause of death, has increased
slowly over the years. In 1975 about 961 in
every 100,000 people 65 years and over died
from cancer. Ten years earlier the rate had been
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Table A. Death rates for persons 65 years and over by sex, color, and age, and expectation of life at age 65 by sex and color:
United States, 1950, 1965, and 1975

(Data are based on the National Vital Registration System)

Sex, color, and age 1950 1965 1975
Deaths per 100,000 population
Both sexes 65 years and over

Total, 65 years and over 6,270.3 6,118.3 5432.4

6574 YEArS ... e e 4,104.3 3,790.3 3,189.2
75-84 years 9,331.1 8,192.7 7,359.2
85 years and over 20,196.9 20,199.7 15,187.9
White, 65 years and over 6,260.1 6,106.8 5442.7

65-74 years 4,023.1 3,667.1 3,107.2
75-84 years 9,416.5 8,287.0 7,384.0
85 years and over 20,678.6 20,982.5 15,707.5
All other, 65 years and over . 6,414.6 6,261.0 53236

65-74 years 5,205.0 5257.0 3,970.7
75-84 years 8,039.7 7,0195 7,076.1
85 years and over ... . 14,473.6 12,345.3 10,102.9

Male

Total, 65 years and over 7,053.3 7,316.1 6,702.7

65-74 years 4,931.4 5,046.4 4,4145
75-84 years 10,426.0 9,823.2 9,519.4
85 years and over 21,636.0 21,2789 17,572.6
White, 65 years and over 7,052.3 7,316.2 6,735.3

65-74 years 4,864.9 4,929.5 4,3558
75-84 years ... 10,526.3 9,9746 9,608.1
85 years and over ... ... 22,1163 22,2434 18,257.9
All other, 65 years and over ..... 7,066.3 7,326.5 6,399.4

65-74 years 57949 6,382.7 4,970.8
75-84 years .. 9,029.6 8,132.8 8,604.9
85 years and over . 16,022.1 13,070.7 11,693.8

Female

Total, 65 years and over 5,568.7 5,189.8 4,550.9

6574 YRArS . .o e e s 3,3332 2,768.9 2,2470
75-84 years ... 8,399.6 6,998.5 6,030.4
85 years and OVer ... ot e . 19,194.7 19,526.4 14,0314
White, 65 years and over ... 5,554.9 51754 4,554.6

65-74 years ... ... 3,242.8 26443 2,152.8
75-84 years 8,481.5 7,064.7 6,034.7
85 years and over . ... i 19,679.5 20,213.2 14,494.1
All other, 65 years and over ... .. 5,769.1 5,362.2 45113

65-74 years ... . ... 4,610.7 4,291.0 3,172.0
75-84 years ... ... 7,064.7 6,0925 5,978.5
85 years and OVEr .. ... e 13,366.8 11,794.4 9,177.3

Expectation of life at age 65

Total 138 146 16.0

White male 128 129 13.7
All other male 12.8 126 137
White female 15.0 16.3 18.1
All other female 145 155 175

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. li, for data years 1950
and 1965, Washington, U.S. Government Printing Office; and for 1975, Health Resources Administration, DHEW, Rockville,
Md.,, to be published.



and by sex for 1975: United States, 1950, 1965, and 1975
(Data are based on the National Vital Registration System)

Table B. Death rates for the 10 leading causes of death among persons 65 years and over, by 1975 rank order for both sexes,

Cause of death and ICDA code

1975

1950 | 1965 | pgom

sexes Male Female

All causes

Deaths per 100,000 resident
population 65 years and over

Diseasés of heart

390-398, 402, 404, 410-429

Malignant neoplasms
Cerebrovascular diseases

Influenza and pneumonia

62703 | 61183 | 54324 67027 | 45509
28609 | 28239 | 2,4039§ 29330 | 20367
140-209 856.5 9014 96114 1,301.1 7252

430-433 9238 901.0 729.7 740.5 7221
470-474, 480-486 1913 2137 187.1 2392 150.9

Arteriosclerosis 440 -— — 1230 119.8 1252
Diabetes mellitus 250 121.1 1229 1129 102.8 1199
Accidents E800-E949 210.8 155.0 109.6 140.6 88.1

Motor vehicle accidents E810-E823 431 389 25.3 387 16.0

All other accidents E800-E807, E825-E949 167.7 116.1 843 101.9 72.1
Bronchitis, emphysema, and asthma 490-493 — - 80.5 1525 30.5
Cirrhosis of liver 571 349 345 36.6 58.1 21.6
Nephritis and nephrosis 580-584 — — 232
Suicide E950-E959 300 22.8 3638 Cees
Hernia and intestinal obstruction 550-553, 560 376 35.6 205

All other causes

— —~ | eea9ll sma| s101

NOTE: Cause-of-death titles and numbers are based on the Eighth Revision International Classification of Diseases,
Adapted for Use in the United States. Because of decennial revisions in the classification and changes in rules of
cause-of-death coding, there is lack of comparability for some causes from one revision to the next. In some instances data
are omitted for earlier years because the appropriate subcategories are not available. Data for influenza and pneumonia
should not be interpreted for trends since they are influenced by epidemics which cause large fluctuations in data for a

single year.

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. Il, for data years 1950
and 1965, Washington, U.S. Government Printing Office; and for 1975, Health Resources Administration, DHEW, Rockville,

Md., to be published.

901, and 25 years earlier it had been 857 per
100,000 people 65 years and over.

The death rate for accidents (excluding mo-
tor vehicle accidents) deserves mention, if only
to point out the remarkable decline; the rate in
1975 was half the rate 25 years earlier. For those
85 years and over the rate was one-third the rate
in 1950, about 293 in contrast with 928 deaths
per 100,000 people.

Disability

Data on morbidity and disability are unfor-
tunately not available for as many years as mor-
tality data. It is possible to look at trends for
only the past 10 years (1965-75), and then only
for the noninstitutionalized population. The
proportion of the elderly population in insti-
tutions increased somewhat over the 10 years,
and the health characteristics of those in institu-

tions may not be the same in 1975 as in 1965.
Changes in the reason for institutionalizing el-
derly people would affect comparisons over time
of disability and illness in the noninstitutional-
ized population.

Short-term disability is usually measured by
the number of days during the year that people
have to modify their usual behavior because of
illness. Three measures are commonly used:
days of restricted activity, days in bed, and days
lost from work. There has been no change in
the level of two of these measures over the 10
years. In 1965 the average number of days of
restricted activity per year per elderly person
was 39; in 1975 it was 38. The average number
of days in bed was 14 in 1965 and 13 in 1975.

In contrast, the number of days lost from
work by employed elderly decreased consider-
ably over the past 10 years. Employed people
65 years and over lost about 8 days from work



per person in 1965 and about 4 days in 1975.
The proportion of people 65 years and over
in the labor force decreased during that time
from 16 to 12 percent (Bureau of Labor Statis-
tics, 1974; Bureau of Labor Statistics, 1976; Cen-
sus Bureau, 1974). The concurrent decreases
could mean that older people in relatively poor
health are able to retire earlier as retirement
benefits improve while those in better health
continue to work.

Long-term disability can be measured by the
proportion of people who are limited in amount
or kind of usual activity or in mobility because
of chronic conditions or impairments. The pro-
portion of elderly people limited in activity
appears to have increased very slowly from about
42 percent in 1965 to 47 percent in 1975 but all
of the increase is due to the aging of the popu-
lation; the age-specific rates are unchanged.
That is, the larger proportion of the people 65
years and over was limited in activity in 1975
than in 1965 simply because a higher proportion
was 75 years and over and thus more likely to
be limited.

There was no change in the proportion of
the elderly limited in mobility due to chronic
conditions for the 2 years for which data are
available, 1966 and 1972. In both years limi-
tation of mobility was reported for about 20 per-
cent of the elderly.

It has been suggested that prolonging the lives
of older people will produce a dependent, badly
impaired elderly population. However, death
rates for people 65 years and over certainly de-
clined from 1965 through 1975, but the limited
data available do not indicate any increase in
disability among noninstitutionalized elderly
people. No more definitive evaluation can be
made without information on the proportion
of the elderly population residing in institutions
and their levels of disability (information which
is lacking, especially for the early years).

CURRENT MEASURES
OF HEALTH

Mortality

The majority of deaths in the United States
are deaths of elderly people. Of the 1.9 million
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people who died in 1975, 1.2 million (64 per-
cent) died after their 65th birthday, 0.8 million
(41 percent) after their 75th birthday, and 0.3
million (15 percent) after their 85th birthday.

If the 1975 mortality rates continued to pre-
vail during their lifetimes, three-quarters of the
babies born in the United States that year would
reach their 65th birthday. Over half (53 per-
cent) would reach their 75th birthday, and a
quarter their 85th (table C).

Even though death rates are high among
older people, a large proportion survive any 5-
year period, at least until age 85. Of the people
reaching their 65th birthday, 88 percent can ex-
pect to survive to their 70th if mortality rates
remain at the 1975 level; 82 percent of those
celebrating a 70th birthday can expect to cele-
brate their 75th.

The chances of surviving until a relatively
late age are not the same for everyone. White
women, by far, have the best chance. Their mor-
tality rates are relatively low throughout life and
remain low. If the 1975 rates were to prevail,
over half (52 percent) of the white girl babies
born in 1975 would survive until age 80. Three-
quarters (78 percent) of the white women
reaching their 75th birthday would survive un-
til age 80. Other women also have low mortality
rates although higher than white women.

Men have higher mortality rates than women
throughout life and a much poorer chance of
living to old age. Two-thirds (68 percent) of the
boys born in 1975 would survive to age 65 if the
1975 rates prevailed and just over a quarter (28
percent) would reach their 80th birthday. White
men have lower death rates than other men at
young ages and thus a better chance of reaching
age 65. For those who do reach retirement age,
however, the chances of living to old age are
close to the same.

The leading cause of death among the elderly
is heart disease, which is responsible for 44 per-
cent of the deaths of people 65 years and over.
Malignant neoplasms account for another 18
percent of the deaths (19 percent for men and
16 percent for women) . The third leading cause
is cerebrovascular disease, which accounts for
18 percent of the deaths (11 percent for men
and 16 percent for women). Together, these
three account for 75 percent of all deaths of
elderly people.

The fact that these three causes account for
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Table C. Percent of all persons reaching specified age and percent surviving 5 years after specified age, by selected ages
65 years and over, sex, and color: United States, 1975

(Data are based on the National Vital Registration System)

Age in years
Sex and color
65 70 75 0 | 8
Percent of all persons reaching specified age
Both sexes
Total 746 655 534 39.0 245
White 76.2 67.2 55.1 404 25.2
All other 63.0 539 40.8 23.8 19.9
Male
Total 67.5 56.2 425 280 155
White 69.4 579 439 289 15.8
All other 54.3 444 319 210 132
Female
. Total . 81.7 749 64.6 504 341
White 83.2 76.5 66.5 521 35.0
All other 715 63.6 502 374 274
Percent surviving 5 years after specified age
Both sexes
Total 87.8 815 730 629 —
White 88.1 82.1 732 624 —_—
All other 856 75.7 707 69.0 —
Male
Total 833 755 658 55.4 —
White 834 759 65.8 54.7 —
All other 81.6 71.8 65.9 63.0 —_—
Female

Total 91.7 86.2 781 67.6
White 920 86.8 784 67.2 -

All other 89.0 789 745 732

SOURCE: National Center for Health Statistics: Vital Statistics of the United States, Vol. I, 1975. Health Resources

Administration, DHEW, Rockville, Md., to be published.

so many of the deaths of the elderly is not sur-
prising. They also accounted for 53 percent of
the deaths of people under 65 years in the
United States in 1975. In childhood and early
adulthood external events (accidents, suicides,
and homicides) cause most of the deaths, with
malignant neoplasms second. By ages 35-44 heart
disease replaces malignant neoplasms as the sec-
ond cause, and by ages 45-54 heart disease ranks
first with malignant neoplasms second. They ac-
count for 32 and 28 percent of the deaths, respec-
tively, while accidents account for only 12 per-
cent. By ages 55-64 heart disease accounts for 38
percent of all deaths, malignant neoplasms for
29 percent, and cerebrovascular diseases for 6
percent. The high proportion of the deaths of

elderly people due to these three causes is a
continuation of trends begun much earlier.

Influenza and pneumonia, the fourth leading
cause, account for 3 percent of the deaths of
elderly men and women. For men, the fifth lead-
ing cause is a cluster of conditions grouped
under bronchitis, emphysema, and asthma; acci-
dents rank sixth. Arteriosclerosis is fifth for
women, while diabetes is sixth.

Most of the deaths of elderly people result
from disease conditions which have existed for
many years or from personal habits or environ-
mental conditions which may go back many
years. Although good medical care for the el-
derly can delay death (and ameliorate suffering),
preventing such deaths must start early in life.



A small proportion of the deaths, such as those
from accidents, may be prevented at any age re-
gardless of early life history by modifying living
conditions and assuring prompt medical care if
an accident occurs.

Chronic Conditions

At the beginning of 1974, 4 percent of the
elderly people were in nursing homes. They
were, on the average, older than elderly people
living in the community; 83 percent were 75
years and over in contrast with 36 percent of the
noninstitutionalized elderly.

In general, these elderly residents of nursing
homes suffered from multiple chronic condi-
tions and functional impairments. Almost two-
thirds (63 percent) were senile, 36 percent had
heart trouble, and 14 percent had diabetes.
Orthopedic problems due to a variety of dis-
ease conditions were common. About a third (31
percent) were bedfast or chairfast and about a
third (35 percent) were incontinent. Almost
half (49 percent) of the elderly in nursing homes
could not see well enough to read an ordinary
newspaper regardless of whether they wore
glasses; one-third (35 percent) could not hear
a conversation on an ordinary telephone; and
one-fourth (24 percent) had impaired speech.

The most common primary diagnoses were
hardening of the arteries, senility, stroke, and
mental disorders, all diagnoses likely to give rise
to functional impairments.

Other elderly people are in psychiatric or
other chronic disease hospitals, Veterans Admin-
istration hospitals, and other long-term care
facilities. Data are not available on the preva-
lence of all the chronic conditions or impair-
ments afflicting residents of these facilities, but
it is reasonable to assume that they too have
multiple chronic conditions and impairments.

The prevalence of chronic conditions among
the elderly living in the community is higher
than among younger people but far lower than
among people in nursing homes. Some of the
most frequently reported chronic conditions and
impairments for elderly people living in the
community are arthritis, vision and hearing im-
pairments, heart conditions, and hypertension.
The reported prevalence rate for each of these
is 20 percent or higher; 38 percent have arth-
ritis. Some of the people have more than one
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condition although multiple conditions are less
common among community residents than
among nursing home residents. Prevalence rates
for all of these conditions are higher in non-
metropolitan than in metropolitan areas and
higher in the South than in other regions.

Elderly women, who are on the average older
than elderly men, have higher rates than men
for arthritis, diabetes, hypertension, back im-
pairments, and vision impairments. Men have
higher rates of asthma and chronic bronchitis,
hernias, ulcers, and hearing impairments.

A high prevalence of chronic conditions, how-
ever, does not necessarily mean a high preva-
lence of disabling conditions. The impact of
chronic conditions varies markedly. For exam-
ple, approximately equal numbers of elderly
people were reported to have heart conditions
and hypertensive disease without heart involve-
ment. Yet 4 times as many people were limited
in activity, 8 times as many had been hospital-
ized, and 9 times as many had more than 2 weeks
of bed disability during the year because of
heart conditions than because of hypertensive
disease without heart involvement.

Loss of sensory ability frequently accompanies
aging. It is well known that many elderly people
have lost some of their ability to see or hear.
About 92 percent of the elderly people living
in the community wear glasses, and 5 percent
wear hearing aids (Dickson, 1976). Much less
widely known is that taste, smell, and adapta-
tion to darkness also are altered by age (Busse,
1977). Complaints from older people that all
food tastes bitter or sour may be due not to
imagination but to physical loss of the ability to
taste and smell. Thus older people may not
enjoy food and may not fulfill their nutritional
requirements. Loss of ability to adapt to light
changes may lead to accidents.

Only 14 percent of the noninstitutionalized
people 65 years and over have no chronic dis-
ease that they are aware of. However, some of
them may have conditions that they do not know
about. Laboratory findings have indicated signifi-
cant pathology for many elderly people who
were not aware that they had diabetes, hyper-
tensive heart disease, or coronary heart disease
(Lawrence, 1973).

Thus the prevalence of some chronic diseases
must be higher than the estimates given here.

-



Prevalence estimates for other conditions such
as rheumatoid arthritis and for many impair-
ments appear to be reasonably accurate.

Long-Term Disability

The presence of a chronic condition is often
not as important to people as the inability to
carry out their usual activities. It is only when
a condition causes interference with or restric-
tion of activities that people feel impaired. In
that context, people were asked whether they
were limited in activity, that is, limited in abil-
ity to work or keep house because of a chronic
condition. About 47 percent of the noninstitu-
tionalized elderly people in 1975 were limited
in activity due to chronic conditions. Six percent
were limited but not in their major activity,
23 percent were limited in the amount or kind
of major activity, and 17 percent were unable
to carry on their major activity.

The proportions of elderly people with ac-
tivity limitation differed with 2 number of de-
mographic variables. Age was most important;
only 42 percent of people aged 65-74 were lim-
ited, in contrast with 56 percent of those 75
years and over. Women were less likely to be
limited than men (44 percent and 50 percent,
respectively). Activity limitation was less com-
mon among elderly whites (46 percent) than
among all other elderly people (55 percent).
Limitation was reported less frequently as in-
come or years of education increased. Those liv-
ing alone or with their spouses were less likely
to be limited (45 percent) than those living
with nonrelatives or relatives other than their
spouses (54 percent). Elderly people in the
Northeast Region or in urban counties were less
likely to be limited than those in the South
Region or in less urbanized counties.

Two chronic conditions caused almost half the
limitation. About 24 percent of the elderly who
were limited in activity in 1974 were restricted
by heart disease, and another 23 percent were
limited by arthritis or rheumatism.

Other conditions reported as causing limita-
tion of activity in the elderly population were
orthopedic impairments (10 percent of those
limited), visual impairments. (10 percent), and
hypertension (9 percent). Emphysema was re-
ported as a cause for 8 percent of the men lim-
ited in activity but for only 2 percent of the

women. The fact that over twice as many men
65 years and over as women of that age were
current or former cigarette smokers may account
for part of this difference.

A more rigorous measure of the impact of
chronic conditions is whether the person is lim-
ited in mobility (i.e., the ability to move about
freely). In 1972 about one-fifth (18 percent) of
the elderly had some degree of mobility limita-
tion due to chronic conditions or impairments.
Five percent were confined to the-house, 7 per-
cent needed help in getting around, and 6 per-
cent could get around alone but had trouble. If
one assumes that residents of nursing homes are
also limited in mobility, then 22 percent of the
total elderly population were to some degree
limited in mobility, and 16 percent were un-
able to get around alone.

Short-Term Disability

Elderly people, whether or not they were
limited in activity or mobility by chronic con-
ditions, were forced to restrict their usual activi-
ties an average of 515 weeks per person in 1975.
Approximately two-thirds of the days of re-
stricted activity were accounted for by chronic
conditions and one-third by acute illnesses or
injuries.

Older people, like younger ones, have colds,
flu, and other illnesses of short duration. They
also suffer accidental injuries which, while not
indicators of health per se, do cause short-term
restriction of activity and require medical care.
Injuries also may cause permanent limitation
of activity or mobility and are one of the leading
causes of death.

Accidential injuries were responsible for 101
million days of restricted activity, including 25
million days in bed, for elderly people living
in the community in 1975. Older women were
particularly susceptible. They had, on the aver-
age, almost twice as many injuries as men. Peo-
ple 75 years and over were more likely to suffer
such injuries (0.26 per person per year) than
those aged 65-74 (0.18 per person per year).
About 40 percent of all injuries to the elderly
were the result of falls and about two-thirds (68
percent) of all injuries occurred at home; 80
percent of the injuries to people 75 years and
over were at home.
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Self-Assessment of Health

Good health for people of any age does not
necessarily imply the complete absence of im-
pairments or disease conditions, but only that
the conditions present do not significantly inter-
fere with physical and social functioning. Illness
is a social as well as a physical phenomenon, and
the existence of a morbid condition does not
predetermine a universal pattern of behavior.
The individual’s self-assessment of health may
be as important as his actual medical status in
predicting general emotional state and behavior
(Maddox and Douglass, 1973).

The high prevalence of chronic conditions
and impairments and the high levels of limita-
tion of activity and mobility may give the im-

pression that most elderly people view themselves
as being in poor health and unable to function.
Instead, the majority assess themselves as being
in good health compared to other people their
own age.

Two-thirds (69 percent) of the elderly non-
institutionalized people rated their health as
good or excellent in 1975; poor health was re-
ported for only 9 percent (table D). Poor health
was somewhat more common among men than
women and among those 75 years and over than
among those aged 65-74 but the differences were
not significant. However, the proportion assess-
ing their health as poor was twice as large among
elderly members of minority groups (16 per-
cent) as among the elderly whites (8 percent).
Poor health was reported more frequently

Table D. Percent distribution of assessment of health status as reported in health interviews for persons 65 years and over,
according to selected demographic characteristics: United States, 1975

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

Health status
Demographic characteristic
All health Excellent Good Fair Poor
statuses?
Percent distribution
Total 100.0 286 40.3 215 8.6
Sex and age
Male 100.0 28.1 40.0 214 9.4
65-74 years 100.0 285 39.8 215 9.3
75 years and over 100.0 27.5 40.3 21.3 9.8
Female 100.0 289 40.6 216 8.0
65-74 years 100.0 29.2 414 215 7.2
75 years and over 100.0 286 39.3 218 9.4
Color
White 100.0 294 408 210 78
All other 100.0 206 355 26.7 16.3
Region
Northeast ... 100.0 213 444 212 6.2
North Central 100.0 271 43.2 216 7.1
South 100.0 276 354 235 124
West 100.0 353 384 18.0 7.5
Residence
Metropolitan 100.0 30.6 40.5 20.1 78
Nonmetropolitan 100.0 244 40.0 24.7 10.3
Family income 2
Less than $5,000 100.0 233 38.7 249 122
$5,000-$9,999 100.0 29.8 41.3 214 6.8
$10,000-$14,999 .. 100.0 316 42.7 19.9 5.1
$15,000 or more 100.0 38.7 40.3 139 5.8

1includes unknown health status.
2 Excludes unknown family income.

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics.
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among elderly residents of nonmetropolitan
areas than among those in the cities, and the
proportion of the elderly with reported poor
health increased as income diminished.

Self-assessment of health status by elderly peo-
ple has been found to correspond with the re-
sults of medical examinations in about 70 per-
cent of the cases (Maddox, 1964). Self-addressed
health status also has been found to correlate
highly with other measures of health status and
utilization of health services. People who rate
their health as poorer than others their age are
more likely to suffer from activity-limiting
chronic conditions and comparatively frequent
acute conditions or disability days than those
who rate their health as good or excellent. They
also utilize more medical services (Kovar and
Wilson, 1975).

Ninety percent of elderly people reported to
be in poor health were limited in their major
activity,ﬁin contrast to 15 percent of those in ex-
cellent health. People in poor health had twice
as many acute conditions per person, 14 times
as many days of restricted activity, and 27 times
as many days in bed per person as those report-
ing excellent health.

UTILIZATION OF
MEDICAL SERVICES

Levels of Health and
Use of Medical Services

The relationship between morbidity or level
of health and the utilization of medical services
is complex. The presence of an impairment, a
chronic condition, a limitation, or a self-assess-
ment of poor health does not necessarily indicate
a need for medical care. Medical care may not
be able to change the situation. On the other
hand, improvement may be possible but the
individual, believing that nothing can be done,
may fail to seek medical care.

In general, elderly people with chronic con-
ditions are more likely to utilize medical serv-
ices than those without; however, wide varia-
tions exist in the amount of medical care uti-
lized for specific chronic conditions. For exam-
ple, only two-fifths (43 percent) of the elderly

reported to have arthritis had seen a doctor
about this condition within a year. In contrast,
four-fifths (81-82 percent) of those reported to
have diabetes, a heart condition, or hyperten-
sive disease without heart involvement had seen
a doctor about the condition within a year.

The perception of poor health is also related
to utilization of medical services. In 1975 non-
institutionalized elderly people in reported poor
health were more than $ times as likely to have
been hospitalized during the preceding year as
those in excellent health. They were 5 times as
likely to have had 10 or more physician visits
during the year. At the other end of the scale,
28 percent of those in excellent health did not
visit a physician at all durinig the year, in con-
trast with 6 percent of those in poor health.

In 1974 less than half (46 percent) of the
people 65 years and over were reported to have
any degree of activity limitation due to chronic
conditions. Yet this 46 percent of the elderly
accounted for 63 percent of all physician visits,
72 percent of all short-stay hospital episodes, and
78 percent of all days in short-stay hospitals uti-
lized by elderly people.

Similarly, Medicare data reveal that enrollees
who are limited utilize more services than those
who are not. Enrollees who were confined to
bed had 79 physician services per person in
1973, while those with no limitation had 25.
Enrollees who perceived their health as “worse
than others” had 58 services, while those who
perceived their health as “better than others”
had 20. Only 7 percent of the enrollees were con-
fined to bed or house, yet they utilized 14 per-
cent of the physician services. Only 12 percent
of the enrollees had health ‘“worse than others,”
yet they utilized 22 percent of the services
(Coulter, 1976).

With rising costs of medical care and concern
about the possibility of overutilization, it is
essential to recognize that medical services are
being utilized to a greater extent by people in
poor health than by those in relatively good
health and that even people in good health
require preventive care and care for acute ill-
nesses. It is also important to remember that
many elderly people have one or more chronic
conditions and as a group utilize medical serv-
ices at a higher rate than younger adults.

Elderly people in poor health were less likely
to have seen a dentist, however, than those in
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good health. Forty-four percent of those in excel-
lent health but only 32 percent of those in poor
health had seen a dentist during the previous 2
years. Dental services are usually more discre-
tionary than medical services. Thus the higher
utilization by those in excellent health may be
associated with greater ability to pay for the
care, greater mobility, or higher motivation to
maintain their good health.

Trends

Despite the implementation of Medicare,
there was no increase in the rate of utilization
of physicians by older people from 1965 through
1975. The average number of physician contacts
by persons 65 years and over living in the com-
munity (excluding contacts while a patient in
a hospital) remained at approximately 6.6 visits
per person during the 10 years. Medicare data
confirm this. The percentage of Medicare en-
rollees using services covered by supplementary
medical insurance and the average number of
services per person showed no consistent in-
crease from 1968 through 1974 (Gornick, 1976).

The lack of change for the entire elderly
population hides shifts which appear to have
taken place within the population. The number
of physician contacts per person per year in-
creased for the elderly poor and decreased for
the nonpoor. (The poor are defined as persons
with family income of under $3,000 in 1963 or
under $6,000 in 1974.) The proportion who had
not seen a physician for 2 years or more de-
creased for both groups (Wilson and White,
1977). Thus differences in the rate of physician
utilization by the poor and the nonpoor elderly
have been narrowed or eliminated with pro-
grams designed to reduce financial barriers to
medical care.

The proportion of elderly people with no
dental visits within 2 years also decreased a bit,
especially among the nonpoor, and the number
of visits increased somewhat from 0.8 to 1.2
visits per person per year. No change occurred
in the general pattern of the elderly poor receiv-
ing less dental care than the nonpoor. Unlike
medical care, dental care is seldom financed by
public programs or private health insurance.
Comparatively few programs have been designed
to remove the financial barriers to dental care.

Utilization of short-stay hospitals by the el-
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derly increased in the 10 years from 1965 to 1975
even though utilization by people under 65
years remained relatively constant and even de-
clined in some age groups. In 1965 there were
264 discharges from short-stay hospitals for every
1,000 noninstitutionalized elderly people; in
1975 there were 359 discharges, an increase of
36 percent. In 1965 there were 8,447 days of care
in short-stay hospitals per 1,000 elderly people;
in 1975 there were 4,166 days, an increase of 21
percent. During the 10 years the average length
of stay declined from 13.1 to 11.6 days per dis-
charge. Thus the discharge rate increased more
than the rate for days of care. Elderly people
were more likely to be hospitalized in 1975 than
10 years earlier, but once in the hospital they
did not stay as long.

The great increase in hospital utilization was
during the year that Medicare was implemented.
It is estimated that between the year before
Medicare and the first year of Medicare, the hos-
pital discharge rate increased by 4.6-7.4 percent,
average length of stay by 4.1-7.8 percent, and
days of care per 1,000 elderly people by 8.9-16.0
percent (Pettengill, 1972). Since then, the in-
crease in the discharge rate and the decrease in
the average length of stay have tended to cancel
one another so that the number of days of care
per 1,000 elderly people has not increased sub-
stantially.

The increase in shortstay utilization was
greater among the elderly poor than the non-
poor. From 1964 to 1975 discharge rates in-
creased by 47 percent for the poor and by 18
percent for the nonpoor elderly (Wilson and
White, 1977). Financial barriers appear to have
been lifted for poor people who were unable to
pay for inpatient hospital care before public
programs were implemented.

The rate of surgery in hospitals also increased.
In 1965 there were 7,554 operations for every
100,000 people 65 years and over; in 1975 there
were 15,482 operations, an increase of 105 per-
cent. Cataract surgery more than doubled, from
525 to 1,115 operations per 100,000 elderly
people. Arthroplasty increased from 49 to 145
operations per 100,000 elderly people.

Change in the use of other technical innova-
tions for treatment of the elderly in hospitals is
not as well documented as change in surgery
rates. Presumably, however, the new procedures,
techniques, and facilities introduced in hospitals



over the 10 years are being used to treat elderly
people as well as younger ones.

Changes in utilization of long-term care are
much more difficult to document than trends in
either ambulatory physician care or short-stay
hospital care. The ongoing household surveys
do not include residents of institutions. As a re-
sult, good estimates of the total number of el-
derly residents, the number in each kind of
facility, and descriptions of the health character-
istics of residents are not available over time.

Chronic disease hospitals, old people’s homes,
Veterans Administration hospitals, nursing
homes, State and county mental hospitals, and
private hospitals all provide long-term care of
one kind or another. Whether the proportion of
elderly people in these facilities has changed
over the years is not known with any degree of
certainty. There have not been State or national
reporting systems which collect uniform data
from all of these facilities, some of which are not
even licensed as medical care facilities. Among
the medical facilities which do report, methods
of counting residents, patient days, and lengths
of stay vary, and age is frequently not reported
at all. The mechanisms to collect data, which
should have been implemented 15 years ago if
we were to have answers to today’s questions,
were not developed. As a result, the only trend
data are those from the decennial censuses.

According to the 1960 census, about 4 percent
of people 65 years and over resided in institu-
tions; according to the 1970 census, 5 percent
lived in such facilities. The definitions of facili-
ties used in the two censuses may not be com-
parable, and facilities may have changed names
over the period without changing in any other
way. However, data from the two censuses make
it clear that there were shifts in the type of insti-
tutions housing elderly people during that dec-
ade. In 1960, 29 percent of elderly residents of
institutions were in mental hospitals and 63
percent were in homes for the aged and depend-
ent. In 1970 the comparable figures were 12 per-
cent and 83 percent, respectively.

Data which substantiate this shift from mental
hospitals to nursing homes are available for
State and county mental hospitals over a 20-year
period and for nursing homes at three recent
points in time. The number of elderly residents
of State and county mental hospitals decreased

from 773 per 100,000 people 65 years and over
in 1965 (National Institute of Mental Health,
1975) to 242 in 1975 (National Institute of
Mental Health, 1977). The number of elderly
residents of nursing homes increased from
2,535 per 100,000 in 1964 to 4,454 per 100,000
at the beginning of 1974.

Part of the decline in the resident population
of State and county mental hospitals is due to
new methods of treatment, especially the intro-
duction of psychotropic drugs, which freed peo-
ple from the back wards. Part of the decline is
due to the transfer of elderly people to nursing
homes. In 1969, 37.7 percent of the 37,062 elder-
ly patients released from State and county men-
tal hospitals (29.1 percent of the men and 48.7
percent of the women) were released to nursing
homes or homes for the aged. At the beginning
of 1974, 5.5 percent of the elderly people then
residents of nursing homes had been in a mental
or other specialty hospital immediately before
entering their current nursing home. The data
are fragmentary but it is clear that some elderly
people were transferred from one kind of facility
to another. It is also likely that a proportion of
the people in nursing homes would have been
placed in mental hospitals if nursing homes had
not been available.

CURRENT MEASURES
OF UTILIZATION
OF MEDICAL SERVICES

Ambulatory Care

In 1975 noninstitutionalized elderly people
had a physician contact (other than visits to
hospital inpatients) on an average of 6.6 times
a year, in contrast to an average of 5.6 times for
persons aged 45-64. About 79 percent had had a
physician contact within the preceding year and
69 percent within 6 months. About 7 percent
reportedly had not seen a physician for 5 years
or more.

People 75 years and over were more likely to
have had at least one physician contact within
the year than those aged 65-74. However, people
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in both groups had the same number of visits
per person per year. Women were more likely
than men to have had a physician contact and
they had more contacts during the year than
men of the same age.

The proportion of elderly people who had at
least one physician contact during the year was
high regardless of degree of urbanization. How-
ever, elderly residents of urban areas had, on the
average, more contacts per year than residents
of counties which are thinly populated or have
at most a small town. For each age group and
sex, residents of metropolitan counties had more
physician contacts per person in 1975 than resi-
dents of counties with only a small town.

Elderly people in thinly populated counties
made as many visits per person per year to a
doctor’s office as those in metropolitan counties.
The higher number of contacts in metropolitan
counties was entirely due to contacts outside a
physician’s office. Telephone calls, home visits,
and visits to emergency rooms, clinics, and group
practices accounted for 26 percent of physician
contacts in metropolitan counties, in contrast to
17 percent in counties with at most one small
town. Nine percent of contacts elderly people in
metropolitan counties had with physicians were
by phone in contrast with only 5 percent for el-
derly people in lightly populated counties.

When physicians in office-based practice them-
selves reported on visits of the elderly in 1975, it
was apparent that these office visits were mostly
for ongoing care; 92 percent of the visits were
for patients who had been seen before. Almost
half (46 percent) of the visits were for routine
care of a chronic condition; another 16 percent
were for flareups of chronic conditions. Almost
three-quarters (70 percent) of the patients were
given a definite return appointment. Very few
visits resulted in referral to another physician
or admission to a hospital. Thus the bulk of am-
bulatory care for the elderly was for followup
and continuing care.

Forty-six percent of the visits were to physi-
cians in general or family practice, and another
19 percent were to internists. One-quarter (26
percent) of the visits, regardless of the physician’s
specialty, were for diseases of the circulatory
system. About 9 percent were for musculo-
skeletal conditions, and 9 percent for diseases of
the nervous system and sense organs. The rest
were for a wide variety of other diagnoses.
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Dental Care

Dental care is an aspect on the health care
of older people which is frequently overlooked.
To many people dental care is something which
can be postponed. It is not regarded as a neces-
sity.

The elderly are less likely than younger adults
to visit a dentist. In 1975 only 30 percent of
people 65 years and over living in the commu-
nity had visited a dentist within a year (about
35 percent of those aged 65-74 and 23 percent
of those 75 years and over).

Unlike the proportion of the elderly visiting
a physician, which by 1975 displayed little rela-
tionship with either family income or place of
residence, the proportion seeing a dentist within
a year was strongly correlated with both. In 1975
only 20 percent of the elderly with annual fam-
ily incomes under $5,000 had visited a dentist
within the year in contrast with 50 percent of
those with incomes of §15,000 or more. Approxi-
mately 22 percent of elderly residents of thinly
populated counties or those with only small
towns had visited a dentist within the year in
contrast with 30 percent of residents of metro-
politan counties.

This lack of dental care is serious. Half of the
elderly have no natural teeth. In 1971 about
6 percent of the edentulous elderly had no false
teeth, 4 percent had an incomplete set, and
14 percent had a set but did not use it all the
time. Even among those with false teeth who
used them all the time, 28 percent reported that
their dentures needed refitting or replacement.
Thus 44 percent of the edentulous elderly had
an obvious need of dental care in order to have
properly fitting, useful dentures.

In 1960-62 a sizable proportion of persons
aged 65-79 who were not edentulous (59 percent
of the men and 36 percent of the women) had
destructive periodontal disease and they had an
average of 18.0 teeth missing. Dental services
could improve the ability of the elderly to social-
ize as well as improve their nutritional levels by
making it possible for them to eat a wider vari-
ety of foods.

Care in Short-Stay Hospitals

There were more than 4,000 days in non-
Federal shortstay hospitals in 1975 for every



1,000 people 65 years and over. On the average,
people 75 years and over were more likely to be
hospitalized and to remain in the hospital longer
than those aged 65-74. Men were more likely
than women to be hospitalized and had more
days of hospital care per person despite their
somewhat shorter stays per hospitalization.

Durmg the working years, men are less likely
to be in the hosp1ta1 than women, even when
hospitalization for pregnancy and childbirth is
excluded. Only early and late in life are males
more likely to be in the hospital. No reason is
immediately apparent for the relatively greater
hospitalization of men beginning around age 55
and continuing through the older years. It is not
due to higher death rates, as death rates are
higher for men at every age. It does not appear
to be due to increased medical contacts, as men
make fewer physician visits than women at every
age. And it does not appear to be due to delay-
ing hospital care until after retirement, as the
hospitalization rate for men is still higher 10
years after the usual retirement age.

However, the death rates for heart disease are
44 percent higher and for malignant neoplasms
79 percent higher among men than among
women. Almost everyone dying of cancer and
the majority of people dying of heart disease are
hospitalized at some time during the last year of
life; many pegple dying of cancer have multiple
hospitalizations. Thus the higher hospitalization
rate of older men may be due to their higher
likelihood of having diseases for which the stand-
ard treatment is in hospitals.

Heart disease accounted for a fifth (18 per-
cent) of the days that elderly people spent in
the hospital. Chronic ischemic heart disease and
acute myocardial infarction together accounted
for 12 percent (485 days per 1,000 people 65
years and over).

Malignant neoplasms, the second leading
cause of death, were responsible for 12 percent
of the hospital days. Cerebrovascular disease,
the third leading cause, accounted for an addi-
tional 7 percent (275 days per 1,000 elderly
population). Both of these diagnoses accounted
for a far larger proportion of the hospital care
of the elderly than of their ambulatory care.
Other diagnoses responsible for sizable amounts
of hospital care of the elderly were diseases of
the digestive system (510 days), accidental in-
juries (406 days), and diseases of the respiratory

system (388 days per 1, 000 persons 65 years and
over) . .
The ranges of diagnoses, lengths of stay asso-
ciated with them, and types of care were wide.
Some hospital episodes were for cataract surgery
and repair of fractures, procedures which may
enable elderly people to return to active lives.
Some were for illnesses which may strike at any
age and from which people ‘usually recover.
Pneumonia and acute myocardial infarctions,
for example, are serious but not necessarily fatal
diseases among people 65 years and over. Condi-
tions which may eventually be fatal accounted
for another part of care, but this care might give
the person a longer life. Such care may be very
expensive regardless of the patient’s age. Malig-
nant neoplasms, for example, may be treated
with surgery, radioactive or drug therapy, or
other methods which often require multiple hos-
pital episodes. Some of the hospital care was for
terminal illnesses. The amount of hospital care
is great in the last few months of life.

Discharge rates, average lengths of stay, and
rates of days of care all vary enormously from
region to region and State to State. They even
vary from hospital to hospital and among areas
within a State (Office of Research and Statistics,
1977). Some of the variation among hospitals
and even some of the variation among small
geographic areas is due to the patient mix. Hos-
pitals with highly sophisticated technology or a
staff specializing in certain kinds of care may
draw seriously ill patients from outside the local
area, while hospitals with lower levels of tech-
nology and less specialized staff may furnish care
primarily to people within their own area. Vari-
ation among larger areas will be relatively un-
influenced by patient mix.

In an analysis of Medicare data from 1967
and 1973, the variation among the 4 geographic
regions of the United States was striking and
was the same in both 1967 and 1973. In both
years discharge rates were lowest in the North-
east, but the average length of stay and the num-
ber of days of care per 1,000 enrollees were low-
est in the West. In both years discharge rates
were highest in the South, average length of stay
longest in the Northeast, and rate of days of care
highest in the North Central Region (Gornick,
1976). In 1973, for example, the number of
days of care per 1,000 enrollees was 36 percent
higher in the North Central Region than in the
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West. There is no reason to believe that elderly
people in the North Central Region are sicker
and require more hospital care than elderly peo-
ple in the West. In fact, mortality rates are rela-
tively low in the North Central Region and
have been for years. The persistent regional
differences are due to patterns of providing care
rather than biological needs for care. The North
Central Region, for example, has a relatively
high ratio of hospital beds to population and a
relatively low ratio of physicians to population.

Although there is considerable variation
among the States within each region, States
within a region are more like one another than
like States in other regions. For example, in
1974 the average length of stay in the Northeast
Region ranged from 10.4 days in Maine to 15.1
days in New York. In the West, the range was
from 7.6 days in Washington to 10.1 days in
Arizona. There was no overlap. In the South
Region patients in States in the South Atlantic
Division tended to have stays longer than the
regional average, similar to those in the North-
east, while those in the West South Central
Division tended to have shorter stays, similar to
those in the West (Office of Research and Sta-
tistics).

In summary, there is a great deal of variability
in the probability ‘of an elderly individual being
hospitalized, in the amount of hospitalization,
and in the treatment provided. Some of this vari-
ation is explainable by the characteristics of the
individual. For example, people 75 years and
over are more likely to be sick and to be hos-
pitalized than those aged 65-74; people with
cancer or heart disease are more likely to be
hospitalized than those with arthritis or hyper-
tension. This variation is to be expected.

Some of the variation, as demonstrated by the
data on regional and State differences, appears
to be related to patterns of medical practice and
is therefore amenable to change especially since
inpatient care is not always the best method
of treatment. Some heart attack victims are bet-
ter off at home. If the customary method of
treatment in an area is 3 weeks of hospitaliza-
tion, utilization rates will be high, cost of care
will be high, and the patient may not benefit
at all.

Reducing the amount of hospitalization where
it can be done without harming the patient is
critical if the cost of medical care is to be con-

18

trolled. Hospital care is the largest component
(45 percent) of the total amount spent for health
care of the elderly.

Long-Term Care

Although the total number of elderly people
in long-term institutions providing health care
is unknown, there is reason to believe that the
majority are in nuysing homes. These are homes
in which nursing care is the predominant func-
tion of the facility and excludes places which
only provide living quarters and meals. Al
though nursing homes may accept patients of all
ages, they are overwhelmingly providing care to
the elderly; 89 percent of the residents at the
beginning of 1974 were 65 years and over.

In 1973 there were 14,873 nursing care homes
in the United States. These homes had 1,107,358
beds, or 52 beds for every 1,000 persons 65 years
and over. They were relatively small; 41 percent
had fewer than 50 beds, 76 percent had fewer
than 100 beds. Three-quarters were proprietarv
homes.

At the beginning of 1974 about 961,500 peo-
ple 65 years and over were in nursing homes
or 44 residents for every 1,000 people 65 years
and over. There were approximately 16,000 days
of care per year in nursing homes for every
1,000 persons 65 years and over (4 times the
number of days spent in short-stay hospitals).
Utilization rates for nursing homes increased
rapidly with age. There were only 12 residents
of nursing homes for every 1,000 persons aged
6b-74. At ages 75-84 there were b9 residents per
1,000 persons. Among people who had had their
85th birthday, 237 per 1,000 (almost a quarter)
were in nursing homes. There were 86,400 days
of care per year in nursing homes for every 1,000
people 85 years and over in 1973.

Almost three-quarters of the elderly nursing
home residents (72 percent) were women. El-
derly women are far more likely than elderly
men to be living alone. Therefore, when they
become seriously ill, they are less likely to have
someone living with them who can care for
them. Thus, of necessity, they may become resi-
dents of nursing homes.

Men aged 65-74 were almost as likely as
women of the same age to be in nursing homes.
By ages 75-84 there were 41 residents for every
1,000 men but 70 residents for every 1,000
women. From age 85 on, 170 out of every 1,000



men but 270 out of every 1,000 women were in
nursing homes.

The best data on geographic variation in utili-
zation come from the nursing care homes them-
selves. Age of the residents is not reported.
Therefore, the number of residents per 1,000
persons 65 years and over is overestimated to the
extent that people under 65 years are residents
of nursing homes. The overestimate for the
United States is about 3 residents per 1,000;
there were 47 residents of nursing care homes
per 1,000 persons 65 years and over according
to facility reporting and 44 residents per 1,000
persons according to the survey data which were
the basis for the previous discussion. If practices
in individual States are such that higher or
lower proportions of the residents are under 65
years, data for the States are not comparable.

However, lack of data comparability certainly
does not account for all of the differences among
regions and States. In 1973 there were 62 resi-
dents of nursing care homes per 1,000 persons
in the North Central Region, 59 in the West,
and 45 in the Northeast and the South. There
were 82 residents of nursing care homes per
1,000 persons 65 years and over in Minnesota;
at the other extreme, there were 16 per 1,000
in West Virginia. In 13 States there were at least
60 residents per 1,000 elderly people; in 8 States
there were fewer than 30.

The consistent regional patterns found in uti-
lization of short-stay hospitals do not exist for
nursing home utilization. There is more varia-
tion within regions than among them. This is
due, at least in part, to differences in State regu-
lations. Even within a region, there is little uni-
formity among States in terminology, defini-
tions, or licensure requirements. There is also
little uniformity in the administration and eligi-
bility requirements of Medicaid, which is the
means of paying for a sizable portion of the care
of elderly people in nursing homes.

Alternatives to Current Utilization
of Medical Services

Home health programs offer one alternative
to long-term institutionalization. At present,
however, there are no good national estimates
of the number of elderly people served by these
programs nor of the number who could benefit
if more programs were in operation. Certainly
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many residents of nursing homes need to be
where care is available 24 hours a day. Others,
however, could live outside the institution if
they did not have to live alone or if professional
help were provided regularly. Unknown num-
bers of the elderly now living alone could live
more comfortably if they had home health care,
and the lives of those living with relatives, as
well as the lives of the relatives, could be eased
were such care readily available.

Home health services also could help shorten
the length of stay of some elderly people in hos-
pitals. Day care services are another alternative
to inpatient care for some elderly people.

Retirement, widowhood, and increasing in-
ability to care for oneself without help are all
stress-producing situations, yet admission rates
to both inpatient and outpatient psychiatric fa-
cilities are lower in the age group 65 years and
over than in any other group of adults. It is not
known whether the elderly do not seek help or
are unable to get it. It is known that admission
rates to psychiatric facilities are low for the
elderly, and half of the episodes reported for
them are still in State or county mental hos-
pitals. Only 4 percent of the new patients in
community mental health centers in 1975 were
people 65 years and over (NIMH, 1977). Easily
available outpatient facilities that did not carry
a stigma in the eyes of elderly people who grew
up in an age when psychiatric help was less ac-
ceptable than it is now might reduce the amount
of care in inpatient facilities. Such facilities
might also make the lives of the elderly, and the
lives of the people with whom they live, more
comfortable.

EXPENDITURES FOR
MEDICAL CARE

Trends

Over the decade covered by fiscal years (FY)
1966-76, years ending 6 months after the calen-
dar years 1965-75, there have been major changes
in expenditures for the medical care of elderly
people. First, the amount spent has increased
much more for elderly people than for younger
ones. From FY 1966 to 1976, the average annual
rate of increase in per capita expenditures for
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health care was 13 percent per year for people
65 years and over and 11 percent for people
under 65. Second, the source of funds to pay for
health care of the elderly changed dramatically.
In FY 1966 only 30 percent of the funds were
public; 10 years later 68 percent of the money
came from public funds. In contrast, public
funds still paid for only 29 percent of the medi-
cal care of people under 65 years in FY 1976.
Third, a larger portion of the money went for
inpatient care in FY 1976 than 10 years earlier.
In FY 1966, 40 percent of the money went to
hospitals and 15 percent to nursing homes, with
these two types of facilities receiving 55 percent
of all payments. By FY 1976 hospitals were re-
ceiving 45 percent and nursing homes 23 per-
. cent for a total of 68 percent of all money spent
on health care of elderly people. People under
65 years seldom receive care in nursing homes,
but the portion of the total bill for their care
which was received by hospitals increased from
39 to 46 percent.

Over the decade the total amount spent on
medical care for the elderly rose at an average
annual rate of 15.5 percent from $8.2 billion
in FY 1966 to $34.9 billion in FY 1976. The
amount of money spent in FY 1976 was 4.2 times
the amount 10 years earlier. About 50 percent
of the increase was due to increases in the price
of medical care, 36 percent to increases in serv-
ices, and 14 percent to population increases.

At the beginning of Medicare, medical care
expenditures for people 65 years and over rose
rapidly, increasing by 16 percent from FY 1966
to 1967, 24 percent from FY 1967 to 1968, and
18 percent from FY 1968 to 1969. Expenditures
continued to increase at 12-14 percent per year
until the implementation of the Economic Sta-
bilization Program in August 1971 slowed the
rate of increase. In FY 1974, during 10 months
of which prices were still controlled, the amount
spent on medical care for the elderly increased
by only 8 percent from the amount spent
the previous year. Then, when price controls
were removed and administrative procedures
changed, medical care expenditures for the el-
derly increased by 23 percent from FY 1974 to
1975. From FY 1975 to 1976 the rate of increase
again slowed to 17 percent.

Part of the increase in expenditures is due, of
course, to the increasing number of elderly peo-
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ple; the rate of increase in per capita expendi-
tures is always less than in aggregate expendi-
tures. Still, per capita expenditures increased at
an average annual rate of 13 percent over the
decade, from $445.25 in FY 1966 to $1,521.36
in FY 1976 (table E). From FY 1974 to 1975
the per capita amount increased by 20 percent
and from FY 1975 to 1976 by 14 percent.

Twice during the decade there has been a
sudden and rapid increase in the amount spent
on medical care for the elderly. The increase
early in Medicare program operations was pri-
marily due to increases in utilization as Medi-
care reduced the financial barriers to obtaining
care. For example, the number of days of care
in hospitals per elderly person probably in-
creased between 9 and 16 percent in a single
year. The price of medical care also rose, led
by the increase in the cost of hospital care. From
FY 1967 to 1968 the Consumer Price Index
(CPI) for medical care services increased by 8
percent while the price of a semiprivate room in
a hospital increased by 16 percent.

The recent increases in expenditures have
been mainly due to price increases. The CPI for
medical care services increased by 13.3 percent
from FY 1974 to 1975 and by 10.6 percent from
FY 1975 to 1976. The price of a semiprivate
room in a hospital increased by 16.4 percent and
then by another 15.2 percent. The CPI for hos-
pital service charges, which was set at 100 in
January 1972 when it was introduced, was at
147.1 at the end of FY 1976.

The amount spent on inpatient care ac-
counted for most of the recent increase in ex-
penditures for medical care of the elderly just
as it accounted for the largest part of the increase
over the decade. While per capita expenditures
for hospital care increased at an average rate of
14.5 percent and expenditures for nursing home
care increased at an average rate of 17.8 percent
per year from FY 1966 to 1976, the average an-
nual rate of increase for all other medical care
services combined was 9.3 percent. As a result,
the proportion of the total which was paid to
inpatient facilities increased.

The amount spent on physicians’ services for
the elderly increased less over the decade but is
now increasing as rapidly as hospital expendi-
tures. From FY 1966 to 1976 per capita ex-
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Table E. Estimated per capita personal health care expenditures for persons 65 years and over, by type of expenditure: United States, fiscal years 1966-76
' (Data are compiled from a number of government and private sources)

Type of expenditure 1966 1967 1968 1969 1970 1971 1972 1973 1974 1975 1976
Expenditures per person

Total $445.25 | $509.09 | $617.72 | $71678 | $790.84 | $877.48 | $966.92 | $1,047.43 | $1,109.54 | $1,335.72 | $1,521.36
Hospital care 177.84 197.63 258.20 313.46 340.17 378.28 41691 451.03 485.04 605.09 688.59
Physician services 89.57 108.97 118.17 131.38 139.09 146.14 157.68 166.98 178.64 218.86 255.97
Dentist' services 12.86 13.80 1496 |. 1553 16.20 17.00 17.90 17.69 2491 28,67 3153
Other professional services ... 1151 12.74 1391 1394 14.60 1544 17.19 18.33 17.47 20.92 2331
Drug and drug sundries 62.40 67.57 71.25 77.97 85.32 87.85 91.66 96.68 106.21 113.64 121.22
Eyeglasses and appliances __ 15.40 1742 18.83 19.22 19.11 18.89 19.19 20.44 16.80 17.42 18.86
Nursing home care 68.39 84.94 113.56 13318 162.76 202.39 231.79 264.38 261.53 308.54 350.61
Other health services ... 7.29 6.02 8.84 1210 13,59 11.49 8.59 11.93 18.92 2249 3131

SOURCES: For data years 1966-72, Social Security Administration: Compendium of National Health Expenditures Data, DHEW Pub. No. (SSA) 76-11927, Social
Security Administration, Washington, U.S. Government Printing Office, 1976; for data years 1973-75, Mueller, M. S, and Gibson, R. M.: Age differences in health
care spending, fiscal year 1975, Social Security Bulletin, 39(6):18-31, June 1976; for data year 1976 (and revisions of previous years), Gibson, R. M., Mueller, M. S,
and Fisher, C. R.: Age differences in health care spending, fiscal year 1976, Social Security Bulletin, 40(8):3-14, Aug. 1977.



penditures for physicians’ services increased at
an average annual rate of 11.1 percent. From
FY 1974 to 1975 they increased by 23 percent
and from FY 1975 to 1976 by 17 percent. Physi-
cians’ fees did not increase as much over the
10 years as hospital prices. The average annual
rate of increase was 7.1 percent per year from
FY 1966 to 1976 but from FY 1974 to 1975
physicians’ fees rose by 12.8 percent and from
FY 1975 to 1976 by 11.4 percent.

Part of the price increase has undoubtedly
been due to catching up after the end of the
Economic Stabilization Program which re-
strained the amount hospitals could charge pa-
tients without restraining the amount hospitals
were charged for goods, services, and labor. Part
was due to new services and newly introduced
technology which are supported by everyone
using the facility not just those patients using
the new services or technology. That is true for
services and technical equipment in a physician’s
office also. Equipment must be paid for by some-
one and the cost is passed on to all patients who
have it available, not just those who use it.

One of the major shifts in expenditures has
been the increased proportion of the bill paid
for out of public funds. Concurrently, the pro-
portion paid for out of the elderly individuals’
own resources decreased from 53 to 27 percent.
However, the actual amount paid directly in-
creased over the 10 years from $236.72 per per-
son in FY 1966 to $403.53 in FY 1976. The
rate of increase in direct payments has been
much greater in the past few years (13 percent
from FY 1974 to 1975 and 15 percent from
FY 1975 to 1976) than the rate of increase in
the total CPI. Because this is money paid di-
rectly, people are intensely aware of it in the
same way they are aware of increases in the price
of food, clothing, and shelter.

Medicare

The Medicare and Medicaid programs strongly
influence the manner in which medical care for
the elderly is paid and the way in which services
are utilized. Understanding of at least the Medi-
care program is essential to understanding the
expenditures for medical care. In FY 1966, be-
fore the two programs went into operation, pub-
lic funds financed 30 percent of medical care
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expenditures for the aged. In FY 1976 the public
share was 68 percent; 43 percent of all medical
care of the elderly was paid for by Medicare
alone.

There was rapid growth in the proportion
of the total bill paid out of Medicare at the
beginning of the program. Then from FY 1969
to 1974 the Medicare share of the medical bill
for people 65 years and over decreased from
45 percent to 41 percent for a number of rea-
sons. The average length of hospital stay de-
clined during much of the period 1969-1974. As
a result, the patient’s initial share of the hospital
bill (a deductible roughly equivalent to the
average cost nationally of a day of care) became
a larger proportion of the total bill, and the
Medicare proportion became smaller (Mueller
and Gibson, 1976).

Additionally, the proportion of expenditures
for outpatient hospital diagnostic and thera-
peutic services, which are included as hospital
expenses but paid from the Medicare supple-
mentary medical insurance trust fund, has been
increasing. These expenses are reimbursed at a
lower rate than those for inpatient hospital care,
mainly because of the 20-percent coinsurance
requirement.

Premiums paid by enrollees for supplemen-
tary medical insurance, Part B of the benefit
package, also increased. When Medicare began,
the monthly premium was $3.00. By July 1976
the premium was $7.20 per month.

The decline in Medicare’s share of expendi-
tures for physicians’ services resulted partly from
the increase in the deductible from $50 to $60
in 1973, but even more important was the de-
crease in the proportion of claims for which
physicians accepted assignment. Physicians who
do not accept assignment may bill patients for
more than Medicare’s “reasonable charges.” In
FY 1969 the net assignment rate (excluding
hospital-based physicians) was 61 percent; in
1974 it was only 52 percent. As a result, a greater
proportion of total charges was met through
private insurance, Medicaid, or out-of-pocket
payments by the patient, and a smaller propor-
tion by Medicare (Mueller and Gibson, 1976).

Since 1974, Medicare’s share of the bill for the
elderly has risen again. Supplementary medical
insurance benefits rose somewhat, largely be-
cause of catchup increases in physicians’ fees



following the end of the Economic Stabilization
Program. Medicare placed a limit of 55 percent
on fee increases in determining its calendar-year
base for FY 1974 payments. The amounts paid
physicians in FY 1975, however, were based on
prevailing and customary charges derived from
actual charges in calendar year 1973. Increased
utilization of medical services, increased charges
for outpatient services, extension of Medicare
coverage to services performed by independent
physical therapists, and elimination of coinsur-
ance payments for home health visits have all
contributed to the sharp rise in supplementary
medical insurance benefits. Another factor was
submission of bills on a more frequent, “even
flow” basis by physicians accepting assignment,
a practice encouraged by the carriers. Benefi-
ciaries, probably feeling the effects of the reces-
sion and the pinch of inflation on their incomes,
also submitted their bills more frequently.

The Medicare program pays for care in nurs-
ing homes only under certain conditions and
does not pay for dental care, out-of-hospital pre-
scribed drugs, or eyeglasses. Because of these
program limitations, Medicare’s share in the
financing of total health care for the aged has
not been as great as its share in financing hos-
pital and medical services.

The role of private health insurance with re-
spect to expenditures for the aged diminished
rapidly with the advent of the Medicare pro-
gram. Insurance for this group now generally
only supplements or complements the Medicare
benefit structure. Although the number of aged
persons who carry private insurance is now even
larger than it was before Medicare, insurance
payments make up only about 5 percent of the
elderly’s total outlays, compared with about
16 percent in 1966.

The Current Situation

In FY 1976, when $34.9 billion were spent on
medical care of the elderly, the largest single
item on the bill was hospital care which ac-
counted for 45 percent of all personal health
care expenditures for people 65 years and over.
Hospital care alone cost $15.8 billion, or an
average of $688.59 for each elderly person in the
United States.

The amount spent on hospital care for the

elderly is bound to increase if utilization con-
tinues at its current rate and prices continue to
rise. Even during FY 1976 while the CPI for all
items increased by 5.9 percent, hospital service
charges increased by 12.2 percent, and semi-
private room charges by 13.9 percent and prices
have continued to rise, although at a slower rate
in FY 1977.

Fortunately for the elderly individual who
is hospitalized, almost all of the bill is paid out
of public funds. In FY 1976, 91 percent of the
bill for hospital care of the elderly was met out
of public funds; the Medicare program alone
paid for 71 percent. The 9 percent not covered
by public funds, which amounted to $1.4 bil-
lion, was not covered primarily because of the
deductible under Medicare. That must be paid
for by the patient out of his own resources or by
private health insurance.

Several recent analyses of Medicare data re-
veal wide variation from area to area in the cost
of hospital care for the elderly. Gornick (1976)
pointed out that in 1973 the mean charge per
day ranged from $90 in the South to $129 in the
West. Mean charges per enrollee, which reflect
the combined effect of the discharge rate, length
of stay, and charge per day, ranged from $319
in the South to $450 in the Northeast.

Another study conducted by the Social Secu-
rity Administration, based on a 20-percent sam-
ple of Medicare claims in 1974, compared utili-
zation for selected diagnoses in 65 conditional
Professional Standards Review Organizations
(PSRO’s) (Gaus, 1976). The daily charge varied
from $75 in a Mississippi PSRO to $187 in a
New York PSRO; the mean was $118. The aver-
age charge per hospital stay ranged from $652
to $2,486, with a mean of $1,234.

This geographic variation in the cost of hos-
pital care is due to differences in room and serv-
ice charges, differences in rates of surgery or
use of other procedures, and differences in the
length of time the patient remains in the hos-
pital. In essence, geographic differentials reflect
variations in medical care practice and charges
rather than differences in the health of elderly
people.

The second largest item on the medical care
bill for the elderly in FY 1976 was care in nurs-
ing homes which accounted for 23 percent of the
total. Nursing home care cost $8.0 billion or
$350.61 for each elderly person.
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Over half (54 percent) of the bill for care
in nursing homes was paid out of public funds.
Unlike the hospital bill, however, very little
(4 percent) of the nursing home bill was paid
for out of Medicare. Medicaid was the primary
source of public funds, providing 48 percent of
the money in FY 1976.

Thus $3.7 billion were paid for out of private
funds in FY 1976. This was the largest item
privately paid for, and almost-all of it had to be
paid for out of patient or family resources since
private health insurance seldom covers care in
a nursing home.

Medicaid will not pay for care in a nursing
home as long as the patient has resources. While
some families have current income to fund long-
term care in a nursing home, many do not.
Much of this private spending represents deple-
tion of assets by patients ineligible for Medicaid.

More than half (61 percent) of the elderly
residents in nursing homes at the beginning of
1974 had been in the home for a year or more
at that time. Although relatively few people rely
on nursing homes for care, many of those who
do must finance costs over a long period of time
without public funding, which helps pay such a
large portion of hospital costs.

The third largest item in the bill for medical
care of the elderly was for physicians’ services.
In FY 1976 physicians’ services accounted for
17 percent of the bill for a total of $5.9 billion
or $255.97 for each person 65 years and over.

Over half (59 percent) of the bill for physi-
cians’ services was paid out of public funds. Like
the hospital bill, the major part (55 percent) of
the bill for physicians’ services was paid for out
of Medicare. Other public funding paid only
4 percent of the bill in FY 1976. Ninety-three
percent of the bill for physicians’ services was
for services which were covered by Medicare but
beneficiary payments for deductibles, ceinsur-
ance, and liabilities for reasonable charges re-
duced the actual payments by Medicare from
$5.4 billion to $3.2 billion.

Hospital care, nursing home care, and physi-
cians’ services together accounted for $29.7 bil-
lion or 85 percent of the $34.9 billion spent on
health care of the elderly in FY 1976. They ac-
counted for $22.1 billion or 94 percent of all
public funds and for $14.7 billion or 98 percent
of the Medicare expenditures for elderly people.
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Other services, including dentists’ services, ac-
counted for $2.0 billion in FY 1976 or $86.15
for each elderly person.

Almost all of the $0.7 billion spent on dental
services was privately financed; Medicare paid
no part of the bill and Medicaid only 4 percent.
Since private health insurance very seldom
covers dental services, it can be assumed that on
the average elderly people spent $29.66 out of
pocket on dental services.

Other professional services cost $0.5 billion in
FY 1976 and all other health services $0.7 bil-
lion. About 83 percent of the $1.3 billion spent
on these services came from public funds; pro-
fessional services were financed mostly by Medi-
care and other health services by Medicaid and
other public funds. Thus the private cost of
these services amounted to less than $10 per
elderly person ($9.47).

In addition to health care and services, medi-
cal care involves supplies. Drugs, glasses, and
orthopedic appliances are needed by elderly peo-
ple with chronic conditions or impairments and
for episodes of acute illness. In FY 1976, $3.2 bil-
lion were spent on drugs, eyeglasses, and appli-
ances for elderly people. Only $0.4 billion or
12 percent of the expenditure was financed by
public funds.

Drugs and drug sundries alone cost $2.8 bil-
lion or $121.22 for each elderly person. Medi-
caid paid for 14 percent of this bill, leaving $2.4
billion or $104.09 per person to be financed pri-
vately. Again, private health insurance seldom
pays for drugs; they are paid for by the indi-
vidual. For the elderly person with a chronic
condition requiring ongoing drug therapy, the
out-of-pocket cost can be enormous.

Drugs account for only 8 percent of the total
medical bill of the elderly but for 21 percent of
the private bill. Drugs are the largest out-of-
pocket medical expense for elderly people living
in the community.

Eyeglasses and appliances cost $0.4 billion in
FY 1976, almost all of which (98 percent) had
to be paid for privately. These aids are a very
small item on the total bill (only 1 percent), or
on the privately funded bill (4 percent), but
there is some evidence that expenditures for
these items are low because elderly people are
going without them. Costs have been rising
faster than expenditures, indicating decreasing
utilization.



CONCLUSION

Increased prevalence of chronic conditions
and longer duration of acute conditions fre-
quently accompany aging. Stress due to chang-
ing life conditions such as retirement, inability
to live independently, or death of family mem-
bers and friends may also occur more frequently
as people age. Thus the needs for many kinds of
care are great in old age. Care should be pro-

vided with dignity and made accessible so that
elderly people can live to their capacity. Old age
should not be a burden on the individual or on
society.

Fortunately, research on aging is focusing on
comprehensive investigations of the mnormal
physiological changes with age; the behavioral
constitution of the aged; the social, cultural, and
economic environment in which the elderly live;
and the means of delivering needed health serv-
ices to the elderly.
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CHAPTER i

Hypertension?

INTRODUCTICN

High blood pressure is relatively common in
the United States today. It is found more fre-
quently among black than white people and
more frequently among older than younger
adults.

A number of studies demonstrated that peo-
ple with high blood pressure are much more
likely than others to acquire or die from cardio-
vascular disease (Kannel, Gordon, 1974) . Other
studies have demonstrated that, particularly
when the initial blood pressure is very high, the
risks of stroke and congestive heart failure are
reduced if the blood pressure is lowered (Vet-
erans Administration, 1967 and 1970).

Since high blood pressure increases the risk
of developing heart disease, the leading cause of
death in the United States, and since effective
management of the problem is possible, locating
people with high blood pressure and helping
them obtain continuing treatment should re-
ceive high priority. Neither is as simple as it
seems.

People may be unaware that they have high
blood pressure. There are no distinctive physi-
cal or psychological symptoms to alert the per-
son to seek medical care (NCHS, 1967). As a

® Prepared by Ronald W. Wilson, Kathleen M. Dan-
chik, and Mary A. Monk, Ph.D. Division of Analysis, Na-
tional Center for Health Statistics.

NOTE: Unless otherwise noted, data in this chapter
are from the ongoing data-collection systems of the National
Center for Health Statistics (NCHS). This is the first publica-
tion of many recent statistics from NCHS; other data have
been published in the Vital end Health Statistics series.

result the blood pressure may be at a level high
enough to cause serious damage before the in-
dividual is aware of a problem.

The level at which blood pressure is consid-
ered “high” varies to some extent depending
upon the expert consulted and the patient’s cir-
cumstances. Blood pressures vary from person
to person and from time to time in the same
way that weight does. The point at which some-
one is considered “hypertensive” is as arbitrary
as is the point at which someone is diagnosed
as being “overweight.” To further complicate
the issue, blood pressure varies considerably de-
pending on the circumstances under which it is
measured. Unless the blood pressure is critically
high, a number of measurements over a period
of time may be required before an individual is
identified as suffering from hypertension.

Finally, although management is certainly
possible, it is complex. Good management fre-
quently depends upon using a number of tech-
niques including, but not restricted to, altering
dietary and living habits as well as drug treat-
ment.

Research on the causes of high blood pressure
and on effective treatment of a symptom that
may result from one or a constellation of causes
is still underway; more is needed. Additional
research is required to determine better meth-
ods of locating people in need of care. However,
enough is known now to identify high blood
pressure as a major problem which can be
treated. Interventions on individual, local, and
national levels should not wait until all of the
research is completed.

27



This paper does not attempt to deal with
issues of the clinical management of patients
with high blood pressure nor does it atempt to
disentangle the causal patterns associated with
high blood pressure. It is instead a presentation
of data, mostly from two national surveys, to
provide a basis for understanding the extent of
the problem and to indicate the groups of peo-
ple at greatest risk of having high blood pres-
sure. The two surveys share a common strength;
they are both national probability samples of
the civilian noninstitutionalized population. In-
dividuals are included in the survey because of
their selection on the basis of a scientific statisti-
cal design and not just because they volunteered
to take part in one of the surveys. Aside from
that, each survey has individual strengths and
limitations.

In the Health and Nutrition Examination
Survey (HANES), actual blood pressure meas-
urements were taken in a standard setting. The
definition of hypertension is a systolic blood
pressure reading of at least 160 millimeters or
a diastolic pressure of at least 95 millimeters
on the first reading taken as part of a medical
examination. In the Health Interview Survey,
respondents reported whether they had ever
been told they had ‘“hypertension” or “high
blood pressure.” They also reported on other
items, such as whether they were overweight,
whether they smoked, and the type of advice
they had received from physicians.

Data from other studies are presented to sup-
plement these two national surveys. Data on
children are not included as the problems of
diagnosing and treating children are different
from those of adults. (Blood pressures were
taken on children ages 6-17 as a part of HANES.)

PREVALENCE OF
HYPERTENSION

The prevalence of hypertension was deter-
mined for a national probability sample of the
U.S. population during the period 1971-74 as
part of the Health and Nutrition Examination
Survey. In the sample were nearly 14,000 civil-
ians ages 18-74 who were not living in institu-
tions (NCHS, 1973a). The prevalence rates
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from this survey are based on a single blood
pressure reading of at least 160 mm Hg (systol-
ic) or 95 mm Hg (diastolic) taken by a physi-
cian who was part of a specially trained survey
team.

Figure 1 shows the prevalence rates of men
and women for hypertension by age and race
(NCHS, 1977). Overall, 23.2 million adults, or

Figure 1. PERCENT OF ADULTS WITH DEFINITE HYPERTENSION
BY AGE, RACE, AND SEX: UNITED STATES, 1971-74
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18.1 percent of adults aged 18-74, were estimated
to have hypertension. The rates varied from
16 percent for white women to 29 percent for
black women. The prevalence for black men
and women was substantially higher than that
for whites in each age group except the young-
est, in which white men had a higher rate than
black men. Rates increased rapidly with age, par-



ticularly for women. Up to age 44 men had more
hypertension than women, but after age 65
women had much higher rates.

Prevalence figures from HANES also are avail-
able for more severe hypertension (i.e., diastolic
pressure of 105 mm Hg or above) and for bor-
derline hypertension (i.e., systolic between 140
and 160 or diastolic between 90 and 95). The
prevalence of severe hypertension was 4.1 per-
cent for whites and 11.1 percent for blacks. Thus
about one-fourth of the whites and two-fifths of
the blacks with definite hypertension had these
very high blood pressures. Borderline hyperten-
sion was present in 18.7 percent of the whites
and 15.8 percent of the blacks, a reversal of the
rates for definite hypertension. Table A sum-
marizes these rates for persons aged 18-74.

Table A. Percent of examinees 18-74 years with hyperten-
sion, by race, sex, and type of hypertension:
United States, 1971-74

White Black

Type of hypertension
Male | Female | Male IFemale

Percent
Definite .| 185]| 157 |278 | 286
Severe e 49 34 11.2 11.1
Borderline e 219 15.7 176 14.3

SOURCE: Health and Nutrition Examination Survey,
National Center for Health Statistics.
Accuracy of Rates

Not included in the estimate of 23.2 million
adults with definite hypertension were an esti-

mated 3.8 million people with normal or border- -

line blood pressure readings who were taking
drugs for hypertension. This estimate was ob-
tained from asking HANES examinees whether
they had taken such medication regularly dur-
ing the past 6 months. Thus there may be as
many as 27 million hypertensive adults in the
United States.

On the other hand, the survey estimate of
23.2 million is based on the first blood pressure
reading during the medical examination, which
is usually higher than subsequent readirigs.
Using the average of three readings rather than
the first could reduce the prevalence rate by

3 percentage points and the number to 19.5 mil-
lion (NCHS, 1966 and 1977). These estimates
of possible undercounts or overcounts of hyper-
tensives nearly cancel each other out.

It is possible that in a reexamination of the
same sample of people a week or so later the
prevalence rates would have changed. In longi-
tudinal studies'in which measurements were re-
peated annually or biannually, average blood
pressures and prevalence rates were lower in the
second and third examinations than in the fivst.
Whether this would occur in a resurvey of a
national sample is not clear. However, studies
showing an increased risk of cardiovascular dis-
ease among people with high blood pressure
have usually been based on readings from a
single examination. Thus it seems reasonable to
accept the prevalence rate of 18 percent, or
23.2 million adults, as a fair estimate of the
numbeér of people with high blood pressure.

Characteristics of Adults
With High Blood Pressure

Data from HANES describing detailed char-
acteristics of adults with definite hypertension
are not yet available. However, relationships be-
tween all blood pressure readings and a num-
ber of other factors are known from HANES
(NCHS, 1977).

As family income rose and education in-
creased, systolic and diastolic blood pressures in
adults decreased significantly. Systolic blood
pressures decreased as population density in-
creased, but this relationship was not as strong
for diastolic blood pressures. Systolic blood pres-
sures were higher in the South than in other
regions of the United States, but again diastolic
blood pressures did not show much variation.

It is not clear whether these associations
would be shown for persons with definite hyper-
tension. In the National Health Examination
Survey (HES) conducted in 1960-62 (NCHS,
1966) prevalence rates for definite hypertension
in the Northeast were higher than expected for
whites and lower than expected for blacks. Rates
in rural areas were not much higher than ex-
pected except for blacks. Higher rates tended to
occur . for people with less education; this was
especially ‘evident for white women. Among
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blacks, those with the lowest income and school-
ing had higher than expected rates. These find-
ings are somewhat different from the associations
found in the 1971-74 survey, but only the re-
gional differentials are markedly divergent.

The reasons for the much higher rates of hy-
pertension for blacks than whites are unknown.
However, the higher than expected rates for
persons of low income and education are con-
sonant with the high prevalence among blacks.
The 1960-62 survey showed evidence that the
stress of the examination itself might account
for a small part of the black-white differential.
Diet, other living habits, and stress, both psy-
chological and environmental, may all account
in part for the high black rates. Neither survey
provided information about the possible role of
genetic factors in differences in hypertension
rates between blacks and whites.

Comparisons With Other Surveys

The hypertension prevalence rate of 18.1 per-
cent found in HANES during 1971-74 is very
close to the rate of 18.2 percent found in the
1960-62 Health Examination Survey (NCHS,
1966). In both surveys the rates for blacks were
much higher than those for whites, and the rates
for men and women showed the same changes
with age. In the 1960-62 period only an esti-
mated 2.6 million people without definite hyper-
tension were currently taking medication for
their hypertension (NCHS, 1977). That was a
slightly smaller proportion of people without
hypertension on medication than in 1971-74
(3.0 percent vs. 3.6 percent) . This is not surpris-
ing since wide use of antihypertensive drugs did
not occur until the middle to late 1960’s.

In a number of community screening pro-
grams for high blood pressure, the Community
Hypertension Evaluation Clinic (CHEC) pro-
gram, over 1 million people throughout the
United States had their blood pressures meas-
ured in the period 1978-75 (Stamler, Stamler,
Riedlinger, Algera, and Roberts, 1976). The
prevalence rates at two levels of elevated dia-
stolic blood pressures (over 90 mm Hg and over
110 mm Hg) were very close to estimates from
HANES in 1971-74 (NCHS, 1977). In the
CHEC survey, as in the national survey, blacks
had higher prevalence rates than whites. Men
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in the CHEC survey had higher rates of hyper-
tension than women at all ages; women did not
experience a more rapid rate of increase with
age than men as in HANES. This difference
may result from the CHEC survey’s use of high
diastolic pressures only to define hypertension,
or it may result from the different ways of select-
ing people for the two studies.

In the CHEC screening programs the number
of people with normal blood pressure and taking
medication for hypertension was proportionately
larger than in the 1971-74 HANES (10.7 per-
cent vs. 4.1 percent) . This may reflect the self-
selection of people who choose to participate in
screening programs.

IDENTIFYING
HYPERTENSIVE
INDIVIDUALS

The asymptomatic nature of hypertension has
led to increased efforts directed toward programs
to identify hypertensive individuals. This sec-
tion discusses some of the problems inherent in
these efforts and presents data on persons who
reported having hypertension.

Data from HANES indicated that only 45 per-
cent of those persons identified as definite hyper-
tensives reported being previously diagnosed as
having hypertension. Males were considerably
less likely to have known about their hyperten-
sion than were females (i.e., 37 percent vs. 53
percent). However, the group of persons identi-
fied as hypertensive based on elevated blood
pressure levels at the time of the survey exami-
nation excluded persons whose blood pressure
had been reduced to borderline or normal levels
at the time of the examination as the result of
regular medication. When these persons are in-
cluded in the category of hypertensive people
aware of their condition, the proportion rises to
53 percent. However the level of awareness is
measured, men tend to be less aware of their
hypertension than women, with the differences
increasing with age. Table B illustrates these
differences in awareness among persons who
were definite hypertensives, borderline hyper-
tensives, or normotensive but taking medication
regularly (NCHS, 1977).



Table B. Percent of examinees with hypertension! who
had been previously diagnosed as hypertensive,
by sex and age: United States, 1971-74

Age Male | Female
Percent
All ages 18-74 years 44 61
18-24 years 32 35
25-34 years 34 46
35-44 years 42 55
45-54 years 411 54
55-64 years 50 68
65-74 years 49 67

1 Definite hypertension and borderline hypertension
or normotension with regular medication.

SOURCE: Health and Nutrition Examination Survey,
National Center for Health Statistics.

If a more rigorous definition of hyperten-
sion is used (e.g., diastolic blood pressure of
105 mm Hg or greater), 56 percent of these
persons reported a previous diagnosis of hyper-
tension. If those with blood pressures below
105 mm Hg taking medication regularly are also
included, the proportion reporting a previous
knowledge of their condition rises to 80 percent.

While many methodological issues are in-
volved in the definition and measurement of
hypertension that will not be discussed in this
presentation, two issues are critical to the meas-
uring of a person’s awareness of his hyperten-
sion. The first issue is the clinical definition of
hypertension and the procedure for measuring
the phenomenon (i.e., the critical diastolic and
systolic levels, the number of readings taken,
and the time period over which they are taken).
Although differences may exist between studies
in the clinical definitions, these definitions can
be described precisely and taken into considera-
tion when comparing data across studies.

The second, and more difficult, problem deals
with how the respondents, or patients or sub-
jects, decide whether they have been previously
diagnosed as hypertensive. In other words, is be-
ing told that you have “high blood pressure” or
an elevated reading on a blood pressure test the
same as being told that you have “hyperten-
sion”? Do people who have their blood pressure
under control through the use of medication
still report that they have high blood pressure
or hypertension? Health surveys and medical
histories (i.e., either self-administered or admin-

istered by a physician or nurse) must rely on the
respondents’ interpretations of the questions,
and without an extensive battery of questions it
is very difficult to know just how the questions
are interpreted. Thus data from any single study
are hard to interpret and the comparison of data
from the same questions over time or from
different studies are even more difficult to un-
derstand.

Not only are there complex methodological
problems in identifying hypertensive persons
from interview surveys, but several changes in
the attitudes and practices of physicians, al-
though not easy to document, also have had an
impact in more recent studies on the number
of people reporting hypertension. One change is
the physician’s increasing awareness of the rela-
tionship between hypertension and other dis-
eases, based on the Framingham Study (Kannel
and Gordon, 1974) and other longitudinal stud-
ies. Just the awareness of this relationship, even
though its nature may not be understood, prob-
ably results in increased diagnosis of hyperten-
sion.

Another factor is the physicians’ increased un-
derstanding of how to reduce and control blood
pressure levels through the use of medication
and changes in dietary habits. A patient will be
more aware of a diagnosis if the physician pre-
scribed some form of treatment, regardless of the
patient’s ability to follow the treatment (NCHS,
1973c). In addition, doctors are probably more
likely to diagnose a condition, or at least more
likely to communicate the diagnosis to the pa-
tient, if they know the significance of the condi-
tion and how to treat it.

A third factor, and the most difficult to docu-
ment, could be referred to as a reconceptualiza-
tion of hypertension, which is based in part on
the two factors mentioned above. Because of this
reconceptualization physicians are diagnosing
and treating hypertension at a lower critical
blood pressure level than in the past. Further-
more, new public health programs for hyper-
tension screening and education have been
established. Thus, while trend data on preva-
lence of hypertension from such studies as the
Health Examination Survey show no marked
changes over time, the number of people who
have been diagnosed or are under treatment for
hypertension has increased. Fach of these factors
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can have an influence on the public’s awareness
of hypertension independent of the validity of
current medical knowledge about hypertension
or the efficacy of current treatment patterns.
Thus, even if the relationship between hyper-
tension and other diseases is a spurious one, the
belief in the relationship or in a given treatment
pattern alone will tend to increase awareness of
hypertension.

Data from the 1974 Health Interview Survey
provide some information about the types of per-
sons who have their blood pressure checked
(NCHS, 1975; NCHS, 1976b). For simplicity of
presentation, when findings from the Health In-
terview Survey are discussed in the text, people
who reported that they had been told by a medi-
cal doctor at least once that they had either
hypertension or high blood pressure, and also
reported that they still had hypertension (or
high blood pressure) at the time of the inter-
view, that it was under control, or that they were
taking medication prescribed by a doctor for it,
will be referred to as persons with hypertension.
Persons who report never having been told they
have hypertension will be referred to as “non-
hypertensive.” (See Advance Data (HRA) 77-
1250, No. 2 for a more detailed description of
the survey.)

About 86 percent of the persons over 17 years
who reported that they presently had hyperten-
sion also reported having had their blood pres-
sure checked within the last year. However, in
terms of identifying new cases of hypertension,
it is the experience of the population who do
not know whether they have hypertension that
is important. Among this group approximately

Table C. Percent of nonhypertensive persons who reported
having their blood pressure checked in past year,
by sex, race, and age: United States, 1974

Male Female
Age
White | Black | White | Black
Percent

All ages 17 years
and over .. 58 59 70 76
17-34 years 57 61 73 78
35-49 years _. 58 62 68 78
50-64 years 58 46 68 68

65 years and over ... 62 57 63 62

SOURCE: Health Interview Statistics, National Cen-
ter for Health Statistics.
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64 percent reported having their blood pressure
tested within the past year. Females were more
likely to have been tested than males were as
shown in table C. The larger differences be-
tween females and males in the age group under
35 years probably reflected the increased utiliza-
tion of medical services among women related to
childbearing. The differences by race are not as
clear as those by sex. Younger black females
were more likely to have been tested recently
than younger white females, and older white
males were more likely to have been tested than
their black counterparts.

A higher proportion of nonhypertensive per-
sons with a history of diabetes, heart trouble, or
stroke reported having had their blood pressure
tested in the past year than was found with other
nonhypertensives. A greater proportion of peo-
ple who use emergency and outpatient depart-
ments of hospitals for their usual place of care
had been tested in the past year than persons
whose usual source of care was a general practi-
tioner (75 percent vs. 70 percent). Persons who
had no one regular source of medical care were
the least likely to have been tested for high
blood pressure in the recent past. An estimated
25 million adults had no one regular source of
care, and one-half of these had not had their
blood pressure tested within the past year. In
total an estimated 50 million adults had not had
their blood pressure tested within the past year,
most of whom had never been diagnosed as hy-
pertensive. Data on utilization of health services
for hypertension can be found in Part B of this
report.

Little information is known about the charac-
teristics of persons who take advantage of public
hypertension screening programs, such as those
conducted at shopping centers. Do these pro-
grams attract people who do not normally seek
other medical attention during the year or per-
sons whose blood pressure was not checked dur-
ing their recent routine medical care? Data from
the Health Interview Survey indicate that be-
tween 75 and 80 percent of all adults saw a
doctor one or more times within the year prior
to interview. The data further indicate that a
little over half (52 percent) of all doctor visits
for adults, excluding telephone contacts, in-
volved the taking of a blood pressure test. For a
third of these visits, the respondents said they
were not told whether their pressure was nor-



mal, high, or low, and only a quarter were given
an actual numerical reading.

Reporting a blood pressure test within the
past year does not necessarily mean that a person
underwent a formal procedure for diagnosing
hypertension. In most cases it probably indicates
that they had a single blood pressure test as a
part of their routine health care. Diagnosing
hypertension from a single reading may result in
error since blood pressure may be labile, chang-
ing on successive readings. The amount or de-
gree of followup that occurs after an initial
reading, particularly for a positive finding, is
unknown. Some data on the accuracy of blood
pressure tests are available from the first cycle of
the Health Examination Survey.

In a special evaluation study to assist in the
design of the survey instruments (NCHS, 1961),
it was found that 19.3 percent of the people
studied were diagnosed as hypertensive (dia-
stolic pressure of 95 mm Hg or greater) based
on the first reading, while only 13.9 percent were
diagnosed using the lowest of four successive
readings. The criteria finally developed for the
study—lowest of four readings—identified about
the same number of hypertensives as were iden-
tified in a clinical examination by a team of
physicians (46 and 45 cases, respectively). How-
ever, only 26 cases were identified by both tech-
niques. One-third of the persons identified as
hypertensive by the clinical examination were
not identified as hypertensive using the lowest
of four successive blood pressure readings; about
40 percent of persons identified as hypertensive
by the blood pressure readings were diagnosed
as nonhypertensive in the clinical examination.
(Seetable D.)

These results indicate that blood pressure
readings by screening alone may not assure ade-

quate identification of hypertensive persons.
Special hypertension screening programs may
have their primary value for the 25 percent of
the population not seeing a physician each year,
but such programs do not substitute for the con-
tinuity of ‘medical care necessary for proper
diagnosis and treatment of hypertension.

ANTIHYPERTENSIVE
MEDICATION

One of the major achievements of the past 20
years is the development of drugs for the treat-
ment of hypertension, demonstration of their
optimal usage (often in combination) and their
efficacy in preventing morbidity (NHLI, 1973a).
This section presents characteristics of those who
are on antihypertensive medication, those who
have their hypertension under control, and those
who have stopped taking antihypertensive drugs.
Also included are possible reasons for stopping
or otherwise not being able to adequately lower
blood pressure with medication.

Who Is On Medication?

Although the value of antihypertensive drug
therapy is well documented, the proportion of
persons with hypertension on medication is sur-
prisingly small. HANES data showed that slight-
ly over one-third of all hypertensive adults aged
18-74 had used medication during the past 6
months. These hypertensives included those
found to be definitely hypertensive in the exam-
ination as well as others who were not hyper-
tensive on examination but had taken antihyper-
tensive drugs in the past 6 months. Unless other-

Table D. Number of persons identified as positive, suspect, and nonhypertensive, by blood pressure readings and physician

examination
Blood pressure (lowest of four)
Physician examination
Total Positive | Suspect | Negative
Total 296 46 8 242
Positive 45 26 4 15
Suspect 6 2 0 4
Negative 245 18 4 223

SOURCE: (NCHS, 1961).
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Table E. Percent distribution of hypertensive persons 18-74 years by hypertension and medication status, according to sex,
whether previously diagnosed, and whether they report still having hypertension: United States, 1971-74

Sex, hypertension status, and medication status

Previously diagnosed
hypertensives

All hyper-

y Report still
tensives have or do | Report do not
not know if have now
they have

Hypertensive males

Percent distribution

Hypertensive on exam; no drugs

Hypertensive on exam; on drugs

Not hypertensive on exam; on drugs

Hypertensive females

Hypertensive on exam; no drugs

Hypertensive on exam; on drugs ...

Not hypertensive on exam; on drugs

100 100 100
67 26 58
20 48 6
13 26 36

100 100 100
52 21 68
28 43 15
20 A 17

SOURCE: Health and Nutrition Examination Survey, National Center for Health Statistics.

wise stated, data on hypertensives from HANES
in the remaining sections include both persons
found on examination to be definitely hyper-
tensive and others who reported taking anti-
hypertensive medication during the 6 months
prior to the survey. Data from HANES showed
that the proportion of previously diagnosed
hypertensives using medication in the past 6
months was about 7 in 10 for both sexes. Among
previously diagnosed hypertensives who reported
they still had the condition, the proportion us-
ing drugs in the past 6 months rose to over three-
quarters. Data on medication status are shown
in table E.

More detailed Health Interview Survey data
showed that the proportion of people who re-
ported they currently had hypertension and
were on medication increased substantially with
age. The proportion of blacks reporting hyper-
tension and currently taking medication was
somewhat less than the proportion of whites,
although medication had been prescribed at
least once for practically the same proportions
of blacks and whites. Medication had been pre-
scribed for a slightly larger proportion of fe-
males who reported hypertension than males.

Whose Hypertension Is
Under Control?

People taking medication but not found in
HANES to have an elevated reading were keep-
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ing their blood pressure below the level of
160/95. HANES data indicate that more than
half the people taking antihypertensive medica-
tion did not have their blood pressures under
this level. Of all persons being treated by medi-
cation, including those persons taking medica-
tion occasionally as well as those taking it regu-
larly, about 6 in 10 were found to have elevated
readings at the time of the survey (table F).

An important element in the effectiveness of
medication is the extent to which drug treat-
ment may be lowering blood pressure, but not
below the critical level. This element is easily
overlooked when hypertension is operationally
defined at over a certain number of millimeters
of mercury. Data from the Veterans Administra-
tion Cooperative Study (Veterans Administra-
tion, 1967 and 1970) show an average reduction
of about 30 mm Hg systolic and 16 mm Hg dia-

Table F. Percent distribution of persons 18-74 years taking
antihypertensive medication by hypertension sta-
tus: United States, 1971-74

. Percent
Hypertension status distribution
Total on medication .| 100.0
Definite hypertensive 572
Borderline hypertensive 239
Normotensive 19.0

SOURCE: Health and Nutrition Examination Survey,
National Center for Health Statistics.



stolic in men whose average diastolic pressures
were in the range 90 to 114 at the beginning of
the study. Even greater average declines were
shown for men with severe hypertension (ie.,
average diastolic pressures of 115-129 mm Hg at
the beginning of the program). While persons
may have their blood pressure significantly low-
ered by medication, they may still fit the defini-
tion of a hypertensive. HANES data provide
no information on relative lowering of blood
pressure.

Who Has Stopped Taking Medication,
Why, and What Can Be Done About It?

Health Interview Survey data indicated that
about three-quarters of the persons who re-
ported that they currently had high blood pres-
sure had been prescribed antihypertensive medi-
cation at least once. Among all those for whom
medication was prescribed, one-quarter had
stopped taking it. About one-third of blacks had
stopped taking it. Of all people who had
stopped, two-thirds had acted without a doctor’s
advice; among blacks, almost 4 in 5 had stopped
taking medication without a doctor’s advice.
Therefore, the importance of regular, sustained,
long-term drug therapy has not been fully com-
municated to all persons with hypertension.

Most people who decided to stop on their own
believed that they no longer had hypertension.
Other people believed that medication was no
longer needed or had undesirable side effects.
The cost of the medication and the inconveni-
ence of daily drug ingestion also took their toll.

Many reasons for stopping might be elimi-
nated through education and continuous super-
vision. of patients, as shown in the Baldwin
County, Georgia, study in the mid-1960’s
(NHLI, 1973a). Eighty percent of hypertensives
in that study were under good control (i.e., de-
fined as diastolic pressure under 95 mm Hg) as
a result of the steady persuasion and education
of home visiting nurses. Having proved its effec-
tiveness, the program was discontinued. Two
years later, both treatment status and effective-
ness of control had regressed.

According to a survey conducted in 1973 for
the National Heart and Lung Institute (NHLI)
(NHLI, 19738b), the- public has misconceptions
about hypertension that could affect motivation
to start or continue antihypertensive medica-
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tion. Half the respondents with hypertension
and 6 in 10 respondents who had never been
told they had hypertension were not convinced
that the disease could have no symptoms. Cou-
pled with this mistaken notion was the belief
of a majority of respondents that hypertension
caused dizziness, headaches, and nosebleeds.
Findings from the Health Examination Survey
of adults conducted in 1960-62 showed that the
frequency of reported headaches and nosebleeds
was not associated with blood pressure levels;
the prevalence of dizziness was increased only
among persons with very high diastolic pressure,
and then only slightly (Weiss, 1972).

Respondents in the NHLI Survey were some-
what vague, until given choices, about the actual
effects of sustained high blood pressure. They
made little connection between controlling high
blood pressure and reducing the possibility of
heart trouble or stroke (NHLI, 1973b). If peo-
ple do not appreciate the direct connection be-
tween hypertension and the diseases it causes,
and if they do not know that hypertension is
usually asymptomatic, then the motivation to
keep blood pressure under control may be weak.

Other reasons for stopping may be combatted
by changes in individual prescriptions. The pres-
ence of side effects could play an important
underlying role in many of the reasons given for
discontinuing medication. Although only 6.6
percent of hypertensives who had stopped medi-
cation stated that they stopped mainly because
of side effects, about 1 in 10 people currently on
medication reported the presence of side effects,
and 1 in 5 people no longer taking medication
for hypertension. reported there had been side
effects. (See table G.)

Table G. Percent of persons 17 years and over for whom
antihypertension medication was ever prescribed
who had side effects, by whether or not presently
taking medication and race: United States, 1974

Medication|Medication] Medication
Race ever presently | not pres-
prescribed| taken |ently taken

Percent with side effects

Total __ 149 114 214
White 138 103 . 206
Black — 21.0 18.8 243

SOURCE: Health Interview Statistics, Natlonal Cen-
ter for Health Statistics. -
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Most of the side effects of antihypertensive
medication can be reduced or eliminated by
either discontinuing the administration of the
drug causing the effect or using it in combi-
nation with other drugs. Not only can proper
combinations of two or more drugs reduce or
eliminate side effects, but they can often im-
prove overall effectiveness as well.

Some data suggest that progress is being made
in both public education and prescription prac-
tices. Data based on the National Disease and
T herapeutic Index indicate that since 1971 there
has been a 38-percent increase in the number of
initial patient visits to physicians for hyperten-
sion and hypertensive heart disease, and total
patient visits for these conditions increased more
than 40 percent. Both have increased to a much
greater extent than have initial and total phy-
sician visits for all causes, which are up only
about 17 percent (Stamler, Stamler, Riedlinger,
Algera, and Roberts, 1976). The National High
Blood Pressure Education Program, begun in
early 1973, may have had an effect in this area.

Progress has been made in the effort to bring
hypertensive people under care, as shown by
data on the number of prescriptions written for
antihypertensive drugs (Stamler, Stamler, Ried-
linger, Algera, and Roberts, 1976). From 1965 to
1975, the number of new and refilled prescrip-
tions more than doubled.

RISK FACTORS RELATED
TO HYPERTENSION

Although the underlying causes of essential
hypertension have not been established, several
factors are known to sustain elevation of the
blood pressure. Among these are emotional
stress, obesity, dietary salt, and smoking. The
Health Interview Survey (HIS) asked questions
about weight, use of salt, and smoking habits.
The same types of measures also were collected
in the Health and Nutrition Examination Sur-
vey and are currently being analyzed, and could
either confirm or contradict the HIS findings
presented here.

Weight and Hypertension

Obesity aggravates hypertension, probably in-
creasing blood pressure at least in part from a
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Table H. Percent of persons 17 years and over by weight
status, hypertension status, and sex: United
States, 1974

Persons considering
themselves:
Hypertension status and sex
Over- About
weight right
Hypertensive Percent
Both sexes ... 55.2 384
Male 45.6 47.3
Female 60.9 33.0
Not hypertensive
Both sexes ... 394 515
Male 30.7 57.6
Female 47.3 459

SOURCE: Health Interview Statistics, National Cen-
ter for Health Statistics.

mechanical standpoint, though the process re-
mains a mystery. Over and over again, studies
have shown the relationship between relative
weight and risk of hypertension (NHLI, 1973a).
Both the prevalence and incidence of hyperten-
sion increase as weight increases (Chiang, Perl-
man, and Epstein, 1969, and Kannel, Brand,
Skinner, Dawber, and McNamera, 1967). That is,
more fat people than thin people get high blood
pressure and the greater the weight gain, regard-
less of initial weight, the greater the tendency
to high blood pressure. Data also show that if
overweight people reduce, their blood pressures
go down. Thus avoidance of obesity, or its cor-
rection if already present, is important to pre-
vent or lower high blood pressure.

Health Interview Survey data presented in
table H show that over 5 in 10 hypertensives
considered themselves to be overweight com-
pared to about 4in 10 nonhypertensives (NCHS,
1974.)

Health Interview Survey data show that
among persons reporting they were overweight,
proportionately more hypertensives than people
who had never been told they had hypertension
were trying to lose weight (table J). Hyperten-
sive men were more likely to attempt to control
their weight than nonhypertensive men were,
and women in general, whether hypertensive or
not, appeared to maintain a higher level of
weight-consciousness than men.

Among people reporting their weight to be
“about right,” almost half the hypertensives
were actively trying to maintain their weight,



Table J. Percent of persons 17 years and over considering
themselves overweight who are trying to lose
weight and percent of persons 17 years and over
weighing “about right” who are trying to maintain
their weight, by hypertension status and sex:
United States, 1974

Persons Persons con-
considering | sidering their
Hypertensi tat themselves {weight “about
ype en;wn status overweight |right” who are
and sex who are  |trying to main-
trying to tain present
lose weight weight
Hypertensive Percent
Both sexes _ . 69.7 455
Male 166.5 432
Female 712 475
Not hypertensive
Both sexes __.__ 618 340
Male 52.5 263
Female 67.3 42.7

1E.g, of male hypertensives who consider them-
selves overweight, 66.5 percent are trying to lose weight.

SOURCE: Health Interview Statistics, National Cen-
ter for Health Statistics.

compared with only one-third of the nonhyper-
tensives. It is a distinct possibility that the peo-
ple with hypertension were more overweight
initially. The proportion of hypertensive males
trying to maintain their weight was substantially
larger than the proportion of men never told
they had hypertension. Among persons trying
to do something about their weight, almost 3
times as many hypertensives as nonhypertensives
reported they were following medical advice.

Salt and Hypertension

As with obesity, medical research has yet to
determine whether excess salt (sodium) inges-
tion causes the development of high blood pres-
sure, but it is known that people with hyper-
tension do not tolerate dietary salt in the same
way as people with normal blood pressure do.
In a hypertensive person, excessive salt intake
tends to increase the blood pressure level (Freis,
1976). In contrast, restriction of salt intake acts
to lower blood pressure (Freis, 1976 and Dahl,
1967). - .

About half of the adults in the 1974 Health
Interview Survey reporting they had hyperten-

sion had been advised by their physicians to de-
crease their use of salt. About 6 in 10 black
hypertensives had been told to cut down on salt,
while less than half of white hypertensives were
told to restrict their salt intake. Only about 4
in 10 men, compared to half the women, were
advised to decrease their salt consumption (table
K).

About half of all hypertensives had reduced
their salt intake (table L). Three-quarters of
these people had been advised to cut down, and
one-quarter had cut down on their own. Among
hypertensives who had not been advised to use
less salt, over one-third of the blacks had de-
creased their salt intake, compared to one-quar-
ter of the whites.

Among all hypertensives, the use of salt de-
creased as age increased; approximately 4 in 10
persons aged 17-44 used less salt, whereas almost
6 in 10 persons 65 years and over used less salt.
Among those people advised to cut down, re-
sponsiveness to the advice increased as age in-
creased. Men and women were equally respon-
sive, as were blacks and whites. Among people
not advised to use less salt, older people, women,
and blacks cut down the most.

Smoking and Hypertension

Like elevated blood pressure, cigarette smok-
ing alone increases the risk of mortality. The
risk of death is much greater for a hypertensive
person who smokes than for a hypertensive per-
son who does not smoke.

Table K. Percent of hypertensives 17 years and over who
had been advised by their physicians to use less
salt, by sex and race: United States, 1974

Persons advised to
Sex and race use less salt
All hypertensives 49.2
Sex _
Male i 433
Female 52.8
Race .
White 46.7
Black 632

SOURCE: Health Interview Statistics, National Cen-
ter for Health Statistics. :
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Table L. Percent of h_ygertensives 17 years and over who use less or the same amount of salt and whether or not their
physician had advised them to use less salt, by age, sex, and race: United States, 1974

Age, sex, and race

Advised to
use less

Not advised

All i
hypertensives to use less

Same [ Less Same Less Same Less

Total

Age
17-44 years

45-64 years

65 years and over

Male

Female

Race

White

Black

Percent
47.2 513 21.8 769 726 25.7

58.2 39.7 32.8 65.3 771 210
45.3 53.3 20.0 79.1 711 27.0
412 51.7 175 814 70.3 285

515 46.8 214 71.2 75.3 22.8
44.6 54.0 22.0 76.8 70.6 278

497 49.2 23.0 76.1 738 24.8
33.2 63.4 17.7 79.6 60.2 35.2

SOURCE: Health [nterview Statistics, National Center for Health Statistics.

Proportionately fewer persons reporting hy-
pertension currently smoked than did those not
reporting hypertension (table M). Health Inter-
view Survey (HIS) data show that 3 in 10 hy-
pertensives currently smoked compared with 4
in 10 nonhypertensives.

The proportions of former smokers among all
hypertensives and among all people who were
never told if they had hypertension were very
similar, about 2 in 10 of both groups. Among
women, the proportions in both groups were the
same, about 12 percent. The major difference
was among men, where about one-third of the
hypertensive males compared to about one-quar-

Table M. Percent of persons 17 years and over, by smoking
status, hypertension status, and sex: United
States, 1974

: Current Former
Hypertension status and sex omoker smoker
Hypertensive Percent
Both sexes ... ... 30.6 20.3
Male 37.7 339
Female 26.3 122
Not hypertensive
Both sexes ... 38.0 18.5
Male 435 255
Female 33.0 123

SOURCE: Health Interview Statistics, National Cen-
ter for Health Statistics.
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ter of the nonhypertensive males were former
smokers.

The proportion of people who had ever
smoked, both current and former smokers, de-
creased with age regardless of hypertension. The
percent of hypertensives who had ever smoked
decreased substantially faster with age than the
percent of nonhypertensives. This pattern gen-
erally holds for both men and women, though
males smoke substantially more than females do.
The difference in these proportions in the older
age groups (figure 2) probably indicates that
people with hypertension who ever smoked die

Figure 2. PERCENT OF PEOPLE WHO HAVE EVER SMOKED BY
HYPERTENSION STATUS AND AGE
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earlier than people without hypertension who
ever smoked.

Data from HIS indicate that more hyperten-
sive smokers than nonhypertensive smokers
have been advised by their doctors to stop smok-
ing (i.e., 1 in 3 hypertensives compared with 1
in 5 nonhypertensives). These proportions were
roughly the same for both sexes and for whites
but not for blacks. Slightly over 1 in 4 black
hypertensive smokers had been advised to stop
smoking, compared with 1 in 7 black nonhyper-
tensive smokers.

About one-third of all hypertensives advised
to stop smoking quit (table N). Compliance
among women and blacks was less, only about 1
in 5 quit. Slightly over 4 in 10 hypertensives
who were not advised to stop smoking quit on
their own. Of particular interest, there were
more former smokers in the group not advised
to stop smoking. The proportions of hyperten-
sive smokers who stopped smoking on their own
were highest for men (about one-half) and low-

Table N. Smoking cessation and physicians’ advice by
hypertension status, sex, and race: United States, 1974

Percent of | Percent of | Percent of
persons persons | persons
who have |advised to |not advised
Hypertension status, ever stop smok-| to stop
sex, and race smoked - | ing who | smoking
who were | actually who
advised | stopped | stopped
to stop smoking | smoking
HYPERTENSIVE Percent
Total 340 318 430
Sex
Male ... B 353 399 50.1
Female o 326. 221 354
Race
.White . 354 333 46.8
Black e . 269 194 27
NOT HYPERTENSIVE
Total ___ 211 28.7 331
Sex
Male ___ 204 351 365
Female . 22 20.6 283
Race )
White 219 29.1 349
Black — — | 144 20.7 16.6

SOURCE: Health Interview Statistics, National Cen-
ter for Health Statistics.

Table O. Percent of current smokers 17 years and over
who ever tried to quit smoking, by hypertension
status and race: United States, 1974

Current smokers
Hypertension status and race who ever tried to
quit smoking
Hypertensive Percent
Total 64.6
White 65.5
Black 60.7
Not hypertensive
Total 64.3
White 655
Black 553

SOURCE: Health Interview Statistics, National Cen-
ter for Health Statistics.

est for women (about one-third) and blacks
(under one-quarter). Among nonhypertensives
who had quit smoking either on the advice of
a doctor or on their own, the lowest proportions.
were again among women and blacks.

The proportion of current smokers who had
ever tried to quit smoking was the same for both
those with hypertension and those without—
about 65 percent, with relatively few differences
between men and women. The proportion
among blacks was somewhat lower, about 6 in
10 of those with hypertension and 55 percent
of those without hypertension (table O).

SUMMARY

In the early 1970’s about 18 percent of adults
in the United States had hypertension, nearly
the same proportion as in 1960-62. In both pe-
riods the rates of hypertension increased greatly
with age and were much higher for-blacks than
for whites. The causes of hypertension are not
yet known, but medical knowledge of hyperten-
sion as a potentially serious condition that can
be controlled by medication and altered living
habits has increased in the past 15 years.

Although more people were aware of their
own hypertensive status in 1970 than in 1960,
about 50 percent of hypertensives were not
aware of their condition according to the 1971-
74 HANES data. Some of these people may have
had blood pressure levels that their physicians
did not consider high enough to warrant a diag-
nosis. The question of diagnosis is not resolved
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by one blood pressure reading, and the physician
also must consider the possible social and finan-
cial effects of labeling someone as hypertensive.

Hypertensives who do not know about their
condition may not receive the medical care that
would lead to proper diagnosis and treatment.
They either do not see physicians or go to clin-
ics, or do not have their blood pressure checked
when they do go. Again, one blood pressure
reading does not necessarily determine hyperten-
sive status.

Data from the national studies reviewed here
would seem to indicate that people who have
been told they have hypertension do make ef-
forts to decrease their salt intake, weight, and
cigarette smoking. Their actual success in doing
so and the effect upon their blood pressure can
only be surmised from these data. Clinical
studies indicate that for many people it is diffi-
cult to maintain weight loss and to stop smoking
permanently. Nonetheless, such changes in liv-
ing habits are effective to some extent in lower-
ing blood pressure and should be encouraged.

The effect of antihypertensive medication on
lowering blood pressure is fairly certain and
widely known among physicians. The problems
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in maintaining daily medication for a condition
that may have no symptoms are obvious. Some
reports have suggested that one-half of hyperten-
sives who have had medication prescribed do
not take their drugs. In the Health Interview
Survey, 1 in 6 people who reported they had
been prescribed antihypertensive medication
said they had stopped taking it without a phy-
sician’s advice. Whatever the true number on
medication, many hypertensives do not regu-
larly take the drugs that could lower their blood
pressure. The reasons include various combina-
tions of the drug’s side effects and costs, the
patient’s knowledge of what to do and why, and
the physician’s guidance.

Efforts to educate the public and physicians
about the prevalence, complications, and treat-
ment of hypertension have increased. Because
hypertension affects a large number of people
and can be effectively controlled in many in-
stances before it leads to illness or death, the
importance of identifying, diagnosing, and treat-
ing it is apparent. The information in this chap-
ter indicates some of the problems in doing so
and suggests that, as with most chronic diseases,
the skill, patience, and perseverance of physi-
cian and patient are all necessary.
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CHAPTER 1l

Geographic Variation: Measures of Health,
Utilization, Resources, and Expenditures?

The investigation of geographic differences
in health and health care phenomena has a
long tradition. It has provided valuable epi-
demiological hypotheses as to disease causes and
the relative effectiveness of various approaches
to disease control. Setting of priorities in the
geographic allocation of resources in terms of
equity and potential benefits also depends on
such investigations. Recently, the National
Health Planning and Resources Development
Act of 1974 (Public Law 93-641) has brought
into sharp focus the need to examine and under-
stand the wide disparities in health status and
health resources which exist within the United
States from one geographic area to another. The
act has also established mnew statutory and
operational needs for gathering and evaluating
localized, area-specific health data.

A total of 212 health systems agencies have
been created under the act to undertake health
planning and review the allocation of Federal
health funds. Each health systems agency is
responsible for a defined geographic area, a
Health Service Area (HSA). (See figures 1, 2,
and 3.) Section 1511 of the act describes how
HSA’s are to be designated, the aim being to

*Prepared by Jacob J. Feldman and Mary Grace
Kovar, Division of Analysis, National Center for Health
Statistics,

NOTE: Unless otherwise noted, data in this chapter
are from the ongoing data-collection systems of the National
Center for Health Statistics (NCHS) . This is the first publi-
cation of many recent statistics from NCHS; other data have
been published in the Vital .and Health Statistics series.

Blbllographm citations are’ given for all pubhcauons whlch .

do not ongmate from NCHS.

create geographical units appropriate for health
planning. While a variety of criteria are in-
volved in the process of area delineation, geo-
graphic patterns of medical care utilization are
generally taken into account. An attempt was
made to include within each HSA the catch-
ment or service areas of its facilities, analogously
to the way Rand-McNally trade areas were des-
ignated. Despite the paucity of patient origin
data for facilities and for medical, dental, and
related practices, it is believed that in general
the people residing in an HSA get the major
part of their health care from providers located
within the same HSA. '

About 15 percent of the HSA’s are predomi-
nantly rural, a slightly larger percentage are
urban, and the rest are mixed. In size they
range from Alaska HSA 3, which encompasses
about 320,000 square miles, to New Jersey HSA
3 (Hudson County), which is 46 square miles
in area.

The population requirement established by
the law set limits for HSA’s between 500,000
and 3,000,000 with certain exceptions. All but
58 HSA’s have been established within these
limits. Of the exceptions, 5 have populations
greater than 3,000,000 and 53 have popula-
tions under 500,000; 5 have populations under
200,000 (table A).

This chapter summarizes the current status
of health and health systems from the perspec-
tive of these HSA’s. In addition to the specific
data, hypotheses regarding the cause of some of
the differences among areas are presented, and:
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Figure 1. Health service areas in the eastern United States

o

7o 2 . o
D TR S NN SINCN RPN 1 M SO SN

44



Figure 2. Health service areas in the midwestern United States
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Figure 3. Health service areas in the western United States
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possible implications for policy are considered.
Wherever possible, information is provided for
specific Health Service Areas. In other cases,
data are presented by State.

Localized data are essential for professional
health planners and community leaders. Such
data are also required by anyone who seeks an
informed understanding of the health and health
care situation in the United States as a whole.
The differences among areas are in many cases
of appreciable magnitude.

The areas for which tabulations are presented
here are somewhat different from the officially
designated HSA’s. This is principally because
information on population and health is gen-
erally tabulated by county, and the boundaries
-of 16 HSA’s cross county lines. Therefore, the
tabulations show fewer than 212 HSA’s.

Details of the discrepancies between tabula-
tion units and HSA boundaries are in the notes
accompanying the tables.

Measures of Health Status

There is no universally accepted “index of
health status.” Health is a difficult concept to
define and to measure, and no one definition
is adequate for the many different types of
decisions which must be made about programs
and resources. In addition, the differences
among areas within the United States are so
great that an index suitable for the country
would not be useful for all areas.

There are a number of individual measures,

*howéver, that can be used to set goals and
standards and to assess the effectiveness of health
services. Some are measures of mortality and
illness based on utilization of health services and
resources; still others may be derived from
population and other data. The basic informa-
tiorr sources used here are the continuing and
special studies of the National Center for Health
Statistics, supplemented by data from other
sources shown™ in the table footnotes. :

Population Characteristics

The age distribution is one characteristic
which can be used to assess the need for health
services in one population as compared to

another. In general, older people are less healthy
and tend to utilize health services more fre-
quently than younger ones. Approximately 10.5
percent of the U.S. population in 1975 was 65
years and over and approximately 4 percent was
75 years and over. These proportions may be
much higher-in areas with high inmigration of
retired persons or high outmigration of young
people. Such areas are likely to have higher
death rates, greater prevalence of chronic con-
ditions, and greater utilization of health serv-
ices, especially long-term care services, than
areas with relatively few old people.

Conversely, where a population includes a
high proportion of children, there is likely to
be a greater incidence of acute or short-term
conditions as children are particularly subject
to upper respiratory conditions and contagious
diseases. Where a population includes a high
proportion of women of childbearing age, birth
rates will be relatively high, with an accompany-
ing need for more prenatal and postnatal care,
obstetric units in hospitals, well-baby services,
and immunization programs.

Death rates are different for different racial
groups, for men and women, and for people
living in different parts of the country. The
types of illness and disabilities and the needs
for curative and preventive care for each of
these population groups also tend to be dif-
ferent.

Mortality

The most widely available indicators of health
status are derived from death rates. Deaths have
been registered in all States since 1933 and in
some States for even longer. These data make it
possible to compare geographic areas and differ-
ent periods of time and to make at least short-
term projections for purposes of standard-setting
and evaluation.

Both wunadjusted and age-adjusted death
rates are given in this chapter as they serve
different purposes. Unadjusted, or crude, rates
are useful for planning in a specific area; ad-
justed, or standardized; rates are needed for-
comparisons over time or between areas.

In 1975, 1,892,879 deaths were registered in
the United States, 888.5 deaths per 100,000 per- -
sons. This was lower than the death rate in any
previous year despite an older population.
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The rates in 1975 were lower than those in
1974 for each age group. In 1975, as in previous
years, the lowest rate (35.7 per 100,000) was for
children aged 5-14. The rates increased steadily
with increasing age, reaching 15,187.9 per
100,000 for those 85 years and over. Death rates
for males were higher than those for females in
each age group. At some ages they were 2 to 3
times as high (at ages 15-34 largely because of
violent deaths and at ages 55-69 largely because
of deaths from diseases of heart).

Rates for the white population were lower
than those for the black population at all ages
until 80, when the rates reversed.

Diseases of heart accounted for 38 percent of
the deaths in the United States and were the
leading cause of death. Next were malignant
neoplasms (19 percent) and cerebrovascular
diseases (10 percent). Because these three cate-
gories account for more than two-thirds of all
deaths, the crude death rate from all causes
combined is not greatly affected by changes in
death rates from other causes such as motor
vehicle accidents, which in 1975 accounted for
only 2 percent of all deaths.

The decline in overall mortality in recent
years has been due primarily to a decline in the
death rates from heart disease and cerebrovas-
cular disease. Age-adjusted (to the 1940 popu-
lation) death rates show that the death rate for
ischemic heart disease declined 19 percent from
1968 to 1975 and the rate for cerebrovascular
disease 24 percent. Unfortunately, the age-
adjusted death rate for malignant neoplasms
did not decline. It was 130.2 per 100,000 per-
sons in 1968 and 130.9 in 1975.

Substantial variation in death rates exists
across the Nation among States and regions and
even among small areas of large cities. The crude
death rate for the 50 States and the District of
Columbia ranged from a low of 418.9 to a high
of 1,087.2 per 100,000 persons in 1975. Seven
areas had rates of 1,000 or higher and 9 had
rates lower than 800 per 100,000 persons (table
B).

There is also wide variation in rates for indi-
vidual causes of death. The U.S. death rate for
heart disease was $36.2 per 100,000 persons.
Unadjusted death rates for heart disease ranged
from 73.9 to 430.4 among the States—from 78
percent lower to 28 percent higher than the
U.S. rate. (The rate for Alaska, 73.9, was very
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low and distinctly different from the rest; the
next lowest rate was 162.0.)

The U.S. death rate from malignant neo-
plasms in 1975 was 171.7 per 100,000 persons.
In the lowest State it was 60.5 (the next lowest
rate was 95.0); in the highest it was 218.3.
Generally rates were highest in the Northeast
and lowest in the West.

Motor vehicle accidents accounted for 21.5
deaths per 100,000 persons in 1975 (32.4 per
100,000 males and 11.2 per 100,000 females).
The lowest death rate for any State was 13.1
(New York), the highest 43.9 (Wyoming). This
is one of the few cases where a causative eco-
logical factor can be clearly demonstrated and
quantified. Areas where people drive long dis-
tances or at high speeds can anticipate high
rates of death and disability from this cause.
While mortality rates also are known to vary
1n response to such factors as exposure to occu-
pational hazards and pollutants, those effects are
more difficult to quantify.

Using relative mortality ratios for specific
causes of death (age-adjusted by the direct meth-
od to the U.S. population in 1940) eliminates
the effect of age differences among the State
populations. The relative mortality ratios for
selected causes are shown in table C. Relative
mortality ratios for heart disease in 1969-71
ranged from 26 percent lower to 21 percent
higher than the national level. For malignant
neoplasms they ranged from 27 percent lower
to 30 percent higher and for motor vehicle acci-
dents the range was from 47 percent lower to
99 percent higher.

In part, but not entirely, the variation among
the States is due to the differing racial composi-
tion of the States. As can be seen in table D,
a great deal of variability still exists when only
the white population is considered. The varia-
bility in the population classified as “other than
white” (table E) involves at least two factors.
One is geographic. The other is that in most
areas this population is black, in a few it is
American Indian, and in others it is.Oriental.
These population subgroups differ from one
another in death rates and in the relative im-
portance of specific causes of death.

Even within States there is variation in death
rates among geographic areas. Twenty-five of
the States have four or more HSA’s; thus it is
reasonable to look at the variation among HSA’s



in those States. Standardized mortality ratios
for all causes in 1969-71 have been computed
for the HSA’s and are shown in table F. The
States with the widest ranges in standardized
mortality ratios were Maryland (82.4-109.4),
Florida (85.3-110.1), and Pennsylvania (95.7-
120.3). The ranges for the white population
were as large as the overall ranges: Maryland
(82.9-109.2), Florida (82.9-107.4), and Penn-
sylvania (95.5-120.3) (table G). The range for
the other than white population was wider in
Pennsylvania (86.7-132.3) than in Maryland
(75.5-110.2) and Florida (100:9-124.3). How-
ever, the widest range for the other population
was in Wisconsin (62.0-119.3) (table H).

In other States there was remarkably little
variation. Among the 12 HSA’s in Texas the
standardized mortality ratios ranged only from
93.0 to 100.6. In the 11 HSA’s in Illinois the
range was from 96.9 to 110.1. In both States
there was relatively little geographic variation
in the standardized mortality ratios for the
white population but considerably more for the
other group.

Infant and Postneonatal Mortality

After 30 years of rapid decline, infant mor-
tality rates leveled off from the mid-1950’s
through the late 1960’s and then started down
again. In 1975 the infant mortality rate was
16.1 deaths per 1,000 live births, which was a
decrease of 3.6 percent from the 1974 rate and
was the lowest rate ever recorded in the United
States.

Again, there is wide variation among demo-
graphic groups. The infant mortality rate for
white infants in 1975 was 14.2 deaths per 1,000
live births and for infants other than white
24.2 deaths per 1,000 live births. The rate for
white infants declined 4.1 percent between 1974
and 1975, while the rate for other infants de-
clined 2.8 percent.

The 197475 infant mortality rates varied
among the HSA’s from 27.8 deaths per 1,000
live births in the District of Columbia and
25.8 in South Carolina HSA 3 to 11.5 in Cali-
“fornia HSA 3. In 71 of the HSA’s (35 percent),
the rate was higher than 17 deaths per 1,000
live births (table J).

Within South Carolina the range was from
17.1 to 25.8 deaths per 1,000 live births. Within

California the range was from 11.5 to 16.2. No
HSA in California had a rate as high as the
lowest rate in South Carolina but there was still
wide variation in each State.

Since mortality during the postneonatal pe-
riod is dominated by exogenous factors, it is
thought to be more amenable to influence by
public health, social,-and environmental factors
than neonatal mortality. In 1974-75 postneo-
natal mortality rates varied among the HSA’s
from 2.4 (Minnesota HSA 7) to 9.9 (Arizona
HSA 3). Thirty-five percent of the HSA’s had
rates above 4.6 postneonatal deaths per 1,000
live births (table K).

A special analysis of 1969-71 vital “statistics
data from 19 of the largest standard metropoli-
tan statistical areas (SMSA’s) showed wide dif-
ferences between races and between poverty and
nonpoverty areas within single metropolitan
areas, demonstrating the great influence on
death ‘rates of social, economic, and environ-
mental conditions such as poor and crowded
housing, the spacing of children and age at
childbearing, and access to good care and knowl-
edge of how to obtain it.

Life Expectancy

As death rates decline, the expectation of life
increases. If the age-specific mortality rates of

. 1975 were to remain constant, a child born in

1975 could expect to live 72.5 years, the highest
life expectancy ever attained in the United
States. In 1970 life expectancy was 70.9 years;
in 1960, 69.7 years; and in 1900, 47.3 years.

Life expectancy for white females in 1975
was 77.2 vyears, for other than white females
72.3 years. For white males it was 69.4 years
and for other than white males 63.6 years.

The difference in life expectancy between the
white and other populations has declined dra-
matically. In 1900 there was a difference of 14.6
years; by 1970 the difference was 6.4 years. On
the other hand, the difference in life expectancy
between males and females increased from 2.0
years in 1900 to 7.7 years in 1970.

Among the States the expectation of life at
birth in 1969-71 was highest in Hawaii and
lowest in the District of Columbia. Theoretical-
ly, a child born in 1970 could expect to live
almost 8 years longer in Hawaii than in the
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District of Columbia. This is, of course, hypo-
thetical since mortality rates do not remain
constant over a lifetime, and people do move
from one place to another.

There were no dramatic changes in the State
rankings in life expectancy between 1959-61
and 1969-71 (table L). In general, those States
which were above the U.S. average in 1959-61
were more likely to show a substantial increase
in life expectancy than those which ranked
lower. Of the 49 States which had at least 1,600
deaths of white persons in both 1959-61 and
1969-71, 20 showed an increase in life expec-
tancy of a year or more for the white popula-
tion (table M). Of the 27 States which had at
least 1,600 deaths of persons other than white
in both 1959-61 and 1969-71, 14 showed an
increase in life expectancy for the other than
white population of a year or more; 3 of them
had an increase of more than 2 years (table N).
Given the relative stability of life expectancy,
an increase of 2 years over a 10-year period is
remarkable.

HEALTH RESOURCES

Physicians, other health workers, hospitals,
and other health care facilities are not evenly
distributed across the United States. It is im-
portant to bear in mind, however, that health
care resources can be in oversupply as well as
undersupply. Some analysts claim that the
United States is generally oversupplied and that
this can lead to unnecessary utilization and
even iatrogenic illness. Thus an area which is
below the national average for a particular
health resource is not necessarily at a disadvan-
tage.

Health Manpower

Physicians are concentrated in metropolitan
areas, as are dentists, nurses, and other health
workers. In 1973, the ratio of active, non-
Federal physicians engaged in patient care to
the population in the most populous metropoli-
tan counties was 6 times the ratio in the least
populous rural counties.

The imbalance in the distribution of physi-
cians is due entirely to the concentration of
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specialists in urban areas. The physician-popu-
lation ratio for physicians in general practice
is not related to population density. Within
SMSA’s in 1973 there were 2.3 active, non-
Federal physicians in general or family practice
per 10,000 persons and 2.8 per 10,000 outside
SMSA’s. The ratio of specialists to population,
however, is much higher in metropolitan areas
than in less urban areas. In 1973 there were, for
example, 2.2 active, non-Federal internists per
10,000 persons within SMSA’s but only 0.6 per
10,000 outside SMSA’s. High correlations among
the specialties with respect to location mean
that those areas above average for one specialty
tend to be above average for all other special-
ties.

As of December 1973 there were 15.0 non-
Federal physicians in active practice for every
10,000 persons in the U.S. population, or about
1 for every 667 persons (Roback, 1974). The
range among HSA’s was from 5.2 to 43.9 physi-
cians per 10,000 persons. About 20 percent of
the HSA’s had fewer than 8.5 physicians per
10,000, which is about 1 physician for each
1,200 people (table O). The greatest variation
among HSA’s, like the difference between
SMSA’s and non-SMSA’s, was with respect to
specialists.

There is also variation within HSA’s. For
example, in 1973, 74 percent of the HSA’s con-
tained at least one county designated as a phy-
sician shortage area for the National Health
Service Corps. In 30 HSA’s more than 48 per-
cent of the population lived in such counties.

Thirteen percent of all active, non-Federal
physicians in the United States were 65 years
and over. In one-fourth of the HSA’s 16 percent
or more of all physicians were in this age group.
Nearly 20 percent of the office-based primary-
care physicians in the United States were 65
yvears and over. In 10 percent of the HSA’s,
more than one-quarter of these physicians were
in this age group.

Nationally, the ratio of primary-care, non-
Federal physicians in office-based practice (i.e.,
general and family practitioners, internists,
pediatricians, and obstetrician-gynecologists)
was 4.7 per 10,000 population in 1973. Varia-
tion among HSA’s was less for primary-care,
non-Federal physicians than it was for total
active, non-Federal physicians. For the primary-
care physicians the range was from 2.8 to 9.3



per 10,000 population, with 20 percent of the
HSA’s having a ratio below 3.8 (table P).

Board certification varies among the special-
ties; 68 percent of pediatricians were board-
certified in 1973, but only 44 percent of psy-
chiatrists. The percentage of board-certified
internists, pediatricians, and obstetrician-
gynecologists in the 10 percent of the HSA’s
with the highest levels of certification was 50-60
percent higher than the percentage certified in
the 10 percent of the HSA’s with the lowest
levels. The percentage of board-certified psy-
chiatrists was 150 percent higher.

About 20 percent of U.S. physicians in 1973
were foreign medical graduates. The propor-
tion of foreign medical graduates varied among
the HSA’s from 0 to 55 percent with a median of
12 percent. In one-fifth of the areas, more than
22 percent of the physicians were foreign medi-
cal graduates.

States vary greatly in their reliance on for-
eign medical graduates to staff their mental
hospitals (National Institute of Mental Health,
1976). The proportion does not seem to depend
on the size of the State’s population, its loca-
tion, or whether the State is predominantly
urban or rural. In 1975 some large States, such
as New York, Illinois, and Ohio, were heavily
dependent on foreign medical graduates in
staffing their mental hospitals, while other large
States, such as California and Pennsylvania,
were not. West Virginia, South Dakota, and
Montana employed a high proportion of foreign
medical graduates; Louisiana, Mississippi, and
Wryoming employed a low proportion (table
Q).
In general, the geographic distribution of
dentists is nearly as uneven as the physician
distribution. Nationally, there were 5.4 licensed
dentists per 10,000 population in 1974 (Bureau
of Health Manpower, 1976). There were about
2.5 times as many dentists per 10,000 popula-
tion in the most populous metropolitan coun-
ties as in the least populous rural counties.
Among HSA’s the range in 1971 was from 1.9
to 10.3 dentists per 10,000 population. Twenty
percent of the areas had fewer than 3.4 dentists
per 10,000 population. About 60 percent con-
tained counties designated as dentist shortage
areas for the National Health Service Corps.

In 1972 there were 37.4 registered nurses
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employed in nursing per 10,000 population in
the United States. The nurse-population ratio
varied among HSA’s from 10.1 to 66.4. Twenty
percent of the HSA’s had fewer than 24.8 nurses
per 10,000 population.

In evaluating this variation among geographic
areas, two limitations of the data given here
should be kept in mind. First, there is no ad-
justment in any of the manpower data for
full-time activity; the lack of adjustment is
especially serious for nurses. A substantial pro-
portion of nurses do not work full time, and
this proportion is known to vary geographically.

Second, there is an interrelationship among
health resources. Potential substitution of man-
power (nurse practitioners for physicians, one
specialist for another, ambulatory or home care
for hospital care) makes it important to con-
sider variation in more than one indicator
simultaneously. The correlation among special-
ists has already been pointed out.

Health Facilities

There were 6,693 short-stay hospitals in the
United States in 1974 providing just over 1
million beds and 677 long-stay (average length
of stay greater than 30 days) hospitals with
370,000 beds. In addition there were 15,000
nursing care homes with just over 1.1 million
beds and 7,000 other long-term care homes with

" 220,000 beds in 1973.

The non-Federal short-stay hospitals (ex-
cluding the 1 percent which are purely psychi-
atric) provided 4.5 beds for every 1,000 people
in the United States. North Dakota, the State
with the highest bed-population ratio, had 6.9
beds for every 1,000 people; Utah, the State
with the lowest ratio, had 3.2. Alaska had only
2.3 beds but Federal hospitals in Alaska serve
large portions of the population. Every State in
the West North Central Division had a higher
bed-population ratio than the U.S. ratio (the
ratio for the division was 5.8) and every State
in the Pacific Division had a lower ratio (the
division ratio was 3.9) than the U.S. ratio.
Wisconsin and Montana, which adjoin the upper
tier of the States in the West North Central
Division, also had more than 5 beds per 1,000
population.

Short-stay hospital beds, unlike medical man-
power, were not concentrated in urban areas
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out of proportion to the population. Large
SMSA’s had about 4.5 beds per 1,000 people
in 1974, medium SMSA’s had 4.4 beds, and
small ones 5.0. Counties which were adjacent
to SMSA’s had 4.0 beds per 1,000 people, while
those counties farther out from the SMSA’s had
4.7. The highest ratios were in the core counties
of central cities and in urbanized counties not
adjacent to SMSA’s.

The range among HSA’s was from 1.2 to
8.0 beds; 11 percent had more than 5.5 beds and
12 percent had fewer than 3.5 beds per 1,000
population (table R).

There was wide variation in the services
available in the 6,358 non-Federal short-stay
hospitals. For example, over 80 percent reported
having a 24-hour emergency room or a phar-
macy, while less than 5 percent reported having
a burn care unit or self-care unit.

Although there are only relatively small dif-
ferences in the sheer availability of hospital beds
between the more and the less urbanized areas,
there are substantial differences between these
types of areas in staffing patterns and in the
availability of specialized services. Sophisticated
services are concentrated in the large hospitals
which are, with well-known exceptions, located
in metropolitan areas. In 1975 the average bed
size of the community hospitals in metropolitan
areas was 236 beds in contrast with 84 beds in
nonmetropolitan areas (American Hospital As-
sociation, 1977); 79 percent of the community
hospitals with fewer than 50 beds were in non-
metropolitan areas; 94 percent of those with
300 or more beds were in metropolitan areas.

The ratio of full-time equivalent personnel
per bed and the ratio of total assets per bed
($55,107 per bed vs. $35,437) were both higher
in community hospitals in metropolitan areas
than in nonmetropolitan areas. Special services
were more likely to be available. For example,
85 percent of the community hospitals in met-
ropolitan areas had intensive care units in
contrast with 55 percent in nonmetropolitan
areas; 72 percent of the former had blood banks
in contrast with 60 percent of the latter. Hos-
pitals in metropolitan areas were much more
likely to offer psychiatric, social work, family
planning, alcoholism, or abortion services
(American Hospital Association, 1977).

In 1974 there were 1.5 beds in non-Federal
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long stay hospitals per 1,000 civilian populatmn
in the United States. Nine-tenths of them WEEE
in hospitals operated by State (or very rarﬁ?’%ﬁ
local) governments. Their patient service areas '
are usually defined by regulation rather than by Z@:
individual choice. Many serve an entire State; &,
others serve defined areas within the State. Thus,
the distribution of long-stay hospitals by Si:’z‘te *Z;§
is of greater importance than the distribution byq

HSA'’s or other local areas. ;5

Four-fifths of the beds in non-Federal long- -+
stay hospitals in 1974 were in psychiatric hos-
pitals. Only three States (Massachusetts, Rhode
Island, and Delaware) and the District of Co-
lumbia had 1 or more beds per 1,000 population
in other kinds of long-term hospitals. Ten States -
(including Alaska) had no long-term non-Federal’ |
hospitals except the psychiatric hospitals.

In 1974 there were 1.3 beds in non-Federal
psychiatric hospitals per 1,000 population; 96
percent of them were in hospitals classified as
long-stay. There was a steep East to West gradi-
ent in the number of beds in non-Federal psy-
chiatric hospitals. New England had 1.6 beds
per 1,000 population; the Middle Atlantic States
had 2.3; the South Atlantic States had 1.5 beds
per 1,000 population. In contrast, the Mountain
and Pacific States had 0.7 beds per 1,000 popula-
tion.

There have been great changes in psychiatric
treatment and attitudes since World War II.
The introduction of psychotropic drugs and
their increasing use in treatment has meant that
people could be treated as outpatients or hos-
pitalized briefly rather than being hospitalized
for long periods. As attitudes have changed,
court rulings have brought about the release of
patients.

As a result, the number of beds in psychiatric
hospitals has decreased. According to the Na-
tional Institute of Mental Health, the total num-
ber of beds devoted to psychiatric care declined
by 16 percent from January 1974 to January
1976 and by 30 percent from January 1972 to
January 1976 (National Institute of Mental
Health, 1975, 1977). Virtually all of the de-
crease is attributed to State mental hospitals,
which had only 222,202 beds in January 1976,
a decrease of 21 percent from January 1974 and
39 percent from January 1972, when there were
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361,578 beds in State mental hospitals. In Janu-
ary 1972 State mental hospital beds comprised
77 percent of all psychiatric beds; in January
1976 they comprised only 67 percent.

The decline in the number of psychiatric beds
is nationwide. The number of psychiatric beds
has been declining at a faster rate than other
hospital beds. As a result, non-Federal psychiat-
ric beds as a proportion of all non-Federal hos-
pital beds has decreased from 30 percent in Jan-
uary 1972 to 22 percent in January 1976.

The number of beds in nursing care homes
per 1,000 people 65 years and over was 52 in
1973, varying from 17 in West Virginia to 89 in
Minnesota. In general, the number of beds per
1,000 elderly people was lower in Southern
States than in other parts of the country but
there was wide variation among States in any
area. For example, Georgia had 61 beds for
every 1,000 people 65 years and over; Florida
had 25; South Carolina had 35.

UTILIZATION OF HEALTH
RESOURCES

Utilization of health care resources varies both
among HSA’s and within them. This is due in
part to differences in the supply of physicians,
hospitals, laboratories, other health personnel,
and other resources; the more resources there
are, the more likely they are to be used. It is
also due to characteristics of the population such
as age and sex, which influence needs for health
services, and due to levels of health insurance
coverage and income, which influence ability to
pay for care.

Other determinants of health care utilization
include availability of public programs and clin-
ics and availability of population-wide services
such as immunization programs. Local norms
and economic factors influence the practices fol-
lowed by physicians and other health personnel,
which in turn affect utilization patterns. Regula-
tory practices connected with payment programs
play a part as well.

Need for health care is, of course, a major
determinant of utilization. Needs are related to
age, sex, race, and place of residence. The in-
dividual’s perception of need is a determinant
which is itself related to many cultural factors.

Access to health care, as measured by travel time,
waiting time for an appointment, and waiting
time in the office, is also a determinant. Aware-
ness of program eligibility and of the availability
of providers influences utilization of services.
There are other cultural factors to be consid-
ered, such as the use of nonphysician healers
and preferences for certain types of medications.

Differences in utilization are of special con-
cern when there is reason to believe that there
is underutilization and needs for preventive or
illness-related care are not being met. However,
high utilization may carry with it waste of re-
sources and substantial risks, as in certain types
of surgery, prolonged institutionalization, and
use of certain drugs or methods of treatment.

Ambulatory Care Utilization

The average number of ambulatory physician
contacts per person per year has remained ex-
tremely stable since 1971. Each year through
1975 there was an average of approximately five
contacts per person. Contacts include visits to
physicians’ offices, hospital outpatient depart-
ments, emergency rooms, and health centers;
home calls; and phone contacts for medical ad-
vice, but exclude visits made by physicians to
patients in hospitals and long-term care facili-
ties such as nursing homes.

As recently as a decade ago, individuals in
families of higher income averaged considerably
more physician contacts per year than those in
lower income families. Partly as a consequence
of Medicaid, and to some extent Medicare, the
average number of contacts per year for people
in the poorer segments of the population is now
generally as high as or higher than the number
for the more affluent. However, illness rates and
accompanying medical needs are greater in the
low-income population. In spite of the recent
catching-up process, it is likely that in many
areas of the country people who are econom-
ically better off still receive a disproportionately
large share of medical care in relation to need.

Substantial differences exist among popula-
tion groups in the setting where ambulatory care
is obtained. Nationally, in 1975 about 12 per-
cent of ambulatory care contacts of the white
population were through hospital outpatient
departments and emergency rooms. However,
more than 22 percent of the contacts of the
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remainder of the population took place in such
settings. Similarly, use of hospital ambulatory
facilities is relatively frequent among the low-
income population and decreases with increas-
ing income. However, the steadily upward trend
since 1973 in the use of hospital outpatient de-
partments and emergency rooms is not due en-
tirely to the reduction of financial barriers for
the poor. Increased reliance on hospitals has
been widespread throughout the population.

In addition to measures of the sheer volume
of contacts and the settings in which they take
place, it is essential for planning purposes to
examine the health care function of the services
which are sought and received. According to
medical criteria, a larger proportion of the serv-
ices obtained by less affluent, older, and black
recipients are “mandatory” as compared to the
services obtained by the remainder of the popu-
lation (Andersen, et al., 1975). This is due in
part to the greater prevalence of medical need
within these groups; it also suggests that the
poor, the elderly, and blacks are less likely to
obtain medical care in the absence of urgent
need.

There are differences in physician utilization
by age and place of residence. Children under 5
years of age and adults in their fifties and older
average considerably more ambulatory contacts
than other age groups. In general, the number
of contacts per person per year is higher in large
metropolitan areas than in smaller metropolitan
areas, which in turn have higher rates than non-
metropolitan areas. It is clear that the avail-
ability of physician manpower, discussed earlier,
has an appreciable effect on the volume of
utilization.

Marked differences exist between metropoli-
tan and nonmetropolitan areas in the percentage
of the population receiving certain preventive
care. For example, 35 percent of those 40 years
and over residing in metropolitan areas in 1973
had had an electrocardiogram in the previous 2
years, compared to 28 percent of those living
in nonmetropolitan areas. Thirty—six percent, as
contrasted with 28 percent, had had a glaucoma
test. About 67 percent of the children under 17
years in metropolitan areas compared to 53 per-
cent of the children in nonmetropolitan areas
had had a routine physical examination within
2 years. Similar differences were reported for
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other preventive care services—chest X-rays, Pap
smears, etc.

Nationally, there were about 1.6 dental visits
per person in 1975. People living in metropoli-
tan areas visited a dentist, on the average, 1.8
times a year while people in nonmetropolitan
areas made 1.2 visits per person.

Hospital Utilization

Although certain medical conditions almost
invariably result in at least one stay in a short-
term general hospital for the afflicted individual,
the medical indications for many other condi-
tions are not so clear-cut. For nearly identical
conditions, some patients may be treated by in-
patient surgery, some rmay receive nonsurgical
inpatient medical treatment, and others may be
treated on an ambulatory basis. Considerations
other than purely medical ones enter into the
determination of the forms of treatment a pa-
tient receives during the course of an illness. It
is not surprising that there is great variability
among geographic areas in the volume of hos-
pital utilization.

There were 908 days of care in community
hospitals for every 1,000 people in the Pacific
Coast States in contrast with 1,482 days of care
per 1,000 in the West North Central States in
1975. According to data from the American
Hospital Association the national rate was 1,209
days per 1,000 persons (American Hospital As-
sociation, 1976).

Data from the Medicare program provide use-
ful insights into geographic variability in hos-
pital use because of the restricted age range of
the patients, the generally high rates of hospital
utilization by the elderly, the relative homo-
geneity of hospital insurance coverage, and the
availability of detailed statistical information.
The hospital admission rates presented here
were derived by classifying Medicare hospital
episodes for individuals over age 65 in terms of
the geographic locations of the hospitals. The
base populations are the numbers of individuals
with Medicare hospital coverage residing in the
geographic areas.

In both 1973 and 1974 the four States with
the highest Medicare hospital admission rates
were North Dakota, Montana, South Dakota,
and Arkansas (table S). Each of these States had



a rate of 400 admissions per 1,000 population
or greater (Office of Research and Statistics).
The three highest States, North Dakota, Mon-
tana, and South Dakota, had a greater ratio
of short-stay hospital beds to population than
the U.S. average and were among the lowest
States in physician-population ratio. These
three States traditionally have had extremely
high hospital admission rates, more than 30 per-
cent higher than the national average as long
ago as 1951. The relatively small supply of physi-
cians and large supply of hospital beds is con-
sonant with a pattern of care that emphasizes
inpatient rather than ambulatory treatment and
management of medical conditions. All three
States have population densities of less than 10
people per square mile, as compared to 60 peo-
ple per square mile for the entire United States
in 1975. It is possible that the emphasis on hos-
pital care is in part connected with the appre-
ciable distances that portions of these popula-
tions must travel for ambulatory care.

It is more difficult to interpret the utilization
pattern in the States with the lowest Medicare
hospital admission rates. Maryland, New Jersey,
and Delaware were among the four lowest States.
An appreciable proportion of the Maryland pop-
ulation resides in suburban Washington, D.C.,
and is hospitalized in the District of Columbia.
Similarly, many New Jersey residents may be
hospitalized in New York City or Philadelphia,
while many Delaware residents may be hospital-
ized in the nearby Pennsylvania, New Jersey, and
Maryland hospitals. However, New York and
Pennsylvania, in spite of the importation of hos-
pital patients, also showed relatively low Medi-
care admission rates. The hospital admission
rates in New York and Pennsylvania for all age
groups combined were only at approximately
the national average even in 1951. This is note-
worthy since their larger cities are referral cen-
ters for surrounding States. Thus a rather dif-
ferent pattern of disease treatment and manage:-
ment appears to have prevailed in the Middle
Atlantic area from that in the Upper Midwest
and Mountain States.

Also presented here are data (tables T and U)
showing the variation among Health Service
Areas in 1974 in the average length of hospital
stay and the percent of discharges in which sur-
gery was performed for Medicare beneficiaries

65 years and over. In interpreting these data,
one must take into account the fact that hos-
pitals in the more metropolitan and urban
HSA’s are used by substantial numbers of out-
of-area residents, and the HSA shown in the
table is the one in which the hospital was lo-
cated, which may not be the same as the one in
which the patient lived. Nevertheless, it is clear
that hospital stays in the West tended, on the
average, to be appreciably shorter than those in
the Northeast and North Central Regions. The
variation among HSA’s within a State in the
percentage of discharges in which surgery was
performed reflects, in part, referral patterns.
Areas with large medical centers generally have
relatively large percentages of surgical discharges.

HEALTH CARE FINANCING

Expenditures for health care have more than
tripled in the past 11 years. In fiscal year 1965
they were $39 billion, or 5.9 percent of the gross
national product (GNP). In fiscal year 1976
they were $139 billion, 8.6 percent of the GNP,
or $638 per capita (Gibson and Mueller, 1977).

About half the increase can be attributed to
the rising prices of medical goods and services,
and about 40 percent to greater per capita utili-
zation of health services, quality improvements,
and the greater complexity of health care. Some-
what less than 10 percent is due to population
growth.

The cost of an average hospital stay increased
from $311 in 1965 to $1,017 in 1975. About half
of this is due to wage increases for hospital em-
ployees and higher prices for the goods and sexv-
ices which hospitals buy. The other half is due
to the acquisition of more expensive equipment
and to greater numbers of staff in proportion to
patient populations.

Increases in expenditures for health care were
not uniform across the country for many rea-
sons. The age distribution of a population in-
fluences the need for health services and the
eligibility for Medicare and other age-related
programs. Migration patterns have changed the
age distribution in some areas. Price levels of
hospital and professional services rose more
steeply in some areas than in others. The supply
of hospital beds and professional manpower var-
ies from one area tc another. This variation
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influences access and thus utilization levels
which, along with prices, determine expendi-
tures. Factors in an area’s general economy are
also significant. The level of personal income
governs the ability to pay for care and influences
the location of professionals, and industrializa-
tion is associated with the prevalence of health
isurance coverage and use of insurance as a
payment source for health care.

Also important in interpreting interareal dif-
ferences are local concentrations of Department
of Defense installations and Veterans Adminis-
tration facilities. The presence of these or other
specialized medical facilities that serve patients
from many areas often leads to high utilization
and expenditure. Hospital expenditures may be
high for a given area without necessarily reflect-
ing excessive services to local residents.

The variation in expenditures among the
States is shown in a comprehensive comparison
developed by the Social Security Administra-
tion, using 1969 estimates of private expendi-
tures and expenditures of Federal, State, and
local governments. Excluding the District of Co-
lumbia, per capita expenditures varied among
States from $138 to $346 (table V).

Substantial variation exists among geographic
areas in the funding sources for medical care.
State differences in the implementation of vari-
ous public medical care programs, notably Medi-
caid, are very pronounced. In 1969 overall per
capita expenditures from State and local sources
varied from $51.98 in the Northeast to $19.25
in the South, a ratio of 2.7 to 1. Federal spend-
ing exerted a somewhat compensatory effect. The
per capita expenditure for Federal, State, and
local governments combined was $117.39 in the
Northeast and $72.87 in the South (Office of
Research and Statistics, 1975).

Variation in the per capita amount of hospital
expenditures is due in part to differences in hos-
pital charges and bed supply. In 1969 the Dis-
trict of Columbia, Massachusetts, and New York,
all of which serve patients from outside the
area, had expenditures for hospital care greater
than $150 per capita. At the same time, expendi-
tures in Mississippi, Arkansas, and Idaho were
below $70 per capita (table W).

For the United States as a whole in 1969, 33
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percent of all hospital expenses were paid by
Federal funds. For Florida, a considerably larger
proportion (43 percent) of hospital expendi-
tures was Federal, owing to the large proportion
of the population covered by Medicare coupled
with only moderate hospital utilization by the
non-Medicare segment.

Expenditures going to physicians in 1969 aver-
aged $59 per person nationwide, but ranged
among States from $84 in California to $29 in
Mississippi (they were $157 in the District of
Columbia) . Forty States averaged between $40
and $60. Public funds supplied 23 percent of
overall expenditures for physicians, but reached
nearly one-third in States with large welfare
and/or elderly populations. Drugs, dentists’
services, and skilled nursing home care also
showed interstate variability in per capita
amounts spent and the role of public financing.

Further information and insight come from
the Supplemental Security Income program ini-
tiated on January 1, 1974. This program stand-
ardized eligibility and benefits for aged, blind,
and disabled persons’ assistance programs, and
offered options to the States with respect to
Medicaid eligibility rules. Among 10 States that
were studied, most raised the income ceiling for
eligibility and most increased the number of
services covered. With respect to long-term care,
utilization and expenditure increased in all 10
States, although only 6 of them increased the
number of recipients.

Data from the Medicare program for 1974 re-
veal wide interregional and interstate disparities.
The 1974 figures on reimbursement per en-
rollee 65 years and over, including hospital and
medical insurance, show that the mean payment
per Medicare enrollee for the United States was
$467; in the South it was $395, in the Northeast
$544 (table X).

Among the nine Census Divisions, reimburse-
ment in 1974 varied from $339 in the East South
Central to $561 in New England. The average
payment in the highest division was 65 percent
above the lowest. The East South Central group
of four States includes Mississippi, highest in
rank among these States for reimbursement per
enrollee, with $345. The New England group
includes six States, with average reimbursement



ranging from $409 in Maine to $614 in Massa-
chusetts.

When the 14 counties of Massachusetts are
reviewed individually, reimbursement per en-
rollee ranged from $828 to $460; the highest
county was 80 percent above the lowest. The
Mississippi average of $345 was $113 higher
than the lowest county in that State ($232) and
$208 lower than the highest county ($553); the
highest county was 138 percent above the lowest.
Two counties in Mississippi had higher pay-
ments per enrollee than the lowest county in
Massachusetts, even though the average payment
in Mississippi was $269 lower than the average
payment in Massachusetts.

Medicare reimbursement levels also differ ac-
cording to place of residence, whether urban or
nonurban. The average reimbursement per
Medicare enrollee 65 years and over, including
hospital and medical services, in metropolitan
counties with central cities was 44 percent high-
er ($523) than in nonmetropolitan counties
($364). For hospital services under Part A of
Medicare, the urban area was 38 percent higher
($381) than the nonurban area ($276), and for
services under Part B, supplemental medical in-
surance, the urban area was 59 percent higher
than the nonurban area in 1974.

Wennberg and Gittelsohn have described a
data system for Vermont’s 251 towns which was
set up in 1969 and which provides information
on local differences in utilization and expendi-
tures (Wennberg and Gittelsohn, 1973). Thir-
teen service areas were delineated, and utiliza-
tion and expenditure rates were classified on the
basis of the patient’s place of residence rather
than the location of the site of care. Per capita
expenditures for hospital care in 1969 were
twice as large in the highest service area as in
the lowest; for nursing homes, the ratio between
high and low areas was greater than five.
Part B Medicare reimbursement ranged from
$54 to $162 per capita. The range of payments
for diagnostic X-rays, electrocardiograms, and
laboratory services was even greater. That the
differences in expenditures for hospital care are
persistent over time is shown by a high cor-
relation between 1963 and 1969 per capita
expenditures.

Data from the 13 areas show differences
among the areas in utilization of hospitals, rates

of performance of all surgical procedures, and
discharges for four classes of disease. These dif-
ferences are sustained when the figures are ad-
justed for age. An examination of variation in
tonsillectomy rates strongly suggests that factors
unrelated to biological need are highly influen-
tial. If one assumed that the observed 1969 age-
specific tonsillectomy rate for each area were to
remain constant for a 20-year period, 16 percent
of the children in the area with the lowest rate
would have a tonsillectommy by age 20 as com-
pared to 66 percent of the children in the area
with the highest rate.

The distribution of physicians in the 13 areas
was associated with the density and income level
of the population rather than with its age dis-
tribution or other indicators of medical need.

Unusually comprehensive data are available
for medical care utilization and expenditures in
Northeastern Kentucky. These data are dis-
cussed below in some detail as an illustration of
certain causes of observed differentials between
local and national expenditure statistics (table
Y). The types of factors considered here need to
be taken into account in interpreting local data.

Northeastern Kentucky is one of a number of
selected areas for which community funds flow
studies have examined expenditure patterns and
compared them with national parameters. Ex-
penditures for health services and supplies in
1971 for the approximately 225,000 people re-
siding in a 15-county, largely rural area of
Northeastern Kentucky are estimated to have
been $214 per capita, compared to $351 for the
United States as a whole (National Center for
Health Services Research, 1973). The North-
eastern Kentucky expenditure figures were de-
rived from data pertaining only to providers
located within the 15-county area. Patient ori-
gin studies showed that residents of the area ob-
tained a considerably higher volume of services
outside the area than nonresidents obtained
from the area’s providers. More specifically, over
one-quarter of the admissions for the area’s resi-
dents were in hospitals outside of the area.
There were more than twice as many out-of-
area hospital admissions for area residents as
there were in-area admissions for nonresidents.
It is likely that the out-of-area admissions for
residents were for longer, more complex stays
than the in-area admissions. Thus, while the
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funds flow study showed 1971 per capita hospital
expenditures for the area of only $63, as com-
pared to national expenditures of $147, the ac-
tual average expenditure for the residents’ hos-
pitalizations was unquestionably greater than
$63.

Relatively low expenses per patient day in
Northeastern Kentucky hospitals also contrib-
uted to the difference from the national average.
The area’s hospitals are less technologically ad-
vanced than hospitals in metropolitan areas;
this paucity of specialized services results in low-
er costs. Again, it appears likely that the out-of-
area hospitalizations for residents were more ex-
pensive than the within-area admissions, the
out-of-area hospitals generally being located in
larger cities.

There is evidence that the volume of hospital
utilization by the area’s residents was at least as
great as the national average. Thus the relatively
low per capita hospital expenditure of $63 ap-
pears to be due both to the substantial out-of-
area utilization and to the relative inexpensive-
ness of area hospitals. The low expenditures
may reflect problems of access to local medical
care for area residents who developed conditions
for which high-technology, specialized services
are advantageous.

In contrast to the $214 estimate for North-
eastern Kentucky, the estimated per capita ex-
penditure for Philadelphia, Pennsylvania, was
$548. In Northeastern Kentucky residents go out
of the area for medical care, while Philadelphia
provides more services to nonresidents than its
residents obtain outside. With this difference
taken into account, per capita expenditures for
Philadelphia residents were still undoubtedly
far greater than those for the Kentucky area’s
residents. In general, expenditures for health
services and supplies for metropolitan area resi-
dents tend to be a great deal higher than those
for populations living outside of metropolitan
areas.

Only about one-third of the 1971 hospital ex-
penditures in Northeastern Kentucky were de-
rived from public sources, due in part to a rela-
tively small Medicaid program and the absence
of publicly supported hospital facilities in the
area. It has been estimated that in New York
City, 72 percent of all spending for care ren-
dered by hospitals and related facilities in 1971
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came from public sources, as compared to a fig-
ure of approximately 50 percent for the country
as a whole.*

Variability in both utilization and expendi-
ture is inherent in the Medicaid program. The
law requires that each participating State cover
certain hospital and physician services, but other
services are added at the option of the State.
Further, a State may limit the number of hos-
pital days or physician visits covered. Other fac-
tors making for variability are the level of med-
ical prices, the scarcity of resources in rural
areas, and the percentage of the area’s poor peo-
ple who are covered.

In 1970 the ratio of Medicaid recipients to
persons with incomes under the poverty index
was 1.03% in the Northeast, 1.16 in the West, but
less than 0.33 in the South. Even though approx-
imately 45 percent of the poor lived in the
South, this region in 1972 had only about 20
percent of the Medicaid recipients and account-
ed for only a little more than 15 percent of the
payments. Payments per poor person were $526
in the Northeast and $85 in the South (Davis,
1976).

There was an even larger disparity in pay-
ments per poor child. Approximately 10 percent
of the poor children in Mississippi received
benefits, these benefits averaging somewhat over
$40 per recipient (table Z). In contrast, most of
the poor and many of the near-poor children in
New York received benefits, which averaged
$133 per recipient. Rural children, who are like-
1y to be in families whose fathers are present
but underemployed or unemployed, are less like-
ly to receive benefits than urban children, who
are more likely to be in families headed by non-
working women.

THE NEED FOR
CONTINUING INFORMATION

The National Health Planning and Resources
Development Act of 1974 (Public Law 93-641)
prescribes that area health systems plans be
based on certain specified sets of statistical data
pertaining to the health of the people and the
health care system in the area. The data pre-



sented and discussed in this chapter are illustra-
tive of the types of information that health sys-
tems agencies and other planners need to take
into account when developing plans. Indicators
have been included regarding health status,
health care resources, resource utilization, and
health care financing. Meaningful interpretation
of these data is possible only if one compares the
statistics pertaining to a particular health service
area with the statistics for an array of areas. To
this end, we have here described the variability
among areas with respect to these indicators. In
developing system goals and the mechanisms for
achieving them, planners can, with such infor-
mation, assess the situation in their own area
relative to the situations in comparable areas.
To enhance the utility of statistical informa-
tion in the planning process, far more sensitive
and revealing indicators are needed. Further-

more, we need far greater knowledge of inter-
relationships among different elements of the
system. For example, what are the consequences
of a limitation of the number of hospital beds
for the area’s supply of physicians in various
specialties? What are the consequences for the
utilization of short-term hospitals of a change
in the supply of long-term care beds?r How
would the geographic distribution of dentists be
affected by greater availability of dental care
insurance?

Health system planning must proceed imme-
diately. We cannot postpone decisions until bet-
ter indicators are developed and our under-
standing of the health system becomes more
nearly adequate. However, research and develop-
ment efforts should be accelerated if our health
system is to be placed on a more rational footing.
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Notes on Tables F, G, and H

The Health Service Areas (HSA’s) designated
in tables F, G, and H differ from officially desig-
nated HSA’s in the following particulars:

1. Alaska’s three HSA’s are considered one
area because of their relatively small population.

2. Illinois Areas 6 and 7 and Massachusetts
Areas 3 and 6 are considered single areas because
of data constraints.

3. Data for the tri-State HSA appear with
their respective States. New Mexico and Utah
have been treated as single State HSA’s. The
data for the Arizona component has been ag-
gregated with Arizona 3.

4. In three States HSA’s have been redefined
because of data constrairts so that they fall
within county boundaries. The new definitions
are as follows. Arizona: Area 1—Gila, Graham,
Maricopa, and Pinal Counties; Area 2—Cochise,
Greenlee, Pima, and Santa Cruz Counties; Area
3—Apache, Coconino, Mohave, Navajo, and
Yavapai Counties. Connecticut: Area 1—Fair-
field County; Area 2—New Haven County; Area
3—Middlesex, New London, and Windham
Counties; Area 4—Hdrtford and Tolland Coun-
ties; Area 5—Litchfield County. Massachusetts:
Area 1-—Berkshire, Franklin, Hampden, and
Hampshire Counties; Area 2—Worcester County;
Areas 3 and 6—Essex and Middlesex Counties;

Area 4—Norfolk and Suffolk Counties; Area 5—
Barnstable, Bristol, Dukes, Nantucket, and Ply-
mouth Counties.

5. Data for 14 interstate areas appear twice
each under their dual State designations. The
pairings are as follows:

Tennessee 3—Georgia 1
Georgia 4-South Carolina 5
Georgia 5—Alabama 7

Iowa 1-Nebraska 4

Nebraska 3—Iowa 2

TIowa 3-Illinois 10

Ohio 1-Kentucky 3

North Dakota 2-Minnesota 1
Minnesota 2-Wisconsin 7
North Dakota 3—Minnesota 3
Missouri 1-Kansas 4
Missouri 3—Illinois 11

New York 4-Pennsylvania 8
Tennessee 1-Virginia 6

6. These tabulations do not incorporate the
HSA designation changes of December 1976.
The three areas affected are Arizona 5 and Penn-
sylvania 10 and 11. Data for Arizona 5 are tabu-
lated with Arizona 3, and data for Pennsylvania
10 and 11 are tabulated according to their for-
mer designations.
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Notes on Tables J, K, O, P, and R

The Health Service Areas (HSA’s) designated
in tables J, K, O, P, and R differ from officially
designated HSA’s in the following particulars:

1. Alaska’s three HSA’s are considered one
area because of their relatively small population.

2. Illinois Areas 6 and 7 and Massachusetts
Areas 3 and 6 are considered single areas because
of data constraints.

3. Data for the tri-State HSA appear with
their respective States. New Mexico and Utah
have been treated as single State HSA’s. The
data for the Arizona component has been ag-
gregated with Arizona 3.

4. In three States, HSA’s have been redefined
because of data constrriats so that they fall
within county boundaries. The new definitions
are as follows. Arizona: Area 1—Gila, Maricopa,
and Pinal Counties; Area 2—Cochise, Graham,
Greenlee, Pima, and Santa Cruz Counties; Area
3—Apache, Coconino, Navajo, and Yavapai
Counties; Area 5—Mohave and Yuma Counties.
Connecticut: Area 1—Fairfield County; Area 2—
New Haven County; Area 3—Middlesex, New
London, and Windham Counties; Area 4—Hart-
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ford and Tolland Counties. Area b5—Litch-
field County. Massachusetts: Area 1-—Berkshire,
Franklin, Hampden, and Hampshire Counties;
Area 2—Worcester County; Areas 3 and 6—FEssex
and Middlesex Counties; Area 4—Norfolk and
Suffolk Counties; Area b—Barnstable, Bristol,
Dukes, Nantucket, and Plymouth Counties.

5. Data for 14 interstate areas appear twice
each under their dual State designations. The
pairings are as follows:

Tennessee 3—Georgia 1
Georgia 4-South Carolina 5
Georgia 5—Alabama 7

Iowa 1-Nebraska 4
Nebraska 3-Iowa 2

Iowa 3—Illinois 10

Ohio 1-Kentucky 3

North Dakota 2-Minnesota 1
Minnesota 2—Wisconsin 7
North Dakota 3—Minnesota 3
Missouri 1-Kansas 4
Missouri 3-Illinois 11

New York 4-Pennsylvania 8
Tennessee 1-Virginia 6



Notes on Tables T and U

The Health Service Areas (HSA’s) designated
in tables T and U differ from officially desig-
nated HSA’s in the following particulars:

1. Data for the tri-State HSA appear with
their respective States. New Mexico and Utah
have been treated as single State HSA’s. The
data for the Arizona component has been ag-
gregated with Arizona 3.

2. Data for 14 interstate areas appear twice
each under their dual State designations. The
pairings are as follows:

Tennessee 3—Georgia 1
Georgia 4-South Carolina b
Georgia 5—Alabama 7

Iowa 1-Nebraska 4
Nebraska 3—Iowa 2

Iowa 3-Illinois 10

Ohio 1-Kentucky 3

North Dakota 2-Minnesota 1

Minnesota 2—Wisconsin 7

North Dakota 3—-Minnesota 3

Missouri 1-Kansas 4

Missouri 3-11linois 11

New York 4-Pennsylvania 8

Tennessee 1-Virginia 6

3. These tabulations do not incorporate the

HSA designation changes of December 1976.
The three areas affected are Arizona 5 and Penn-
sylvania 10 and 11. Data for Arizona 5 are tabu-
lated with Arizona 3, and data for Pennsylvania
10 and 11 are tabulated according to their for-
mer designations.
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Table A. Resident population according to Health Service Area, geographic division, and State: United States, 1973
(Data are based on the decennial census updated by data reported by Federal, State, and local agencies)

Geographic division Health Service Area

and State 12 s a5 6] 78] [w]|n|u|[n]|u

Resident population in thousands

New England:
Maine oo 1,039
New Hampshire .. -1 79
Vermont ... .| 466
Massachusetts 821 | 679 | 4852222 { 930 | 663
Rhode island _. | 967
Connecticut ... 635 | 592 | 531 | 911 467
Middle Atlantic:
New York .. ... .. 1,764 | 1,204 | 1,421 | 457 |1,351 {1,874 | 7,664 | 2,621
New Jersey .. ~ | 1,344 12,006 | 592 | 1,939 (1,443

Pennsylvania
East North Central:

3,828 | 86| 809 |1,310 { 6792956 | 754 457} 498

ORIO e 1,705 {1,125 | 400 1,010 {1,533 | 701 | 826| 675| 2,268 | 752
Indiana . — 11,924 12,121 11,259
linois .. | 574 698 | 565| 775 ( 590 (3,173 | 2,780 | 771 433 | 419 2,389

Michigan __. 14,757 | 660 | 744 |1,002 | 576 | 726 | 280 317

Wisconsin .| 778 [1,781 | 451 | 491 | 546 | 365 | 460
West North Central:

Minnesota ... . 310 | 460 | 390 ] 395 {1,899 | 524 | 39

lowa 2520 | 708 | 419

Missouri _ . 1,356 {1,049 | 2,389 | 551 | 476

North Dakota _. _| 282 310 3%

South Dakota _ 682

Nebraska _.._. _| 610} 372 708 {2520

Kansas . 417 | 594 | 782 1,356
South Atlantic:

Delaware ... ... ... 573

Maryland ______ .. | 305| 554 | 818 [2,128 | 268

District of Columbia ... | 734

Virginia ... | 595} 979 1,051 | 886 {1,249 | 458

West Virginia _ 1,788

912 (1,022 | 911 | 718 | 795 | 946
733 | 761 | 546 591 | 574

North Carolina __.
South Carolina ..

Georgia ... | 540 | 506 {1,980 | 575 | 756 | 520 524

Florida .. 747 | 514 | 661 1,387 | 972 | 715 575 | 750 1,425
East South Central:

Kentucky .. .. 11,712 {1,363 | 1,705

Tennessee | 458 | 738 | 540 {1,312 | 420 | 805

Alabama __. ] 689 214 | 841| 454 | 655 | 648 756

Mississippi oo [ 2,317
West South Central:

Arkansas ... | 601 | 540 438 455

Louisiana ... 1,370 11,314 | 1,071

Oklahoma .. .. | 2,667

Texas oo 330 1 3381 412 | 605 12,714 11,138 670 11,070 [ 1,188 | 578 12,483 | 302
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Table A. Resident population according to Health Service Area, geographic division, and State:

United States, 1973—Continued

(Data are based on the decennial census updated by data reported by Federal, State, and local agencies)

Geographic division

Health Service Area

and State 1|23 a]s|[6]7]s|o[w|u|[nr|[nBfu
Resident population in thousands
Mountain:
Montana 730
Idaho 776
Wyoming 353 '
Colorado 1,678 | 577 | 212
New Mexico 1,055 | 119
Arizona 1239 | 534 | 131 | 119 100
Utah 1,145 | 119
Nevada 244 | 307
Pacific:
Washington 2,109 | 468 | 398 | 457
Oregon 995 | 935 | 289
California 538 {1,034 | 498 |1,474) 1,669 | 670 1,158 ) 534 1,089 ) 696 6,938 | 1,216 | 1,601] 1,536
Alaska 46 | 219 65
Hawaii 841

SOURCES: Department of Health, Education, and Welfare: Determination of population of health service areas,
Federal Register 41(181) Thursday, Sept. 16, 1976; U.S. Bureau of the Census: Estimates of the population of counties, July
1, 1973 and 1974, Current Population Reports, Series P-25, No. 620, Washington, U.S. Government Printing Office, Feb. 1974.
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Table B. Death rates for all causes and for specified leading causes of death, according to color and sex, and geographic
division and State: United States, 1975

(Data are based on the National Vital Registration System)

Diseases Motor
of heart | Malignant S:;gg{gr accﬁilénts vehicle
Color and sex, and geographic division and State All causes|| (390-398, [ neoplasms diseases | (E800- accidents
402, 404, | (140-209) (430-438) £949) (E810-
410-429) E823)
Deaths per 100,000 resident population
United States 888.5 336.2 171.7 91.1 484 215
Color and Sex
Male 1,013.2 385.2 1923 81.3 69.8 324
Female - 770.3 289.7 152.1 100.4 28.0 11.2
White 896.8 350.0 175.8 92.2 47.4 215
Male 1,015.3 401.1 194.8 8l.1 67.7 322
Female 783.8 3013 157.7 102.8 28.0 11.4
All other 8336 2444 1440 83.7 54.7 214
Male 999.1 277.1 175.3 824 84.1 338
Female 682.5 214.7 1155 84.9 28.0 10.0
Division and State
New England:
Maine 9710 389.7 185.0 98.6 495 212
New Hampshire ... ... 889.2 3103 182.6 95.6 438 19.4
Vermont 907.2 354.8 1739 82.2 49.9 22.5
Massachusetts 929.1 3645 198.4 87.7 412 15.9
Rhode Island 955.7 410.6 216.0 821 334 146
Connecticut 830.3 3199 189.9 805 320 14.2
Middle Atlantic:
New York 938.4 3829 196.1 710 323 13.1
New Jersey _ 893.2 3738 195.3 80.0 34.8 15.1
Pennsylvania 1,016.7 416.5 198.0 95.2 425 18.2
East North Central:
Chio 897.9 3515 175.0 92.6 40.3 16.1
Indiana - 879.4 3326 161.8 103.3 48.4 218
lllinois 9248 387.2 178.3 88.4 416 174
Michigan 818.7 309.6 158.2 79.6 436 20.2
Wisconsin 869.1 3458 166.9 94.5 439 20.7
West North Central:
Minnesota 8336 316.1 161.8 99.2 475 201
lowa 982.1 384.9 186.7 112.4 50.7 243
Missouri 1,029.1 390.4 191.3 1118 510 23.2
North Dakota 862.8 340.4 145.2 91.2 64.6 27.7
South Dakota 952.1 3710 163.7 104.8 63.1 313
Nebraska " 9458 356.4 179.0 110.9 559 250
Kansas 955.3 368.1 176.4 108.7 51.2 235
South Atlantic:
Delaware 808.6 337.7 1615 60.1 411 221
Maryland 7717 303.0 168.4 58.4 38.1 17.1
District of Columbia 1,050.7 3035 218.3 78.8 43.7 131
Virginia 794.1 2939 150.3 789 50.9 209
West Virginia 1,087.2 430.4 183.2 1016 58.2 251
North Carolina 841.3 304.8 1439 9.3 59.9 280
South Carolina 8344 290.7 1359 96.7 59.0 29.1
Georgia 838.8 2923 138.7 104.3 59.0 285
Florida 1,052.0 3818 2183 108.5 50.8 231
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Table B. Death rates for all causes and for specified leading causes of death, according to color and sex, and geographic
division and State: United States, 1975—Continued

(Data are based on the National Vital Registration System) -

Diseases Motor
of heart | Malignant Saeégﬁ{gr acc‘il:!lclants vehicle
Color and sex, and geographic division and State All causes|| (390-398, { neoplasms diseases | (ES800- accidents
402, 404, | (140-209) (430-438) E949) (E810-
410-429) E823)
Deaths per 100,000 resident population
East South Central:
Kentucky 979.8 3755 175.7 1131 58.4 26.4
Tennessee 9241 337.7 163.7 116.9 55.7 27.0
Alabama J— 9311 3029 161.2 1159 62.6 298
Mississippi 9733 3221 1579 119.0 67.7 275
West South Central:
Arkansas 1,028.4 3749 179.3 128.7 628 284
Louisiana 885.4 3283 162.5 913 60.0 256
Oklahoma 1,001.6 3781 179.4 1119 59.3 288
Texas 804.7 2716 146.3 876 56.6 279
Mountain:
Montana 876.4 2910 146.8 8338 778 358
ldaho 8012 2724 135.7 85.5 68.0 349
Wyoming 818.6 2743 1299 82.1 83.7 439
Colorado 686.1 234.1 1213 62.1 523 237
New Mexico 697.3 175.7 114.7 57.8 770 416
Arizona 767.6 249.8 1446 65.5 579 305
Utah 625.9 203.6 95.0 58.9 50.2 227
Nevada 759.2 2329 147.6 818 60.0 309
Pacific:
Washington 838.2 3107 1645 894 503 2.7
Oregon 883.4 320.6 168.0 102.1 549 24.9
California 805.2 289.7 163.0 85.5 516 213
Alaska 418.9 739 60.5 222 118.2 341
Hawaii 501.2 162.0 107.2 45.8 29.2 15.0

NOTE: By place of residence of decedent. Refers only to resident deaths occurring within the United States. Ex-
cludes fetal deaths. Numbers after causes of death are category numbers of the Eighth Revision International Classification
of Diseases, Adapted for Use in the United States.

SOURCES: National Center for Health Statistics: VitalStatistics of the United States, Vol. 11, 1975, Health Resources
Administration, DHEW, Rockville, Maryland, to be published; U.S. Bureau of the Census: Estimates of the population of
States, by age, July 1, 1975 and 1976 (advance report), Current Population Reports, Series P-25, No. 646, Washington, U.S.
Government Printing Office, Feb. 1977.
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Table C. Average annual death rates for specified leading causes of death and relative mortality ratios for specified leading
causes of death, according to geographic division and State: United States, 1969-71

(Data are based on the National Vital Registration System)

Geographic division and State

Malignant
neoplasms
(140-209)

Diseases of
heart (350-398,
402, 404,
410-429)

Cerebrovas-
cular diseases
(430-438)

Motor vehicle
accidents
(E810-E823)

United States

United States

New England:
Maine

Deaths per 100,000 population (age-adjusted to 1940)

New Hampshire
Vermont

Massachusetts

Rhode lIsland

Connecticut

Middle Atlantic:
New York

New Jersey

Pennsylvania

East North Central:
Ohio

Indiana
llinois

Michigan _.__.

Wisconsin

West North Central:
Minnesota

lowa

Missouri

North Dakota

South Dakota

Nebraska

Kansas

South Atlantic:
Delaware

Maryland

District of Columbia

Virginia

West Virginia

North Carolina

South Carolina
Georgia

Florida

East South Central:
Kentucky

Tennessee

Alabama

Mississippi

West South Central:
Arkansas

Louisiana

Oklahoma

Texas
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1299 | 2560 | 670 | 275
Relative mortality ratio
100.0 100.0 100.0 1000
105.2 106.1 93.0 913
1085 9.6 94.2 100.4
104.9 958 916
104.3 93.6 85.5 61.8
109.6 104.3 769 53.5
102.1 91.1 87.9 59.6
109.0 108.6 84.5 64.4
1099 1130 87.3 68.0
104.8 1120 96.9 77.1
104.7 1053 102.4 909
101.0 100.9 116.4 1156
1043 1175 985 84.4
102.7 103.4 98.1 98.9
95.1 939 93,7 91.6
91.2 85.5 95.1 101.1
94.1 88.5 922 117.8
98.9 93.6 103.1 1138
86.5 86.5 * 121.8
89.5 89.0 84.2 148.4
92.1 84.8 90.4 116.4
89.2 85.9 87.0 113.1
108.2 1213 82.2 91.6
1106 1109 836 771
1295 111.1 99.9 720
98.5 1046 1104 96.0
1009 1109 107.5 1145
90.0 105.8 1303 130.2
948 116.6 152.7 1411
93.7 105.1 153.7 1440
98.6 86.3 94.2 1193
98.7 106.7 114.0 1175
94.2 1029 1282 128.4
92.7 9.0 1407 148.4
94.7 93.4 1376 160.0
91.1 92.6 1176 1233
106.1 114.1 119.3 1200
92.6 90.5 99.9 1149
94.7 83.8 103.1 1189




Table C. Average annual death rates for specified leading causes of death and relative mortality ratios for specified leading

causes of death, according to geographic division and State: United States, 1969-71—Continued

(Data are based on the National Vital Registration System)

Malignant hgﬁiggé_ggfg Cerebrovas- |Motor vehicle
Geographic division and State neoplasms 402, 404 ’| cular diseases| accidents
(140-209) 410’ .429)' (430-438) (E810-E823)
Relative mortality ratio
Mountain: ‘
Montana 90.1 87.2 93.9 170.9
idaho 82.1 85.4 * 1535
Wyoming 83.6 87.7 * 1985
Colorado 823 82.6 812 105.1
New Mexico 839 740 85.8 184.6
Arizona 92,0 82.9 83.3 146.2
Utah 728 773 80.6 1124
Nevada 103.2 983 106.6 158.5
Pacific:
Washington 959 919 95.7 98.5
Oregon 91.9 86.2 96.1 1240
California 98.2 89.4 92.8 96.7
Alaska * 73.6 * *
Hawaii 845 74.2 828 69.1

NOTE: Death rates and relative mortality ratios 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. Numbers after causes of death
are category numbers of the Eighth Revision International Classification of Diseases, Adapted for Use in the United

States.

SOURCE: Computed by Division of Analysis from data compiled by the Division of Vital Statistics, National Center

for Health Statistics.
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Table D. Average annual death rates for specified leading causes of death for the white population and relative mortality
ratios for specified leading causes of death for the white population, according to geographic division and State:
United States, 1969-71

(Data are based on the National Vital Registration System)

Malignant thiteaggg ggfs Cerebrovas- | Motor vehicle
Geographic division and State neoplasms 83402( 404'( "Icular diseases| accidents
(140-209) 410' 179 ' (430-438) (E810-E823)
-429)
Deaths per 100,000 population (age-adjusted to 1940)
United States 1275 | 251.2 ] 62.4 27.0
Relative mortality ratio {white)
United States 100.0 100.0 100.0 100.0
New England:
Maine 107.3 108.2 99.7 93.0
New Hampshire __. 110.8 98.6 1013 1019
Vermont 107.1 97.7 * 93.7
Massachusetts 105.9 100.6 91.0 62.6
Rhode Island 111.7 106.2 817 54.8
Connecticut 103.2 92.4 928 60.0
Middle Atlantic:
New York 109.5 110.0 86.5 65.6
New Jersey - - 110.0 113.0 89.1 65.9
Pennsylvania 104.5 114.0 100.6 785
East North Central:
Ohio 104.2 105.8 106.4 93.0
Indiana - 100.9 102.0 121.0 1193
Illinois 103.4 115.1 99.8 88.5
Michigan - 102.3 103.7 100.6 103.6
Wisconsin 96.6 95.6 99.7 93.0
West North Central:
Minnesota 93.1 87.2 102.2 101.5
lowa - 95.6 89.9 98.6 120.4
Missouri 98.2 939 104.8 119.3
North Dakota 88.0 876 * 113.3
South Dakota 90.6 89.8 90.2 128.5
Nebraska 935 85.6 96.0 1185
Kansas 90.0 86.7 91.2 115.6
South Atlantic:
Delaware 104.9 118.1 * 837
Maryland ) - 107.9 109.7 81.9 75.6
District of Columbia 104.1 97.0 * *
Virginia - 94.2 101.2 101.8 88.9
West Virginia 1018 111.6 112.0 116.3
North Carolina 87.8 102.0 118.3 120.0
South Carolina 94.4 110.6 130.1 127.8
Georgia 915 121.7 1317 144.4
Florida - 974 84.4 90.2 116.7
East South Central:
Kentucky 97.7 105.8 116.4 120.4
Tennessee 91.8 1004 121.8 1326
Alabama 91.4 95.9 126.4 149.6
Mississippi 95.5 98.2 119.6 166.7
West South Central:
Arkansas 92.1 92.2 110.6 128.2
Louisiana 102.6 109.3 103.9 116.7
Oklahoma - 94.1 92.2 104.3 1133
Texas 94.0 878 102.1 119.6
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Table D. Average annual death rates for specified leading causes of death for the white population and relative mortality .
ratios for specified leading causes of death for the white population, according to geographic division and State:

United States, 1969-71—Continued

(Data are based on the National Vital Registration System)

Malignant hD'srfa§§§ 3?;8 Cerebrovas- |Motor vehicle
Geographic division and State neoplasms ea402( 4011 " cular diseases| accidents
(140-209) 410’ 429 ' (430-438) (E810-E823)
-429)
Relative mortality ratio (white)
Mountain:
Montana 91.7 83.4 99.2 1585
Idaho 83.9 86.8 * 152.2
Wyoming 85.4 89.2 * 197.4
Colorado 835 84.1 86.5 1074
New Mexico 865 76.9 914 163.7
Arizona 94.2 85.3 88.5 1293
Utah 74.3 795 869 1122
Nevada : 1055 100.4 * 1593
Pacific:
Washington 976 935 1018 96.3
Oregon 93.8 879 1030 125.2
California 99.6 913 98.2 99.3
Alaska * 87.1 * *
Hawaii - 85.8 85.0 * ®

NOTE: Death rates and relative mortality ratios 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. Numbers after causes of death
are category numbers of the Eighth Revision International Classification of Diseases, Adapted for Use in the United
States.

SOURCE: Computed by Division of Analysis from data compiled by the Division of Vital Statistics, National Center
for Health Statistics.
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Table E. Average annual death rates for specified leading causes of death for the population other than white and relative
mortality ratios for specified leading causes of death for the population other than white, according to geographic
division and State: United States, 1969-71

(Data are based on the National Vital Registration System)

Malignant hg;if?;gg_gs Cerebrovas- |Motor vehicle
Geographic division and State neoplasms 402 404 "I cular diseases| accidents
(140-209) 410’_429)’ (430-439) (E810-E823)
Deaths per 100,000 population (age-adjusted to 1940)
United States - 151.2 | 292.9 | 108.4 | 317
Relative mortality ratio (other than white)
United States 100.0 100.0 100.0 100.0
New England:
Maine * * * *
New Hampshire _.__ * * * *
Vermont * * * *
Massachusetts 102.2 706 675 *
Rhode Island * * * *
Connecticut * 81.6 87.9 *
Middle Atlantic:
New York 106.2 95.2 715 57.1
New Jersey - 114.0 116.8 84.0 814
Pennsylvania 116.4 95.5 823 68.1
East North Central:
Chio 114.7 104.4 84.8 744
Indiana 114.3 98.4 109.8 82.3
Hlinois 1118 134.3 90.9 60.3
Michigan . 106.2 100.1 838 744
Wisconsin * 778 * *
West North Central:
Minnesota * * * *
Iowa % * * *
Missouri 108.4 93.6 99.1 76.7
North Dakota * * * *
South Dakota * * * *
Nebraska - - * * * *
Kansas 93.2 88.3 * *
South Atlantic:
Delaware _ * 139.9 * *
Maryland _ 118.0 112.0 768 776
District of Columbia 129.2 107.2 724 710
Virginia 108.9 113.2 113.8 118.0
West' Virginia * 126.4 * *
North Carolina 905 112.3 130.6 153.9
South Carolina 87.3 121.8 148.2 159.6
Georgia 92.1 1073 158.7 1341
Florida _ 103.8 98.3 112.8 130.0
East South Central:
Kentucky 118.3 126.8 118.2 *
Tennessee _ 103.0 113.4 1345 104.7
Alabama 88.3 920.3 1324 137.2
Mississippi _ 83.5 90.7 119.4 138.8
West South Central:
Arkansas 82.7 92.8 120.1 99.4
Louisiana 104.5 116.4 1116 1189
Oklahoma 81.9 79.4 778 127.4
Texas 97.7 95.5 103.1 1129
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Table E. Average annual death rates for specified leading causes of death for the population other than white and relative
mortality ratios for specified leading causes of death for the population otl:;.er ghan white, according to geographic
division and State: United States, 1969-71—Continued

(Data are based on the National Vital Reglstrhi‘ma@stﬁﬂ -

Malignant heD;te ?3555}_ 3?;8 Lerebrovas- |Motor vehicle
Geographic division and State neoplasins 402, 484, 'lcufar diseases| accidents
(140-209) ! - (430-439) (E810-E823)
410429) -
Relative mortality ratio (other than white)
Mountain:
Montana * 1 * * *
ldaho * * * *
Wyoming * * * *
Colorado 794 * * *
New Mexico * * * *
Arizona 724 57.6 * 3129
Utah * * * *
Nevada * * * *
Pacific: ,
Washington * Y798 * *
Oregon * s * *
California 86.9 720 645 795
Alaska * ® * *
Hawaii 733 616 55.5 *

NOTE: Death rates and relative mortality ratios 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. Numbers after causes of death
are category numbers of the Eighth Revision Internationa! Classification of Diseases, Adapted for-Use in the United
States.

SOURCE: Computed by Division of Analysis from data compiled by the Division of Vital Statistics, National Center
for Health Statistics.
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Table F. Standardized mortality ratios, according to Health Service Area, geographic division, and State: United States,

1969-71
(Data based on the National Vital Registration System)

Geographic division

Health Service Area

and State 1|2|3|4]5]6|7|8|9|10|11‘12|13|14
Standardized mortality ratio
New England:
Maine ... ... |1068
New Hampshire _ | 1053
Vermont _.______ 102.9
Massachusetts .. _ 11003 | 985 | 98.11053(101.9 | 98.1
Rhode Island ... 100.0

Connecticut

Middle Atlantic:
New York . . .
New Jersey ...
Pennsylvania .

East North Central:
Ohio
Indiana oo
Hlinois .

Michigan
Wisconsin ...

West North Central:
Minnesota ... ..
lowa
Missouri ..
North Dakota ...
South Dakota ...
Nebraska .
Kansas .o

South Atlantic:
Delaware ____ ..
Maryland . ..
District of Columbia ...
Virginia __ .
West Virginia ..
North Carolina ...
South Carolina ...
Georgia S
Florida _

East South Central:
Kentucky . ..
Tennessee ...
Alabama ...
Mississippi oo

West South Central:
Arkansas .. ..
Louisiana . _ .
Oklahoma oo
TeXAS oo e
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926 97.0| 946 | 925| 927

107.2 | 96.7 | 1050 | 1015 | 107.7 | 97.1 | 106.5 | 97.3
954 [101.6 | 117.5 | 1015 | 105.7
114.3 1104.1 | 120.3 | 100.8 | 109.3 | 106.8 | 110.1 (101.5| 112.1 | 95.7 | 101.4

106.6 | 99.6 | 1024 | 105.2 | 105.0 | 109.5 | 103.5 | 98.3 | 103.7 | 107.1
1033 {103.7 | 105.1
97.0 | 9891035 98.7 (1052 |110.1 | 110.1 | 969 969 | 999 |105.1
1025 | 97.2) 996 | 96.7|104.4 | 103.0 | 1054 |109.7
932 | 9%.2| 900 | 954 | 911 | 954 (1023

95.0 11023 | 874 | 90.0| 914 | 86.7 | 859
940 | 96.0| 999
989 98.7|1051 |101.3 | 1084
913 | 95.0| 874
92.2
9171 896 960 | 940
913 8894 959 98.9

107.3

1058 | 824 96.9|108.1 | 109.4
109.6

1049 | 89.0 | 106.3 | 107.2 | 103.8 |102.2
111.7

99.9 |101.9 | 103.0 |102.6 | 113.0 | 112.2
1125 (107.0 | 117.6 {1088 | 111.7
107.5 | 1039 | 107.0 | 111.7 | 111.4 | 1089 | 1154
99.9 | 9921101 | 882 93.2| 90.1 | 888 | 853 | 927

106.4 | 105.7 | 106.6
102.2 | 103.8 | 107.5 | 102.9 | 102.1 [102.0
102.7 | 94.1|104.7 | 107.4 | 109.5 |103.2 | 1114
107.3

944 | 958 (1004 | 974
113.2 1105.7 | 101.6
96.6
1006 1 958! 9931 963 9951 9301 95.1 1 9751 9%6.81 97.1 | 999 | 986




Table F. Standardized mortality ratios, according to Health Service Area, geographic division, and State: United States,
1969-71—Continued

(Data based on the National Vital Registration System)

Geographic division Health Service Area
and State 1|2|3|4|5|6|7|8[9|10|11|12]13|14
Standardized mortality ratio
Mountain:
Montana .o 99.7
Idaho | 044
Wyoming — - 11010
Colorad0 e 936 1| 9.4 1| 974
New Mexico o 100.2
Arizona .| 969 ]| 979 1082
Utah | 903
Nevada ... .. |110.2 1102
Pacific:
Washington ___________ | 966 | 99.2 | 954 | 982
Oregon . _{ 951 | 920 | 949
California .. |1034[1020( 931 971} 915} 970 | 845 | 91.0 {1003 | 884 | 97.1 | 93.0 | 87.0 | 898
Alaska oo .| 101.0
Hawaii ... | 650

NOTE: The standardized mortality ratio computed by the indirect method, using as the standard populations the
age distribution of each of the HSA’s as enumerated in 1970. The standardized mortality ratio is the ratio of the observed
number of deaths in an area to the expected number of deaths. The expected number is based on age-specific death rates
for the United States.

SOURCE: Computed by Division of Analysis from data compiled by the Division of Vital Statistics, National Center
for Health Statistics.
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Table G. Standardized mortality ratios for the white population, according to Health Service Area, geographic division, and

State: United States, 1969-71
(Data based on the National Vital Registration System)

Geographic division

Health Service Area

and State 1|2|3[4|5[6|7|8]9|1o|11|12|13|14
Standardized mortality ratio (white)
New England:
Maine o 106.9
New Hampshire ____ __ _ | 1056
Vermont 103.1
Massachusetts _ . .| 100.7 | 988 | 98.7 (1058 |102.1 | 98.7
Rhode Island __ _...| 1004

Connecticut . _

Middle Atlantic:
New York ..
New Jersey
Pennsylvania . _ ...

East North Central:
Ohio e
Indiana .
Hlinois ...
Michigan __
Wisconsin ...

West North Central:
Minnesota ... ...
lowa
Missouri ..
North Dakota ... -
South Dakota ... S
Nebraska ... ..
Kansas _. .. _ .. -

South Atlantic:
Delaware oo
Maryland . .
District of Columbia _....
Virginia oo
West Virginia .. -
North Carolina ..
South Carolina ..._
Georgia ... _
Florida ... .

East South Central:
Kentucky . . .
Tennessee _.
Alabama ._.___
Mississippi

West South Central:
Arkansas _
Louisiana _
Oklahoma
Texas o
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- {1015 11028 | 105.6 | 101.7 | 101.4 |101.8

927 | 973 950 928 | 930

107.4 | 96.8 | 105.3 | 101.7 |1079 | 980 |107.2 | 97.6
95.4 (1009 | 117.2 | 101.6 | 105.4
115.8 (104.0 | 120.3 | 100.5 |109.2 |106.6 | 110.0 (101.7 (111.8 | 95.5 {100.9

107.1 | 99.7 | 102.3 | 105.5 | 105.5 ]109.6 | 1038 | 98.5 | 104.1 | 107.6
103.3 { 104.2 | 105.3
974 | 9891032 | 98.8 (1050 [109.5 |109.5 | 97.5 | 98.3 100.2 |104.0
1026 | 98.3|100.0 | 96.9 |106.0 |103.3 | 105.4 |109.8
835 972 90.2| 956 | 912 | 95.2 | 1021

94711021 87/5| 90.1 | 919 | 868 | 86.0
94.0 | 955 |100.2
98.5| 985 104.0 | 101.3 (107.9
90.2 | 947 875
90.3
914 | 888| 955 | 94.0
914 88.7| 96.1| 985

105.2
105.7 | 8291005 |107.7 |109.2
104.7
1055 | 83.8|105.1 | 106.0 {100.1 |101.5
1111
983 | 990 | 99.8 [1024 |1135 {1136
110.1 {1051 | 119.4 | 108.3 | 110.9
1056 |103.3 | 103.6 | 110.9 {113.0 {109.4 |115.2
9951 9591074 | 867 | 909 | 868 | 841 | 829 | 909

105.0 {105.3 | 107.1

1025 | 8891034 |106.4 |107.8 |104.1 | 113.0
106.5

943 | 964 | 98.6 |100.0
113.5 | 105.1 | 100.6
97.7
1007 1 947110011 961 ) 9874 9221 95119771 969! 97.8 11018 | 98.3




Table G. Standardized mortality ratios for the white ,population, according to Health Service Area, geographic division, and
State: United States, 1969-71—Continued

(Data based on the National Vital Registration System)

Geographic division Health Service Area
and State 1|2|3|4|5|6|7|8|9|10|11|12|13|14
Standardized mortality ratio (white)
Mountain:
Montan@ e | 986
Idaho oo .| 943
Wyoming | 1010
Colorado _ - 941 97.2] 975
New Mexico ... | 998
Arizona —— .| 965 | 9781049
Utah | 908
Nevada —.| 1108 | 111.7
Pacific:
Washington | 975 993 943 | 983
Oregon — | 959§ 924 | 9438
California — | 10421048 | 950 |102.1 | 952 | 995 | 86.8 | 93.2 |1016 | 90.2 | 999 | 942 | 884 | 915
Alaska | 1060
Hawaii ... | 809

NOTE: The standardized mortality ratio computed by the indirect method, using as the standard populations the
age distribution of each of the HSA's as enumerated in 1970. The standardized mortality ratio is the ratio of the observed
number of deaths in an area to the expected number of deaths. The expected number is based on age-specific death rates
for the United States.

SOURCE: Computed by Division of Analysis from data compiled by the Division of Vital Statistics, National Center
for Health Statistics. ;
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Table H. Standardized mortality ratios for the population other than white, according to Health Service Area, geographic
division, and State: United States, 1969-71

(Data based on the National Vital Registration System)

Geographic division

Health Service Area

and State 1|2]3l4|5|6|7|8|9]10!11]12|13|14
Standardized mortality ratio (other than white)
New England:
Maine . 78.0
New Hampshire *
Vermont ._ . *
Massachusetts _. 848 | 638 63.1| 976| 864 | 631
Rhode Island ... .| 86.6
Connecticut . 917 | 922 | 771 | 860 *
Middle Atlantic:
New York ... 1041 f 937 | 90.2 | 86.7| 97.6 | 864 {1030 916
New Jersey . . 95.0 | 1055 11214 {101.3 | 107.7
Pennsylvania ... |110.8 |111.4 |117.6 |107.8 | 117.8 | 109.7 |114.0| 86.7 {132.3 |100.1 | 106.8
East North Central:
Ohio 103.1 ] 98.7 | 106.1 {100.6 | 100.4 | 1076 | 955| 96.4 | 101.6 | 102.3
Indiana ... |[1032]| 985 98.0
Hlinois . 80.8 | 983 |1154 | 960 110.8 |112.7 |112.7| 835 | 79.6 | 855 1104
Michigan . 1023 70.7 | 948 | 925 91.0| 950 |1054 ! 1014
Wisconsin 620 | 794 * | 789| 789 |119.3 [119.1
West North Central:
Minnesota ... ... 1040 (1191 ) 712 676 | 739 * *
lowa 97.0 1105.1 | 855
Missouri . 101.1 | 104.1 | 1104 | 95.3 [ 116.3
North Dakota .. 148.0 1040 | 71.2
South Dakota .. 140.1
Nebraska _ 11280 | 64.0 |105.1 [101.1
Kansas ... ... 81.7 | 926 | 929 (1011
South Atlantic:
Delaware ... 118.2
Maryland ____ . 1086 | 755 | 823 |109.4 | 110.2
District of Columbia _....| 112.9
Virginia .| 1017 | 92.1)113.8 |1095| 110.7 | 121.9
West Virginia ____ 120.9
North Carolina _. 1174 11133 | 1159 {103.2 | 112.1 | 110.1
South Carolina ... 1216 | 110.8 | 1154 {109.4 | 113.1
Georgia ... 120.0 | 1094 | 116.6 | 113.1 | 108.9 | 108.0 |1158
Florida 1009 | 1115 | 117.8 [ 110.4 | 110.6 | 124.3 |122.2 | 116.6 | 108.4
East South Central:
Kentucky .. 116.7 | 112.7 | 103.1
Tennessee .. 1219 | 117.2 1 120.0 [ 109.9 | 1054 | 102.3
Alabama ___._. | 103.7 | 1045 | 1075 | 111.4 | 112.2 | 101.9 {108.9
Mississippi ... ]| 1085
West South Central:
Arkansas _.._ 97.0{ 93.7 11065 | 93.0
Louisiana _.__ 1125 [ 107.0 | 103.3
Oklahoma .__ 87.5
Texas . ____ 992 111001 780101911041 | 96.8 | 949| 93.1| 950 | 9481 942 [1021
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Table H. Standardized mortality ratios for the population other than white, according to Health Service Area, geographic
division, and State: United States, 1969-71—Continued

(Data based on the National Vital Registration System)

Geographic division Health Service Area
and State 1!2]3,4,5'6'7]8]9]10]11]12,13,14
Standardized mortality ratio (other than white)
Mountain:
Montana —— e | 1281
Idaho oo (1004
Wyoming — . | 1015
Colorado ... | 828 | 68.7| 936
New MexicO oo | 1040
Arizona . |1023 |1005 |118.4
Utah 710
Nevada _ | 995 984
Pacific:
Washington | 799 | 93.1 (1298 | 91.9
Oregon e | 738 | 549 101.0
California — .| 818 | 707{ 599 | 69.0 | 730 | 712 | 46.7 [ 569 | 87.1 | 474 | 784 | 70.1 | 356 | 64.9
Alaska . | 900
Hawali . | 598

NOTE: The standardized mortality ratio computed by the indirect method, using as the standard populations the
age distribution of each of the HSA's as enumerated in 1970. The standardized mortality ratio is the ratio of the observed
number of deaths in an area to the expected number of deaths. The expected number is based on age-specific death rates
for the United States.

SOURCE: Computed by Division of Analysis from data compiled by the Division of Vital Statistics, National Center
for Health Statistics.
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Table J. Average annual infant mortality rates, according to Health Service Area, geographic division, and State: United
States, 1974-75

(Data based on the National Vital Registration System)

Geographic division Health Service Area

and State 1|2|3|4|5|5|7|8|9[10]11|12|13|14

Deaths per 1,000 live births
New England:

Maine . . 146
New Hampshire _____ 13.7
Vermont 13.7
Massachusetts . 13.0 {132 13.0 | 156 | 135 | 13.0
Rhode Island ... _ -1 151
Connecticut ... | 142 [ 164 151 158 *
Middie Atlantic:
New York . | 170 |133] 161 | 141 | 140 | 143 | 182 | 128
New Jersey o . 128 | 161} 19.1 | 144 | 163
Pennsylvania ... | 188 | 1441 167 | 141 | 166 | 160 | 173 | 141 | 162
East North Central:
Ohio 143 {1 176 | 163 | 154 | 168 | 158 | 154 | 147 | 166 | 156
Indiana .. [ 173 | 144 148
llinois ..__ | 164 | 160 163 166 | 175 | 204 | 204 | 16.1 | 17.9 | 153 | 176
Michigan ... 179 | 140 163 | 155 | 186 | 16.0 * *
Wisconsin ... | 129 | 13.1| 140 136 | 161 | 131 | 155
West North Central:
Minnesota ... | 168 | 155 151 ] 140 | 137 | 146 | 12.7
lowa 137 | 156 | 153
Missouri .| 150 | 169 | 176 | 172 | 18.8
North Dakota . - * 1168 151
South Dakota 18.0
Nebraska _.._ e | 1501 117 | 156 | 137
Kansas ... | 154 | 138 162 | 150
South Atlantic:
Delaware ... .| 157
Maryland . ... * 11291 16.0 | 173 *
District of Columbia .._.| 27.8
Virginia e | 162 | 139| 1751 178 | 192
West Virginia | 186

North Carolina
South Carolina

192 1180 17.7 | 162 | 196 | 213
195 | 182 258 | 188 | 17.1

Georgia 1167 | 190 170 | 171 | 210 | 195 | 183

Florida ... | 178 | 188 | 173 | 169 | 158 | 206 | 198 | 162 | 165
East South Central:

Kentucky .| 154 | 175] 143

Tennessee ... .. 16.1 | 166 167 | 146 | 19.8 | 18.7

Alabama _.__ .1 178 *1 168 | 238 | 244 | 194 | 210

Mississippi oo - 227
West South Central:

Arkansas ... 155 {183 | 166 | 206

Louisiana __ 188 | 180 | 18.9

Oklahoma _ | 16.8

Texas .o 207 1213} 1461 2051 1701 157 | 202 | 161 | 15.0 | 222 | 164 | 214
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(Data based on the National Vital Registration System)

States, 1974-75—Continued

Table J. Average annual infant mortality rates, according to Health Service Area, geographic division, and State: United

Geographic division

Health Service Area

and State 1]2l3J415|617|8_[9‘10111]12'13'14
Deaths per 1,000 live births
Mountain:
Montana ~. 16.0
Idaho ] 142
Wyoming 16.7
Colorado .. | 140} 171 *
New Mexico 176
Arizona 150 } 122 | 19.8 *
Utah 127
Nevada * | 184
Pacific:
Washington | 152 | 140 | 170 | 168
Oregon — oo Z {153 | 148 *
California 129 | 143 | 115 | 126 1130 | 129 | 124 | 134 | 162 | 11.8 | 139 | 140 | 127 | 135
Alaska _. | 161
Hawaii oo ] 142

SOURCE: Computed by Division of Analysis from data compiled by the Division of Vital Statistics, Nationa! Center

for Health Statistics.
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Table K. Average annual postneonatal mortality rates, according to Health Service Area, geographic division, and State:
United States, 1974-75

(Data based on the National Vital Registration System)

Geographic division Health Service Area

and State 1|2|3|4|5[6]7|8[9|10|11]12]13[14
Deaths per 1,000 live births
New England:
Maine . 4.0
New Hampshire _. _| 34
Vermont ... | 30
Massachusetts 31 38 2.8 3.6 3.1 2.8
Rhode Island .. ~| 40
Connecticut ... 2.6 33 41 33 *
Middle Atlantic:
New York ..o 42 | 33| 42| 38 36 | 33 47 | 34
New Jersey 34 | 47 | 52| 37 | 38
Pennsylvania 4.1 33| 34| 40| 28| 33 | 52| 38| 38
East North Central:
Ohio 38 55 41 | 45 46 | 43 34| 43| 40| 43
Indiana oo 45 4.3 38
Hlinois .. 38 | 41 37 | 43 | 41 5.8 581 44| 40| 36 | 45

Michigan ___. .1 49 34 | 52| 48 { 64 | 38 * *
Wisconsin oo 42 | 38 30| 36 37| 36 43
West North Central:

Minnesota ... .. 29 | 43 | 32| 38| 36 | 44 24
lowa 31 37 | 36

Missouri o 4.2 4.1 45 | 45 | 54

North Dakota ... * 29 3.2

South Dakota __ 55

Nebraska ... ~1 37| 31 37 | 31

Kansas . 24 | 38 | 45 42

South Atlantic:

Delaware ..o 3.7

Maryland . _ * 3.1 35 42 *

District of Columbia .| 59

Virginia .| 43| 35 | 44| 39| 47| 38
West Virginia ... 4.2

North Carolina ... 49 | 46 | 48 | 54 | 62 | 60

South Carolina ... 5.8 53 7.1 6.0 55

Georgia ... | 55 56 | 45 55 | 6.6 72 59

Florida oo 52 | 62 52 | 49 | 44 | 59 54 | 44| 41
East South Central:

Kentucky .. 41 49 38

Tennessee ... | 38 4.2 5.5 41 4.3 4.7

Alabama 53 ® 36 6.2 | 68 6.7 6.6

Mississippi . oocoeco .| 69
West South Central:

Arkansas oo 4.7 51 44 6.3

Louisiana ... .| 44 44 5.4

Oklahoma ... ~| 48

Texas e 47 62 | 441 511 45| 46 6.1 44 1 42| 49 | 48 | 55

32



Table K. Average annual postneonatal mortality rates, according to Health Service Area, geographic division, and State:
United States, 1974-75—Continued

(Data based on the National Vital Registration System)

Geographic division Health Service Area
and State 1|2T3|4J5|6J7T8]9|10|11r12|13|14
Deaths per 1,000 live births
Mountain:
Montana . .| 44
Idaho e —| 40
Wyoming 46
Colorado 43 5.0 *
New MexicO e 6.1
Arizona o 46 | 41} 99 *
Utah 35
Nevada .. — * 6.2
Pacific:
Washington — . 47 | 43| 49 | 48
Oregon e | 53 | 46 *
Catifornia oo 50 | 49| 34 | 40| 41| 44 | 33 | 38 |48 ; 42 | 44 | 44 | 34 | 39
Alaska — 54
Hawaii —— | 37

SOURCE: Computed by Division of Analysis from data compiled by the Division of Vital Statistics, National Center
for Health Statistics.
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Table L. Average lifetime in years, change over decade, and rank for each State: United States, 1969-71 and 1959-61
(Data are based on National Vital Registration System)

Average lifetime Change from Rank
State 1959-61 to
1969-71 1959-61 1969-71 1969-71 | 1959-61
United States 70.75 69.89 0.86
Hawaii - 73.60 7155 2.05 1 7
Minnesota 72.96 71.84 1.12 2 4
Utah - 72.90 7161 1.29 3 6
North Dakota 72.79 71.72 1.07 4 5
Nebraska 72.60 71.95 0.65 5 1
Kansas 7258 71.90 0.68 6 3
lowa 7255 7191 0.64 7 2
Connecticut 72.48 71.02 1.46 8 10
Wisconsin 72.48 71.22 1.26 8 8
Qregon 72.13 70.85 1.28 10 14
South Dakota 72.08 70.94 1.14 11 12
Colorado 72.06 70.79 1.27 12 16
Rhode Island 7190 70.60 130 13 18
ldaho 7187 71.13 0.74 14 9
Massachusetts 7183 70.61 1.22 15 17
Washington 71.72 70.95 0.77 16 11
California ~ 7171 70.82 0.89 17 15
Vermont - 71.64 70.35 1.29 18 22
Oklahoma - 7142 70.89 0.53 19 13
New Hampshire - 71.23 70.41 0.82 20 19
Maine . 70.93 70.02 0.91 21 27
New Jersey " 7093 69.80 1.13 21 30
Texas - 70.90 70.12 0.78 23 26
Indiana . 70.88 7037 0.51 24 21
Ohio 70.82 70.18 0.64 25 23
MisSOUri oo . 70.69 70.40 0.29 26 20
Arkansas ) 70.66 70.16 0.50 27 24
Florida 70.66 69.84 0.82 27 29
Michigan 70.63 70.13 0.50 29 25
Montana - 7056 69.49 1.07 30 35
Arizona 70.55 68.91 1.64 31 40
New York i 70.55 69.61 0.94 31 33
Pennsylvania . 70.43 69.47 0.96 33 37
New Mexico 70.32 69.48 0.84 34 36
Wyoming 70.29 69.90 0.39 35 28
Maryland 70.22 68.72 1.50 36 42
Hlinois - 70.14 69.64 0.50 37 32
Tennessee 70.11 69.43 0.68 38 38
Kentucky 70.10 69.66 0.44 39 31
Virginia 70.08 68.80 1.28 40 41
Delaware 70.06 69.38 0.68 41 39
West Virginia 69.48 69.53 —0.05 42 34
Alaska - 69.31 67.51 1.80 43 48
North Carolina . 69.21 68.40 0.81 44 43
Alabama - 69.05 68.11 0.94 45 45
Nevada - 69.03 67.42 161 46 49
Louisiana — 68.76 68.13 0.63 47 4
Georgia - 68.54 67.91 0.63 48 46
Mississippi 68.09 67.70 0.39 49 a7
South Carolina 67.96 66.41 155 50 51
District of Columbia 65.71 66.62 —091 51 50

SOURCES: National Center for Health Statistics: U.S. Decennial Life Tables, 1969-71, Vol. ll, DHEW Pub. No. (HRA)
75-1151; State Life Tables, 1959-61, Volume 2, Public Health Service Publication No. 1252, Washington, June 1968.
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Table M. Average lifetime in years for the white population, change over decade, and rank for each State: United States,
1969-71 and 1959-61

(Data are based on National Vital Registration System)

Average lifetime Change from Rank
State 1959-61 to
1969-71 1959-61 1969-71 1969-71 | 1959-61
United States 7162 70.73 0.89
North Dakota 73.09 7195 114 1 4
Minnesota 73.04 7191 1.13 2 5
South Dakota 7296 7164 132 3 7
Utah 7295 71.76 119 4 6
Nebraska 72.89 72.22 0.67 5 1
Connecticut 72.88 7133 1.55 6 12
Kansas 72.87 72.18 0.69 7 2
lowa 72.64 7198 0.66 8 3
Wisconsin 72.64 7135 129 8 11
Oregon 72.20 7099 121 10 18
Colorado 72.18 7091 127 i1 19
Florida 72.16 7162 0.54 12 8
Rhode Island - 72.07 70.73 134 13 24
Massachusetts 7201 70.72 1.29 14 25
Idaho - 71.99 7125 0.74 15 14
Washington 71.95 71.15 0.30 16 16
California 7195 71.02 0.93 16 17
Oklahoma - 7185 7150 0.35 18 10
New Jersey 71.84 70.45 139 19 32
Texas 7174 71.29 0.45 20 13
Arkansas 7in 7161 0.10 21 9
Vermont . - 7162 70.34 1.28 22 36
Virginia _ 7161 70.64 0.97 23 30
Missouri 7157 71.23 0.34 24 15
Maryland 7155 70.09 1.46 25 39
New York 7148 70.28 1.20 26 38
Michigan 7147 70.64 0.83 27 30
Ohio — 71.44 70.72 0.72 28 25
Delaware 7142 70.76 0.66 29 23
Indiana 71.32 70.80 0.52 30 22
Arizona - 7130 69.71 159 31 47
lllinois 71.23 70.40 0.83 32 34
Tennessee - 7122 70.83 0.39 33 21
New Hampshire - 71.21 7041 0.80 34 33
Pennsylvania 71.16 69.99 117 35 42
North Carolina - 71.08 70.68 0.40 36 27
Montana 71.01 69.89 112 37 43
New Mexico 71.00 69.85 1.15 38 44
Maine 7093 70.04 0.89 39 41
Alabama _ 70.93 70,67 0.26 39 29
Louisiana 70.70 7034 0.36 41 37
Kentucky 70.66 © 70.36 0.30 42 35.
District of Columbia 70.64 69.48 1.16 43 48
Georgia 70.62 70.68 —0.06 44 27
Mississippi 7050 70.86 —0.36 45 20
Wyoming 70.47 70.08 0.39 46 40
South Carolina - 7032 69.79 0.53 47 46
West Virginia 69.78 69.84 —0.06 48 45
Nevada 69.43 67.85 158 49 49

NOTE: Includes only States which had at least 1,600 deaths of white persons in both 1969-71 and 1959-61.

SOURCES: National Center for Health Statistics: U.S. Decennial Life Tables, 1969-71, Vol. 1, DHEW Pub. No. (HRA)
75-1151; State Life Tables, 1959-61, Volume 1, Public Health Service Publication No. 1252, Washington, June 1968; and un-
published data from the Division of Vital Statistics, National Center for Health Statistics.
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Table N. Average lifetime in years for the population other than white, change over decade, and rank for each State: United

States, 1969-71 and 1959-61
(Data are based on National Vital Registration System)

Average lifetime Change from Rank
State 1958-61 to
1969-71 1959-61 1969-71 1969-71 | 1959-61
United States 64.95 63.91 1,04
Hawaii 73.67 72.42 125 1 1
California 70.10 68.75 135 2 2
Oklahoma 67.82 65.47 2.35 3 5
Massachusetts 67.73 66.20 153 4 3
Connecticut 67.17 64.58 259 5 9
Arkansas 65.88 65.36 0.52 6 &
Texas 6551 64.75 0.76 7 7
Indiana 65.37 64.45 0.92 8 10
Ohio 65.34 64.66 0.68 9 8
New York 65.10 63.96 1.14 10 12
Michigan 64.97 66.02 —1.05 11 4
Maryland 64.59 62.65 194 12 20
Tennessee 64.52 63.35 117 13 13
New Jersey 64.44 6391 053 14 13
Louisiana 64.40 63.78 0.62 15 15
Virginia 64.09 6254 155 16 21
Mississippi 64.03 63.66 037 17 17
Alabama 6393 62.54 139 18 21
Missouri 63.88 63.21 0.67 19 19
Pennsylvania 63.80 64.01 —0.21 20 11
Illinois 63.69 63.79 —0.10 21 14
Kentucky 63.58 62.52 1.06 22 23
District of Columbia 63.55 63.73 —0.18 23 16
North Carolina 63.20 62.16 1.04 24 25
Florida 62.94 62.39 0.55 25 24
Georgia 62.89 61.56 133 26 26
South Carolina 62.64 60.28 236 27 27

NOTE: Includes only States which had at least 1,600 deaths of persons other than white in both 1969-71 and 1959-61.

SOURCES:; Nationa! Center for Health Statistics: U.S. Decennial Life Tables, 1969-71, Vol. 1I, DHEW Pub. No. (HRA)
75-1151; State Life Tables, 1959-61, Volume 1, Public Health Service Publication No. 1252, Washington, June 1968; and un-
published data from the Division of Vital Statistics, National Center for Health Statistics.
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Table O. Total active non-Federal physicians per 10,000 population, according to Health Service Area, geographic division,
and State: United States, 1973

(Data are based on reporting by physicians)

Geographic division

Health Service Area

and State
1|2|3F4[5[5J7J8|9L10L11|12 3| u
Physicians per 10,000 population

New England:

Maine e | 115

New Hampshire 145

Vermont ___.._._.. 18.6

Massachusetts ... . |13.7} 138 16.7| 439 | 106 | 16.7

Rhode Island ... 16.4

Connecticut ... 190 | 268 | 119 | 19.7| 122
Middle Atlantic:

New York ... |162 192 | 142 | 135 | 166 | 234 | 297 | 18.6

New Jersey .. .. | 168 | 188 | 132 139 11.2

Pennsylvania oo 221 | 129| 91| 120 101} 137 88 | 135 | 92
East North Central:

Ohio o 152 98| 72| 121 138 | 64| 8.6 | 135 {19.0| 103

Indiana _.. 8.7 | 13.2 8.5

Illinois ... 94| 96| 96| 87| 71(192 1192 (111 80| 791 163

Michigan __. 161 98| 98| 99| 101 | 78| 109 | 68

Wisconsin ... 184 | 140 | 97| 79| 92| 100 9.5
West North Central:

Minnesota oo | 71| 957 89| 64| 183 68 | 359

lowa 105 170 79

Missouri oo | 152 92| 163 78 5.8

North Dakota _... 8.3 7.1 8.9

South Dakota 1.7

Nebraska ... .| 70 9.2 | 17.0 | 105

Kansas e | 76| 101 | 106 | 152
South Atlantic:

Delaware . |139

Maryland ___. .1 99313| 80| 238 | 110

District of Columbia ... |40.3

Virginia ... |184| 133 | 99| 174 | 94 | 82

West Virginia .. 10.7

North Carolina .. 86 | 115 99| 314 | 69| 6.6

South Carolina ... 105 99| 64| 13.7| 140

Georgia ... . ]106 | 70| 156 | 140 | 85} 70 8.7

Florida _ . { 85| 190 | 132 | 124 | 124 | 149 | 147 | 162 | 264
East South Central:

Kentucky .. . [115 | 10.7 | 152

Tennessee _. 82| 106 106 | 132 | 63 | 195

Alabama ___ .| 67 68| 169 | 57| 70| 82 8.5

Mississippi oo - | 85
West South Central:

Arkansas . .o | 8.7 52 | 195 57

Louisiana _.__ 184 8.8 8.8

Oklahoma __.. - 1104

Texas oo 1 781 93| 99| 841351122} 87 | 82 1138 811 181 | 72
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Table 0. Total active non-Federal physicians per 10,000 population, according to Health Service Area, geographic division,
and State: United States, 1973—Continued

(Data are based on reporting by physicians)

Geographic division

Health Service Area

and State 123 |a]ls]e|7]|s]ofw|u|le|s|lu
Physicians per 10,000 population
Mountain:
Montana 105
Idaho 10.0
Wyoming 100
Colorado 220 | 106 | 114
New Mexico .. 121
Arizona . |176| 204} 75 73
Utah 155
Nevada 140 | 106
Pacific:
Washington . |175 | 87 | 93 | 143
Oregon e 1209 | 116 9.8
California 126 | 180 | 162 | 356 { 181 | 125 | 235 | 144 | 116 | 163 | 204 | 144 | 173 | 189
Alaska 93
Hawaii _ 16.1

NOTE: Apri! 1, 1970, population used as denominator.

SOURCE: Calculated from Roback, G.: Distribution of Physicians in the U.S., 1973. Chicago, 1974. By permission of
the American Medical Association. .
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Table P. Primary care non-Federal physicians in office-based practice per 10,000 population, according to Health Service
Area, geographic division, and State: United States, 1973

(Data are based on reporting by physicians)

Geographic division Health Service Area

and State 1] 2i3i4L5L6L7 sl 9 |10[11|124]13[14

Physicians per 10,000 population

New England:
Maine e | 44
New Hampshire 54
Vermont ... _ 1 58
Massachusetts ... 47 | 47 1 50 66 | 44| 50
Rhode lIsland 4.7
Connecticut 60 | 59 | 40 | 52 | 51
Middle Atlantic:
New York . .. 46 | 53 | 44 | 48 | 48 7.1 63 | 6.1
New Jersey __ .| 5.3 5.6 42 4.6 4.2

Pennsylvania 52 | 55 | 45 | 48 | 36 | 40 33 | 48 | 39

East North Central:

Ohio 49 | 39 38 45 42 35 4.0 3.8 48 38
Indiana oo - | 41 42 4.1

Ilinois .. 3.9 4.1 43 4.2 5.1 51 45 3.6 35 41
Michigan _ 3.8 39 | 36 33 34 44 | 34
Wisconsin 4.2 46 4.1 4.6 44 45
West North Central:

Minnesota .. ... , 4.5 43 4.0 5.0 4.4 8.4

lowa J 4.8 35

Missouri oo , 30 41 3.6 3.2

North Dakota _ 41 43

South Dakota ...

Nebraska ... - . 46 48 4.0

Kansas ... * 4.0 43 4.1
South Atlantic:

Delaware . oo 51

Maryland .| 41 | 93 | 28 49 | 51
District of Columbia ... 8.0

Virginia 54 | 48 | 43 45 | 35| 36
West Virginia . 38

44 | 44 | 45 | 49 | 31| 35
45 | 40 | 37 | 3.7 | 35

North Carolina
South Carolina

Georgia ... .| 40 3.7 438 35 3.4 36 35

Florida o 3.2 4,0 35 43 45 6.4 5.7 6.1 70
East South Central:

Kentucky _.._. 4.2 40 49

Tennessee | 36 4.2 4.0 39 3.6 39

Alabama _.... - | 38 29 43 3.2 3.4 35 34
Mississippi 3.7
West South Central:

Arkansas ... | 45 34 45 35

Louisiana .. 4.6 40 34

Oklahoma _ 39

TeXAS e 39 43 34 42 4,5 4.6 4.7 4.0 4.2 4.3 5.1 36
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Table P. Primary care non-Federal physicians in office-based practice per 10,000 population, according to Health Service
Area, geographic division, and State: United States, 1973—Continued

(Data are based on reporting by physicians)

Geographic division Health Service Area
and State 1|z|3|4l5[6[7|8|9|1oll1l1z|13|14
Physicians per 10,000 population
Mountain:
Montana o | 51
ldaho oo |52
Wyoming e | 50
Colorado |62 | 41| 58
New Mexico - | 39
Arizona e | 58 | 55 | 41 37
Utah o | 47
Nevada oo . [ 52 40
Pacific:
Washington e | 57 | 45 | 43 | 53
Oregon e 58 | 52 | 48
California e 62 | 63| 61 | 89 | 66 | 52 | 71 [ 59 | 46 | 60 | 67 | 52 | 64 | 60
Alaska — | A1
Hawaii 58

NOTE: Primary care physicians in office-based practice include all non-Federal physicians in the following special-
ties: general and family practitioners, internists, pediatricians and obstetrician-gynecologists. April 1, 1970, population
used as denominator.

SOURCE: Calculated from Roback, G.: Distribution of Physicians in the U.S., 1973. Chicago, 1974. By permission of
the American Medical Association.
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Table Q. Physicians employed in State and county mental hospitals, according to whether U.S. and Canadian medical
graduate or foreign medical graduate, and percent who are foreign medical graduates, by geographic division
and State: United States, 1975

(Data are based on reporting by facilities)

Number of physicians
T Percent who
Geographic division and State Al medical CUa.r?égir;cri] Forde_ignl a':ggirs;%n
graduates medical medica raduates
graduates graduates | &
United States 7,362 3,654 3,708 50.4
New England:
Maine 21 8 13 619
New Hampshire 18 12 6 333
Vermont 11 9 2 18.2
Massachusetts 209 92 117 56.0
Rhode Island 39 5 34 87.2
Connecticut 135 38 97 719
Middle Atlantic:
New York 1,509 472 1,037 68.7
New Jersey 363 112 251 69.1
Pennsylvania 555 414 141 254
East North Central:
Ohio 348 102 246 707
Indiana 116 74 42 36.2
Hlinois 327 98 229 70.0
Michigan 403 153 250 62.0
Wisconsin 124 110 14 113
West North Central:
Minnesota 64 43 21 3238
lowa 71 35 36 50.7
Missouri 149 44 105 705
North Dakota 12 4 8 66.7
South Dakota 15 3 12 80.0
Nebraska 62 46 16 2538
Kansas 88 37 51 580
South Atlantic:
Delaware 58 30 28 483
Maryland 193 51 142 736
District of Columbia 161 111 50 311
Virginia 148 38 110 743
West Virginia 43 7 36 837
North Carolina 156 78 78 50.0
South Carolina 132 70 62 470
Georgia ... 172 74 98 57.0
Florida 112 26 86 76.8
East South Central:
Kentucky 40 18 22 550
Tennessee 81 42 39 48.1
Alabama 40 21 19 475
Mississippi 36 29 7 194
West South Central:
Arkansas 38 36 2 53
Louisiana 86 74 12 140
Oklahoma 79 47 32 405
Texas 190 133 57 30.0
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Table Q. Physicians employed in State and county mental hospitals, according to whether U.S. and Canadian medical
graduate or foreign medical graduate, and percent who are foreign medical graduates, by geographic division
and State: United States, 1975—Continued

(Data are based on reporting by facilities)

Number of physicians
Percent \_Nho
Geographic division and State All medical (%r?égil;?] FOI:]a.ignl a';‘;:g{:;%n
graduates || medical merica raduates
graduates graduates | €
Mountain:
Montana 9 2 7 778
ldaho 8 5 3 375
Wyoming 8 8 - -
Colorado 161 144 17 106
New Mexico 5 3 2 400
Arizona 50 42 8 16.0
Utah 5 4 1 200
Nevada 6 3 3 50.0
Pacific:
Washington 35 22 13 371
Oregon 53 41 12 226
California 607 573 34 5.6
Alaska 11 11 - -
Hawaii - - - -

SOURCE: National Institute of Mental Health: Mental Health Statistical Note No. 131, July 1976.
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Table R. Community hospital beds per 1,000 population, according to Health Service Area, geographic division, and State:
United States, 1974

(Data are based on reporting by facilities)

Geographic division Health Service Area

and State 1|2|3|4|5]6|7|8]9|10|11|12 B3| u
Beds per 1,000 population

New England:

Maine 46

New Hampshire . 40

Vermont .. ___ . 48

Massachusetts ... 48 | 49 | 39 66 | 32 39

Rhode Island .. 3.7

Connecticut _ -] 35 39 26 | 3.7 30
Middle Atlantic:

New York ... .. 150 | 40 | 40 49 47 | 40 56 | 32

New Jersey - 338 5.0 41 33 34

Pennsylvania 47 4.1 438 4.1 48 49 54 49 5.4
East North Central:

Chio 43 139 | 42 | 48 44 | 46 43 | 41 49 | 47

Indiana .. 42 | 45 | 44

IHinois .. .| 38 | 58 6.0 47 { 53| 49 49 | 42 | 34| 52| 55

Michigan .. | 44 | 39| 46 | 39 | 49| 42 58 | 50

Wisconsin _1 53 4.6 5.1 52 6.6 55 8.0
West North Central:

Minnesota ... | 64 | 80 | 55

lowa 6.0 70 5.2

Missouri ceoeoee e | 5.0 5.0 5.5 48 | 46

North Dakota _. -1 76 6.4 55

South Dakota _. .| 56

Nebraska ._____ _ .| 54 55 7.0 6.0

Kansas ... e | 80 45 6.2 | 50
South Atlantic:

Delaware __. -1 35

Maryland .| 40 | 22 12 | 40 | 34

District of Columbia .| 6.9

Virginia oo | 45 | 25 | 47 | 47 | 35| 46

West Virginia __ | 58

North Carolina ___...___| 41 | 39 41 | 49 | 36| 31

South Carolina _. | 43 39 4.0 3.6 43

Georgia ... .. .| 45 | 38 41 43 | 44 ] 44 49

Florida ... . ... |35 (42| 41 | 44 | 45 51 38 44 | 54
East South Central:

Kentucky . 47 1 40 | 43

Tennessee .. .| 46 | 53 45 50 | 39| 58

Alabama ... | 49 3.7 59 42 42 41 4.4

Mississippi .| 47
West South Central:

Arkansas ... .| 51 35 51 41

Louisiana _. .| 46 40 49

Oklahoma __. | 45

Texas —eooooeeeeeeee . 1 5.4 53 4.2 56 4.4 37 49 36 39 48 5.5 43
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Table R. Community hospital beds per 1,000 population, according to Health Service Area, geographic division, and State:
United States, 1974—Continued

(Data are based on reporting by facilities)

Geographic division

Health Service Area

and State 12 s]a] 5] 6] 7]s BEIEREIEE
Beds per 1,000 population
Mountain:
Montana 53
Idaho 40
Wyoming 47
Colorado 40 | 43 4.6
New Mexico 33
Arizona 40 | 41} 25 2.7
Utah 3.2
Nevada 48 | 39
Pacific:
Washington 32 | 29| 38 | 45
Oregon 46 | 31| 46
California 43 [ 36 30 | 53| 34| 40| 30 |36 | 35 |39 ) 45 | 39 | 37 | 31
Alaska 21
Hawaii 30

NOTE: Community hospitals include all non-Federal short-stay hospitals classified by the American Hospital Associ-
ation to one of the following services: General medical and surgical; obstetrics and gynecology; eye, ear, nose, and throat;
rehabilitation; orthopedic; other specialty; children’s general; children’s eye, ear, nose, and throat; children’s rehabilitation;
children’s orthopedic; and children’s other specialty.

SOURCE: Computed by the Division of Analysis from data compiled by the Division of Health Manpower and Facili-
ties Statistics, National Center for Health Statistics.
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Table S. Hospital admissions to all hospitals per 1,000 Medicare enrollees 65 years and over, according to geographic divi-
sion and State: United States, fiscal year 1974

(Data are based on reporting by facilities)

Geographic division and State

All hospital in-

patient admissions
per 1,000 enrollees
65 years and over

Geographic division and State

All hospital in-
patient admissions
per 1,000 enrollees

65 years and over

United States

New England:
Maine

New Hampshire
Vermont

Massachusetts
Rhode Island

Connecticut

Middle Atlantic:
New York

New Jersey

Pennsylvania

East North Central:
Ohio

Indiana

Hlinois

Michigan

Wisconsin

West North Central:
Minnesota

lowa

Missouri

North Dakota

South Dakota

Nebraska

Kansas

South Atlantic:
Delaware

Maryland

District of Columbia
Virginia

West Virginia

North Carolina
South Carolina
Georgia

Florida

325

316
316

317
282
276

273
263
295

307
312
324
303
324

389
365
364
458
416
399
393

265
189
351
319
376
322
293
346
321

East South Central:
Kentucky

Tennessee

Alabama

Mississippi

West South Central:
Arkansas

Louisiana

Oklahoma

Texas

Mountain:
Montana

Idaho

Wyoming

Colorado

New Mexico

Arizona

Utah

Nevada

Pacific:
Washington

Oregon

California

Alaska

Hawaii

342
372
350
336

400
362
375
394

423
340
364
391
319
327
302
378

326
319
310
260
288

SOQURCE: Office of Research and Statistics: Medicare; Health Insurance for the Aged, Selected State Data, Fiscal
Years 1971-1975. Social Security Administration, DHEW, Washington, D.C. In preparation. Expected date of publication 1977.
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Table T. Average length of stay of Medicare enrollees in short-stay hospitals, according to Health Service Area, geographic

division, and State: United States, fiscal year 1974

(Data are based on reporting by facilities)

Geographic division

Health Service Area

and State 1|2|3|4]5]6|7|8|9[10[11|12|13ll4
Average length of stay in days

New England:

Maine .. 9.9

New Hampshire 9.9

Vermont ... | 101

Massachusetts ... . 115 | 118 | 118 | 116 | 112 | 122

Rhode Island ... . 12.0

Connecticut ... .. 116 | 118 | 101 | 110 | 111
Middle Atlantic:

New York . 127 {108 | 11.0 | 107 | 121 | 123 | 135 | 11.7

New Jersey _ 118 | 123 | 13.0 | 11.8 | 125

Pennsylvania 127 | 127 | 116 | 118 | 104 | 118 | 104 | 10.7 | 115 | 125 | 12.3
East North Central:

Ohio . e 123 [ 119 10.0 | 108 | 115 | 106 | 10.7 | 119 | 120 | 116

Indiana .. _ [ 110 | 116 | 106

Itinois ... ~| 96 108 100 | 9.7 92 {128 | 118 | 11.1 | 114

Michigan ... ... 125 | 105 | 106 | 104 | 119 | 106 | 10.4 | 101

Wisconsin ... 103 | 116 | 108 | 105 96 | 97 101
West North Central:

Minnesota 9.3 | 101 9.5 9.2 | 10.7 89 | 105

lowa o 9.8 | 109 | 10.3

Missouri . .. ... ... {112 [ 103 | 120 | 10.2 9.4

North Dakota ... 8.9 93 9.5

South Dakota ... e | 91

Nebraska ... ... ... 8.6 98 | 109 9.8

Kansas ... ... 94 1102 | 98 | 112
South Atlantic:

Delaware _. 11.6

Maryland 113 [ 112 | 112 | 125 | 104

District of Columbia .._ | 11.7

Virginia .. ... I 110 1 113 | 109 | 119 | 120 | 10.3

West Virginia _. 10.2

North Carolina 97 | 108 | 108 | 109 | 10.1 | 103

South Carolina ... ... 10.1 9.9 9.0 | 106 96

Georgia .. .. ... . 9.4 77 1 951 96| 93| 79 9.4

Florida . ... 8.7 88 | 101 | 103 9.7 9.3 92 97101 [103 |120
East South Central:

Kentucky 9.0 | 123

Tennessee 9.9 94 | 101 9.7 | 11.2

Alabama .. .. .. 86 | 107 | 95| 93| 96 9.3

Mississippi
West South Central:

Arkansas 8.2 9.9 9.1

Louisiana _. 8.2 84

Oklahoma .

Texas .. .. . ... .. 8.6 86 1103 | 86 96 | 95 8.7 9.1 96 1 96 1 98 | 85
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Table T. Average length of stay of Medicare enrollees in short-stay hospitals, according to Health Service Area, geographic

division, and State: United States, fiscal year 1974—Continued

(Data are based on reporting by facilities)

Geographic division

Health Service Area

and State 1 |2 [3 a5 |6 7|8[9|10|11[12|13|14
Average length of stay in days
Mountain:
Montana —— e | 717
Idaho oo — | 80
Wyoming e 8.6
Colorado oo 9.3 9.6 75
New Mexico ________._. | 85
Arizong e | 96 | 99 | 82
Utah 81
Nevada oo 89 8.9
Pacific: .
Washington 7.8 72 | 68 75
Oregon .. 9.2 7.5 7.8
California .| 75 79 78 9.8 8.6 7.7 8.6 81 7.7 83 9.7 84 838 84
Alaska e .| 81| 69 | 73
Hawaii .. 8.3

NOTE: Based on a 20-percent sample of Medicare beneficiaries 65 years and over discharged from Social Security

Administration certified hospitals. Lengths of stay greater than 40 days are excluded.

SOURCE: Computed by the Office of Research and Statistics, Social Security Administration for the Division of

Planning Methods and Technology, Bureau of Health Planning and Research Development.

231-501 O-77-8
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Table U. Percent of discharges of Medicare enrollees from short-stay hospitals in which surgery was performed, according
to Health Service Area, geographic division, and State: United States, fiscal year 1974

(Data are based on reporting by facilities)

Geographic division Health Service Area

and State 1|2]3|4]5|6l7 8|9|10|11[12]13|14
Percent of discharges with surgery

New England:

Maine ... ... 33.1

New Hampshire .. . 1302

Vermont ... 311

Massachusetts _._. 278 | 323 317 | 382} 303 | 316

Rhode Island ... . 35.6

Connecticut oo | 39.7 | 378 | 365 | 363 | 387
Middie Atlantic:

New York .o 351 350 335|305 332 ] 346 | 414 | 363

New Jersey ... 378 | 334 | 320 | 326 | 348

Pennsylvania .. | 416 | 450 | 319 | 409 | 328 | 390 | 323 | 305 | 37.0 | 398 | 6

East North Central:

Ohio 345 350 | 26.0 | 332 | 345 | 255 | 315 | 366 | 382 | 320
Indiana oo | 317 | 343 | 291
Minois o 286 | 296 | 264 | 308 | 225 {345 | 353 | 321 | 298 | 30.0 | 358
Michigan _ - 1370 319 | 292 | 348 | 298 | 276 | 28.7 | 194
Wisconsin .o 348 | 352 | 309 | 316 | 244 | 335 | 302
West North Central:
Minnesota ... |238 | 302 321|275 | 344 | 26.1 | 432
lowa 29.7 | 338 | 30.0
Missouri oo 344 { 223 | 358 | 252 | 233

304 | 238 | 321
282

North Dakota ..
South Dakota

Nebraska ... .| 219 | 255 | 338 | 29.7
Kansas . 225 | 235 | 284 | 344
South Atlantic:
Delaware ... |340
Maryland ... |363 | 374|268 | 455 | 37.2
District of Columbia .. | 44.0
Virginia ... ~ . 1281 1332|270 | 332 | 338|276
West Virginia _. -1 271

275 | 331 | 344 | 31.9 | 245 | 26.1
312 | 331 | 242 | 30.3 | 290

North Carolina .
South Carolina .

Georgia ... . . |1279 1250 | 396 | 290 { 275 | 261 | 26.3

Florida ..o, 294 | 319 | 383 | 396 | 363 | 384 | 435 | 387 | 325
East South Central:

Kentucky 286 | 21.8 | 345

Tennessee . 276 | 324 | 279 270 | 227 | 413

Alabama ... 20.7 | 239 | 344 [ 249 | 26.1 | 264 | 275

Mississippi 214
West South Central:

Arkansas ... . 243 | 131 | 31.7 | 169

Louisiana ... 383 | 250 | 224

Oklahoma _.. . | 280

TeXas oo 289 (282 | 378 1250 | 326 1265 | 227 | 287 [ 319 1209 | 3451 264
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Table U. Percent of discharges of Medicare enrollees from short-stay hospitals in which surgery was performed, according
to Health Service Area, geographic division, and State: United States, fiscal year 1974—Continued

(Data are based on reporting by facilities)

Geographic division Health Service Area
and State 12 3[als]e] 7] s]o]w]ule|s|u
Percent of discharges with surgery
Mountain:
Montana ... | 264
Idaho - | 30.0
Wyoming | 216
Colorado ... {315 {278 250
New Mexico e | 302
Arizona .| 369 {340 | 250
Utah 41.0
Nevada .| 306 | 263
Pacific:
Washington ._._.___._._ | 370 | 286 | 329 | 358
Oregon e |403 [ 361 265
California oo 328 1383 381|399 | 380 360| 413 | 373 | 335 | 377 | 358 | 36.7 | 356 | 40.2
Maska | 243 | 357 | 518
Hawaii oo | 323

NOTE: Based on a 20-percent sample of Medicare beneficiaries 65 years and over discharged from Social Security
Administration certified hospitals.

SOURCE: Computed by the Office of Research and Statistics, Social Security Administration for the Division of
Planning Methods and Technology, Bureau of Health Planning and Research Development.
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Table V. Total private and public personal health care expenditures by source of funds, according to region, geographic
division, and State: United States, fiscal year 1969

(Data are compiled from a number of government and private sources)

Public
Region, geographic division, and State Total Private
Total Federal State and
local
Expenditures per person
United States $256.89 $166.31 $ 90.58 $ 5891 $31.67
Northeast . - 29546 178.07 117.39 65.46 51.93
North Central ... 251.58 173.15 78.42 51.23 27.19
South 21149 138.63 72.87 53.61 19.25
West 294,58 189.54 105.04 72.02 33.02
Northeast
New England 307.18 196.76 110.42 7107 39.35
Middle Atlantic . 291.84 172.29 119.54 63.73 55.81
North Central
East North Central 254,66 179.39 75.27 47.65 2761
West North Central 243.98 157.77 86.21 60.05 26.16
South
South Atlantic 223.24 148.10 75.13 54.62 20.51
East South Central 184.17 124.54 59.64 45.24 14.40
West South Central 211.50 133.29 78.22 57.66 20.55
West
Mountain 24763 164.32 83.31 6161 21.70
Pacific 309.09 197.34 111.75 75.24 36.51
New England:
Maine - 21042 13346 76.96 5784 19.13
New Hampshire 214.79 144.50 70.30 49.50 20.79
Vermont 234.49 147.79 86.70 63.97 2273
Massachusetts 346.44 215.03 13141 83.85 47.56
Rhode Island 295.56 184.53 111.03 80.41 30.62
Connecticut 303.45 207.49 95.95 55.44 4051
Middle Atlantic:
New York 338.42 177.25 161.17 80.32 80.85
New Jersey 236.57 163.21 73.36 4347 29.88
Pennsylvania 25299 170.10 82.89 50.24 32.65
East North Central:
Ohio 230.74 169.32 61.41 41.04 20.37
Indiana 225.29 167.12 58.17 37.59 20.58
Hlinois 274.06 188.14 85.91 54.77 3115
Michigan 270.77 189.79 80.99 4523 35.76
Wisconsin 266.87 175.40 91.47 63.06 28.40
West North Central:
Minnesota 268.13 167.62 100.51 64.94 35.58
lowa 227.71 153.55 74.17 52.78 21.39
Missouri 248.22 165.02 83.20 56.60 26.60
North Dakota ... 243.02 157.66 85.36 69.87 1550
South Dakota 219.00 127.32 91.69 77.16 14.53
Nebraska 241.24 158.23 83.01 57.42 25.60
Kansas 225.52 140.98 84.54 62.10 2244
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Table V. Total private and public personal health care expenditures by source of funds, according to region, geographic
division, and State: United States, fiscal year 1969—Continued

(Data are compiled from a number of government and private sources)

Public
Region, geographic division, and State Total Private
glon, gcograp Total Federal St&.’te and
ocal
Expenditures per person
South Atlantic:
Delaware 253.67 177.12 76.56 4690 29.66
Maryland 259.88 179.09 80.79 5230 28.49
District of Columbia 694.09 399.05 255.05 21091 84.13
Virginia . 197.26 140.03 57.23 4075 16.48
West Virginia 195.86 131.82 64.04 48.19 15.85
North Carolina 17238 12044 51.94 37.57 1437
South Carolina 15647 96.03 60.44 4392 16.52
Georgia 197.02 130.56 66.46 4898 17.48
. Florida 255,81 163.88 91.93 71.68 20.26
East South Central
Kentucky 192.35 121.77 70.58 55.38 15.20
Tennessee 206.22 143.84 62.38 44.03 1834
Alabama 182.85 128,66 54.20 4233 11.87
Mississippi 137.72 89.57 48.15 37.74 1042
West South Central:
Arkansas 166.39 95.27 71.13 53.65 17.47
Louisiana 19430 12285 71.45 4484 26.62
Oklahoma 233.08 138.02 95.05 7396 - 21.09
Texas 220.35 142.47 77.88 58.93 18.95
Mountain: .
Montana 214.46 129.60 84.86 59.52 2534
Idaho 190.14 13284 57.30 4139 1591
Wyoming 255,53 171.87 83.67- © 60.81 22,85
Colorado 301.24 191.62 109.62 7991 29.71
New Mexico 199.04 119.00 79.94 62.51 17.44
Arizona 257.82 174.12 8370 62.96 20.75
Utah 21391 162.46 51.45 38.06 13.38
Nevada 281.48 202.15 7933 59.89 19.44
Pacific:
Washington 265.29 177.36 87.93 60.64 27.29
Oregon 245.42 169.55 75.86 51.14 24.73
California 325.66 206.35 119.31 79.92 39.39
Alaska 267.21 110.00 157.21 124.71 3251
Hawaii 268.85 164.44 104.42 67.28 37.14

SOURCE: Personal Health Care Expenditures by State, Volume 1l. Public and Private Funds, 1966 and 1969, Social
Security Administration, DHEW Pub. No. (SSA) 75-11906.
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Table W. Total and public personal health care expenditures for hospital care and physicians’ services, according to region,
geographic division, and State: United States, fiscal year 1969

(Data are compiled from a number of different government and private sources)

Total Public
Region, geographic division, and State Total Hospital | Physicians’ Total Hospital | Physicians’
a care services ota care services
Expenditures per person
United States . $256.89 $110.72 $ 58.65 $ 90.58 $ 5735 $13.49
Northeast 295.46 136.29 63.23 117.39 7480 1522
North Central 251.58 109.56 56.43 7842 51.57 1137
South 211.49 90.97 48.72 72.87 47.67 1083
West 294.58 112.58 74.15 105.04 59.82 1943
Northeast
New England _. 307.18 144.29 62.19 11042 69.62 13.65
Middle Atlantic 291.84 133.82 63.56 119.54 76.40 1571
North Central
East North Central 254.66 109.80 59.05 7527 49.22 10.83
West North Central 243.98 108.97 49.98 86.21 57.37 12.69
South
South Atlantic 22324 95.69 51.03 75.13 51.17 1051
East South Central 184.17 83.17 41.57 59.64 3861 9.43
West South Central 211.50 88.84 49.90 78.22 48.29 1227
West
Mountain 247.63 102.68 54.86 83.31 52.33 1291
Pacific 309.09 115.63 80.11 111.75 62.14 2144
New England:
Maine 210.42 101.68 46.11 76.96 54.23 1162
New Hampshire 214.79 92.79 54.89 70.30 45.86 10.83
Vermont 234.49 117.12 46.08 86.70 53.52 13.76
Massachusetts 346.44 171.74 62.47 13141 8115 14.36
Rhode Island 295.56 142.44 59.46 111.03 7192 1625
Connecticut 303.45 125.01 7184 95.95 60.97 11.96
Middle Atlantic:
New York ___ 33842 158.29 7177 161.17 103.11 19.07
New Jersey 236.57 96.28 59.03 73.36 46.84 1267
Pennsylvania 252.99 118.58 53.55 82.89 52.83 12.32
East North Central:
Ohio 230.74 99.14 57.81 61.41 41.16 9.84
Indiana 225.29 89.28 57.39 58.17 39.74 8.13
Ilinois 274.06 123.82 59.83 85.91 61.72 10.96
Michigan 270.77 115.64 60.73 80.99 48.78 12.71
Wisconsin oo e 266.87 112.94 58.69 91.47 49.38 12.35
West North Central:
Minnesota .. 268.13 116.21 52.62 100.51 61.16 13.74
fowa . 227.71 96.76 50.98 74.17 49.36 1217
Missouri 248,22 114.68 51.12 83.20 58.27 13.03
North Dakota - 243.02 113.92 51.84 85.36 57.68 1176
South Dakota 219.00 91.63 3941 91.69 62.44 10.63
Nebraska 241.24 108.75 49.29 83.01 56.75 1226
Kansas 225.52 104.37 45.20 84.54 57.98 12.05
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Table W. Total and public persona! health care expenditures for hospital care and physicians’ services, according to region,
geographic division, and State: United States, fiscal year 1969—Continued

(Data are compiled from a number of different government and private sources)

Total || Public
Region, geographic division, and State Total Hospital | Physicians’ Total Hospital | Physicians’
a care services ota care services
Expenditures per person
South Atlantic:
Delaware 253.67 12241 55.47 76.56 56.03 10.09
Maryland 259.88 116.01 56.52 80.79 61.17 7.19
District of Columbia 694.09 313.11 156.51 295.05 199.29 1381
Virginia 197.26 84.40 4347 57.23 41.01 6.67
West Virginia 195.86 95.70 45.49 64.04 41.70 11.72
North Carolina 172.38 76.40 4141 51.94 3738 6.75
South Carolina 156.47 70.28 2962 60.44 38.96 7.89
Georgia 197.02 79.28 48,64 66.46 41.85 10.07
Florida 25581 100.91 60.00 - 9193 59.02 19.09
East South Central:
Kentucky 192.35 84.39 4402 7058 4245 1260
Tennessee 206.22 93.48 47.29 62.38 A2.64 8.85
Alabama 182.85 83.38 41.59 54.20 35.08 8.10
Mississippi 137.72 63.77 28.54 48.15 3184 8.07
West South Central:
Arkansas 166.39 68.31 36.29 7113 4347 1149
Louisiana 194.30 8392 50.62 7145 46.69 10.04
Oklahoma ' 233.08 92.89 55.80 95.05 51.20 18.04
Texas 22035 93.21 50.73 77.88 49.01 11.83
Mountain:
Montana 21446 87.76 46.55 84.86 55.22 1332
Idaho 190.14 69.65 4241 5730 3453 1096
Wyoming 255.53 110.70 6229 83.67 59.38 10.00
Colorado 301.24 131.49 6040 109.62 64.88 14.72
New Mexico 199.04 87.05 39.05 7994 49.63 11.68
Arizona 257.82 110.34 63.04 83.70 ‘5720 1457
Utah 21391 76.09 50.27 5145 342 8.70
Nevada 281.48 105.65 70.98 7933 4432 15.19
Pacific:
Washington 265.29 93.05 7363 8793 54.02 13.48
Oregon i 245.42 91.42 62.87 75.86 4581 1481
California 325.66 122.26 84.07 11931 64.41 24.15
Alaska 267.21 143.04 43.18 157.21 12163 10.66
Hawaii_ 268.85 102.39 68.01 104.42 62.03 10.10

SOURCE: Personal Health Care Expenditures by State. Volume Il. Public and Private Funds, 1966 and 1969, Social
Security Administration, DHEW Pub. No. (SSA) 75-11906.
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Table X. Reimbursement for Medicare hospital and medical insurance for all enrollees and enrollees 65 years and over,
according to region, geographic division, and State: United States, fiscal year 1974

(Data are based on the Medicare program)

Region, geographic Al Eg;”y’g:f: Region, geographic Al %’;’;2:?55
division, and State enrollees and over division, and State enrollees and over
Reimbursement Reimbursement
per enrollee per enrollee
United States .| $471 $467 West North Central:
Minnesota 510 98
Northeast 548 544 lowa $395 $§89
North Central 456 451 Missouri 405 403
South 397 395 North Dakota _.. .| 462 477
West 527 516 South Dakota .. | 383 377
Northeast Kebraska e o
New England 566 561 as
Middle Atlantic 542 539 Scouth Atlantic:
Delaware 474 465
North Central Maryland 515 506
East North Central .. 468 463 District of Columbia _ ... __. 611 612
West North Central . 432 426 Virginia 370 368
South West Virginia ... 318 327
etk North Carolina . 349 344
South Atlantic 417 415 South Carolina ... _ 321 319
East South Central ... 34 339 Georgia 364 359
West South Central 402 401 Florida 479 475
West East South Central:
Mountain 429 423 Kentucky 336 335
Pacific 557 545 Tennessee 346 341
New England: A[abgm_a . 337 335
Maire 112 409 Mississippi 343 345
New Hampshire ... 419 417 West South Central:
Vermont 485 482 Arkansas 312 316
Massachusetts ... 618 614 Louisiana 341 347
Rhode Island .. . 569 565 Oklahoma 401 400
Connecticut 574 562 Texas 443 438
Middle Atlantic: Mountain:
New York 625 623 Montana 370 368
New Jersey 508 497 Idaho 402 398
Pennsylvania 439 436 Wyoming 357 355
Col 463 455
East Ngrth Central: Ncévgrl?/lde?(ico 399 398
Ohio 434 431 Arizona __ 464 458
Indiana 416 409 Utah 327 325
[llinois 473 468 578 5
Michigan 550 548 Nevada 60
Wisconsin 452 441 Pacific:
Washington 401 395
Oregon 414 409
California 606 593
Alaska 507 499
Hawaii 453 429

SOURCE: Reimbursement by State and County, Medicare, 1974. Social Security Administration. In preparation.
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Table Y. Expenditures for health, according to type of expenditure and selected sites: United States, 1971 or selected years
(Data are compiled from a number of different government and private sources)

Type of expenditure
- Govern- Research,
: : Other Vision Prepay- i

Selected sites Total Hospital Nursing Physician | Dentist | profes- Drugs care and men.t Other ment and o duca

home . A . and h public | health - & ltion, and

care care | Services [services | sional | nares | @PPli- | perjih  |services | 2MINIS- [construc-
services ances | . tivities tration tion

Expenditures per person

United States ... | $386 $145 $26 $75 $24 $7 $37 $9 $9 $14 $13 $28
Total selected sites ... 411 154 20 75 26 8 39 9 17 i 16 36
Rhode Island 434 180 26 64 28 10 54 9 8 19 15 21
Delaware (FY 1972) 401 162 19 67 28 11 25 14 11 16 16 32
Arkansas 332 109 25 79 19 1 31 3 43 1 1 20
Philadelphia, Pa. 614 251 28 101 31 i1 51 10 18 16 31 66
East Los Angeles, Calif, oo — 422 173 18 87 20 7 23 11 18 16 4 45
St. Louis, Mo. 490 190 36 92 25 10 41 14 13 15 29 25
Memphis, Tenn. (CY 1972) .. 502 171 9 112 42 12 26 8 18 26 16 62
Binghamton, N.Y. 472 173 30 78 27 8 48 7 10 14 15 62
Jacksonville, Fla. (FY 1971) . 444 154 12 92 30 8 42 10 19 11 15 51
Lubbock, Texas 364 86 16 64 24 5 37 13 27 8 11 73
Rapid City, S.D. 389 176 25 59 18 4 49 6 7 2 30 13
Boise, ldaho 335 133 22 65 22 6 21 8 8 3 16 3
Northeast Kentucky 222 63 6 44 16 6 38 7 16 2 16 8
Mon Valley, Pa. 212 68 5 28 25 8 42 8 8 9 1 10
Tucson, Ariz. .. 553 198 20 105 30 21 50 12 21 13 21 62

SOURCES: U.S. data: Office of Research and Statistics, Compendium of National Health Expenditures Data, by B. S. Cooper, W. L. Worthington, and M. F.
McGee, DHEW Pub. No. (SSA) 76-11927, Social Security Administration, Washington, U.S. Government Printing Office, Jan. 1976; Site data: National Center for
Health Services Research, Community Funds Fiow Reports.
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Table Z. Medicaid payments per recipient and per poor person, and ratio of recipients to poor, according to age, region, geographic division, and State: United
States, 1970

(Data are based on the Medicare program and the decennia! census)

Children under 21 years Adults aged 21-64 Adults 65 years and over
: s o Medical Ratio of | Medicaid | Medical Ratio of | Medicaid | Medical Ratio of | Medicaid
Region, geographic division, and State payments | recipients | payments | payments | recipients | payments | payments | recipients | payments
per child | to poor per poor | per adult | to poor per poor | per aged to poor per poor
recipient | children child recipient adults adult recipient aged aged
United States $126 0.55 $ 69 $403 0.61 $250 $527 0.69 $363
Northeast ... 132 1.24 163 404 131 530 999 0.67 667
North Central 137 0.49 67 525 0.41 216 700 0.40 279
South 108 0.20 21 349 0.23 79 334 0.53 176
West 122 0.96 117 389 1.29 500 350 1.97 690
New England:
Maine 109 048 52 321 0.46 147 341 0.32 110
New Hampshire 98 0.46 45 471 0.37 174 150 0.52 78
Vermont 201 0.80 160 361 0.60 215 601 0.72 435
Massachusetts - - - -
Rhode Island 134 0.72 97 354 1.02 362 633 1.30 825
Connecticut 149 1.04 155 674 0.53 359 1,803 0.51 918
Middle Atlantic: '
New York 133 168 224 450 172 773 1,049 1.02 1,075
New Jersey 153 0.70 108 215 0.63 134 1,942 0.22 433
Pennsylvania 117 097 113 329 1.28 422 675 0.38 259
East North Central: .
Ohio 103 0.40 41 435 0.36 156 629 0.29 185
Indiana 89 0.26 23 A17 0.22 a3 376 0.21 78
[linois 159 0.70 111 558 0.50 279 546 0.34 185
Michigan 122 0.51 62 573 0.62 356 1,260 0.47 593
Wisconsin 237 0.66 155 848 0.47 395 1,054 0.62 656
West North Central:
Minnesota 143 0.72 103 607 0.40 243 1,044 0.55 573
lowa 103 043 44 319 0.32 101 227 0.32 73
Missouri 80 0.33 26 331 0.33 110 296 0.55 161
North Dakota 142 0.20 29 587 0.22 127 928 0.40 367
South Dakota 114 0.14 17 440 0.14 62 690 0.28 196
Nebraska 120 0.31 38 492 0.31 154 382 0.39 150
Kansas 129 0.51 66 498 0.45 226 478 0.36 170
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Table Z. Medicaid payments per recipient and per poor person, and ratio of recipients to poor, according to age, region, geographic division, and State: United
States, 1970 —Continued’

(Data are based on the Medicare program and the decennial census)

Children under 21 years Adults aged 21-64 Adults 65 years and over
; i i Medical | Ratio of | Medicaid | Medical Ratio of | Medicaid | Medical Ratio of | Medicaid
Region, geographic division, and State payments | recipients | payments | payments | recipients | payments | payments |-recipients | payments
per child | to poor per poor | per adult | to poor per poor | peraged | to poor per poor
recipient | children child recipient adults adult rempnent aged aged
South Atlantic:
Delaware 64 0.81 52 343 0.48 165 151 0.28 42
Maryland 118 0.73 86 376 0.83 313 464 0.68 316
District of Columbia 171 110 189 442 0.72 317 431 0.67 291
Virginia 98 0.20 19 374 0.18 69 250 0.28 69
West Virginia 87 0.38 33 183 0.39 71 135 0.19 25
North Carolina - - - e
South Carolina 65 0.09 6 325 0.19 60 475 0.38 180
Georgia 87 0.26 23 447 031 139 416 071 296
Florida 68 0.20 13 192 0.25 48 351 0.43 150
East South Central:
Kentucky 76 0.38 29 262 0.37 96 231 0.68 158
Tennessee 66 0.16 10 222 0.17 37 166 0.32 53
Alabama 97 0.10 10 446 0.11 18 511 0.49 253
Mississippi 43 0.11 5 264 0.07 20 181 0.49 89
West South Central:
Arkansas 56 0.06 4 179 0.10 17 68 0.19 13
Louisiana 112 0.08 9 260 0.18 46 245 094 230
Oklahoma 201 0.37 75 402 043 174 583 0.64 372
Texas 215 0.08 17 738 0.09 69 326 0.66 213
Mountain:
Montana . 127 0.28 35 451 0.26 118 669 0.31 207
Idaho 90 0.26 23 436 0.29 126 829 0.26 217
Wyoming 75 0.18 13 308 0.18 56 273 0.24 67
Colorado 91 0.40 36 340 0.55 186 328 134 440
New Mexico 97 0.26 25 352 0.29 103 274 0.37 101
Arizona - - - - -
Utah 150 0.27 52 329 0.73 240 376 0.50 186
Nevada 119 047 56 558 0.34 190 794 0.55 440
Pacific:
Washington 9 0.70 69 317 113 359 748 0.67 498
Oregon 99 0.35 35 283 047 133 298 031 92
California 126 1.33 168 389 173 672 321 317 1,017
Alaska - -- - - -
Hawaii 100 0.92 92 319 101 322 1,162 0.96 1,119

SOURCE: Davis, K.: Medicaid payments and utilization of medical services by the poor. Inquiry. Vol XIH: 122-135, June 1976.



CHAPTER IV

National Health Insurance:
Research Findings on Selected Issues®

INTRODUCTION

Current levels of coverage under various pub-
lic and private health insurance programs pro-
vide many U.S. citizens protection against many
of the financial risks associated with disease and
injury. However, careful examination of this
coverage reveals many serious gaps in protec-
tion, both in terms of individuals with little or
no health insurance coverage and in terms of
services which are not covered. Many Amer-
icans still face relatively high financial risk from
accidents and disease, with some groups in the
population facing considerably higher risks than
others.

Goals of a national health insurance policy
include assurance of access to medical care
for all persons, encouragement of access to early
care, control of rapidly rising health care costs,
assurance of quality of care, and dispersion of
the uneven and unexpected burdens of large
expenses for medical care over the entire popu-
lation so that the burden to each citizen is small.
The form of national health insurance that will
best meet some or all of these goals is still the
subject of debate.

The design of any national health insurance
plan requires determination of, among others,
the following fundamental policy questions:

1. Who should be covered?

* Prepared by Rosanna M. Coffey and Mark C. Horn-
brook, Division of Intramural Research, National Center for
Health Services Research.

2. What types of services should be cov-
ered?

3. How much should consumers pay out-
of-pocket for health care?

4. How ‘should health care services be
delivered?

5. How should national health insurance
be financed?

6. How should providers of health care
services be reimbursed?

7. What type of administrative struc-
ture should be used to operate the
programy?

The purpose of this paper is to summarize
research findings regarding coverage, benefits,
cost sharing, financing, reimbursement, and
administration of public and private health in-
surance programs. This will serve. to highlight
the problems facing policymakers in designing
a national health insurance program that will
attain the objectives set out previously. Some
serious failings of the current medical care sys-
temn will be described and methods for correct-
ing them via national health insurance will be
discussed. The reader should realize that other
important health policy questions will not be
addressed here. These include issues of how the
delivery of health services should be organized,
and whether and how standards of patterns of
patient care should be established and for-
malized. Moreover, we do not address the costs
of various national health insurance plans nor
their impact on the Federal budget.
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EXTENT OF COVERAGE

In discussing insurance coverage for health
care it is useful to divide the U.S. population
into two groups, under 65 years and 65 years
and over, because of the different experiences of
the two groups with private and public health
insurance. The extent of coverage within the
younger group will be examined first.

Approximately 78 percent of all civilian non-
institutionalized persons in the United States
under 65 years had private insurance coverage
for hospital expenses in 1974, and 76 percent had
private insurance coverage for surgical expenses.
Thus about one-fifth of the age group under 65
years had no private hospital or surgical insur-
ance (NCHS, 1976). This appeared to be rela-
tively stable over the period 1968-74 (Mueller,
1977).

These aggregate figures mask substantial vari-
ation in private health insurance coverage by
family income, age, and color, as shown in
table A. The lower the family income, the lower
the percentage of persons with hospital insur-
ance. Data for surgical insurance coverage are
not shown in table A, but they follow the same
pattern, at 1 to 2 percentage points less in each

Table A. Percent of persons under 65 years of age with
private hospital insurance coverage, by annual
family income, age, and color: United States,

1974
Characteristic Percent
Annual family income
Less than $3,000 37.2
$3,000-$4,999 . 410
$5,000-$6,999 59.8
$7,000-$9,999 76.2
$10,000-$14,999 .. 87.8
$15,000 or more 91.8
Age
Under 17 years e 738
17-24 years 724
25-44 years 819
45-64 years 823
Color
White 80.9
All other 57.7

SOURCE: National Center for Health Statistics: Hos-
pital and surgical insurance coverage among persons un-
der 65 years of age in the United States, 1974. Monthly
Vital Statistics Report, Vol. 25, No. 2, Supplement 3. DHEW
Pub. No. (HRA) 76-1120. Health Resources Administration.
Rockville, Md., May 19, 1976.
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group. Persons other than white had substan-
tially lower insurance levels than whites.
Younger persons had less insurance than older
persons. These factors combine in an interactive
fashion, so that only 19 percent of all persons
other than white under 17 years with a family
income of less than $5,000 had private hospital
insurance coverage. However, 94 percent of all
white persons aged 45-64 with a family income
of $15,000 or more had private hospital insur-
ance coverage (NCHS, 1976).

The obvious question is whether public health
benefits (i.e., Medicaid, CHAMPUS, Veterans
Administration, and Indian Health Service)
cover these gaps in private insurance for people
under age 65, especially for the lower income
groups. The Medicaid program provides cover-
age of expenses for hospital care, physicians’
services, and other services such as laboratory
and X-ray services, skilled nursing home serv-
ices, home health services, family planning
services, and health screening services to certain
people who are categorically eligible. These
categories include all persons receiving public
assistance under Aid to Families with Depend-
ent Children (AFDC) and most recipients of
Supplemental Security Income (SSI) cash as-
sistanice, which includes Old Age Assistance
(OAA), Aid to Blind (AB), and Aid to the
Permanently and Totally Disabled (APTD)
categories. States can restrict Medicaid eligibil-
ity somewhat below the SSI criteria for the
OAA, AB, and APTD categories.

Thirty-two  States (Commerce Clearing
House, Inc., 1976) also provide Medicaid cov-
erage of medical care expenses for the medically
needy, i.e., persons who would qualify under a
welfare category except that their income is
somewhat above the cutoff for cash assistance
(Stevens and Stevens, 1974). Often included in
the definition for medically needy are those per-
sons who “spend down.” The “spend down”
provision covers the nonpoor who have medical
expenses that lower their net income to the cut-
off level for Medicaid benefits (Commerce Clear-
ing House, Inc., 1976). From this description
Medicaid coverage may appear ample. However,
it has been estimated that in 1974 approximately
9.5 million persons below the poverty level, or
39 percent of the poor, were not covered by
Medicaid (Davis, 1976a) . Among the poor ex-
cluded from Medicaid are persons in families
without dependent children and, in many States,



persons in poor families with a father living at
home. In addition, in 18 States none of the med-
ically needy are covered.

Coverage for the poor and the medically
needy varies considerably by State, although the
evidence is sketchy. Data on Medicaid coverage
by State are difficult to assess because of the in-
herent problem in the Medicaid program of de-
fining the eligible population. Some medically
needy persons cannot be identified until they
become ill and spend their resources on medical
care to the point where their net income is be-
low the poverty level. As a result the Medicaid
program cannot determine who is eligible for
services until these people apply for Medicaid.
With this caveat in mind, there are estimates
available for selected States of the percent of the
poor and near poor not covered by Medicaid.
In 1975 the proportion of poor and near poor
persons not eligible for Medicaid or Medicare
programs varied from 6 to 66 percent among
the selected States shown in table B. Although
table B presents data for Medicare and Medicaid
combined, the stability of Medicare coverage by
State (between 98 and 99 percent) means that
nearly all of the variation among States is due to
Medicaid eligibility differences (ORS, 1975;
U.S. Bureau of the Census, 1974).

Turning now to the elderly population, we
find that Medicare excludes increasing numbers
of the aged owing to more stringent eligibility
requirements. In 1966 the Medicare hospital
insurance program covered virtually the entire
population 65 years and over. Only 0.8 percent

Table B. Percent of poor and near poor! not eligible for
Medicaild or Medicare programs for selected
States, 1975

Percent not eligible for
State Medicaid or Medicare
coverage

Alabama 61
California 6
Hlinois 26
Maine 32
Mississippi 66
New Jersey 12
South Dakota ... . . 62
Wisconsin 37

1 Near poor are defined as people with incomes less
than 125 percent of the poverty level.

SOURCE: Blendon, R. J.: The reform of ambulatory
c;;g, a financial paradox. Med. Care 14(6):526-534, June
1976.

of this group was not covered under the pro-
gram, and most of these were Federal annuitants
covered under the Federal Employees’ Health
Benefits Program. Instead of coverage improv-
ing, however, by 1975, 3.2 percent of the popu-
lation 65 years and over, or 750,000 pérsons,
were without Medicare coverage for hospital
care (Gornick, 1976). This number does not
include 260,000 Federal annuitants who had
health insurance protection under the Federal
Employees’ Health Benefits Program. However,
veterans with access to VA hospitals and some
aliens are probably included in the 750,000
estimate.

Persons ineligible for hospital insurance (HI)
can purchase coverage of physicians’ services
through supplementary medical insurance
(SMI). As of July 1, 1975, elderly persons not
enrolled in HI but enrolled in SMI numbered
290,000, excluding Federal civil service annui-
tants. This means that 460,000 aged persons
have neither HI nor SMI coverage, excluding
Federal annuitants (i.e., 750,000 aged persons
without HI minus 290,000 without HI but with
SMI).

Hospital insurance coverage has decreased
because as of 1968 persons 65 years and over
were required to have paid 3 quarters of payroll
taxes under the Social Security program during
their working life in order to be eligible for
Medicare. As of 1975 the required number of
paid quarters of Social Security taxes was in-
creased to 10 (Gornick, 1976). Increasing num-
bers of persons are unable to meet this require-
ment and are, therefore, ineligible for Medicare.

It is notable that the gap in Medicare hos-

. pital insurance coverage has worsened despite

enactment of the Supplemental Security Income
program in 1974, which pays Medicare pre-
miums for those blind, disabled, and elderly
poor persons who can obtain Medicare coverage
only by “buying in.” Of the population 65 years
and over, Medicare categorically covers only
those people covered by Social Security or the
Railroad Retirement system, the blind and dis-
abled, and those elderly who are very poor (i.e.,
with incomes below the U.S. Bureau of the
Census definition of poverty). The elderly who
do not fall into any of these categories may
“buy in,” but at the average cost of hospital
care for a high-risk group (i.e., $540 per year
for hospital insurance in 1976). In 1974 only

. 113



15,000 persons had enrolled in Hospital Insur-
ance (Part A) under the “buy in” provision
(Gornick, 1976).

For the reasons described above, 18 million
persons will be unprotected by any form of
health insurance in fiscal year 1978 (Congres-
sional Budget Office, 1977a) . These individuals
will not be insured for medical care services and
will not have protection from other health care
programs, e.g., Veterans Administration.

The problem of coverage gaps is exacerbated
because public assistance income eligibility lim-
its are not automatically adjusted to reflect ris-
ing prices and money incomes (Davis, 1976a).
Moreover, many States have been tightening eli-
gibility criteria and reducing Medicaid benefits
in an effort to control spiraling health and wel-
fare costs. Congress also shifted emphasis to cost
control in Public Law 92-603, the Social Se-
curity Amendments of 1972, which required
States to impose monthly premium charges on
the medically indigent and allowed the States
to charge copayments and deductibles for all
services under the Medicaid program (Stevens
and Stevens, 1974, p. 339). This has increased
the financial burden on the poor.

Unemployed persons represent another im-
portant population group unlikely to be cov-
ered by private and public health insurance.
Although it is incorrect to assume that all un-
employed workers lack health insurance, a sub-
stantial portion, lose job-related health insur-
ance. In 1975 approximately 20 million workers
experienced some unemployment. An estimated
60 percent of these lost their health insurance
benefits for an average duration of 22 weeks
(McCaffree, et al., 1977).

EXTENT OF BENEFITS

Health insurance coverage varies significantly
by type of medical service. Certain services had
little coverage for most of the population in
1970, as shown in table C. Dental services,
prescription drugs, and, to a lesser extent, phy-
sicians’ outpatient services are paid for directly
by consumers. By comparison, hospital and phy-
sicians’ inpatient services are heavily financed
by insurance.

Coverage of medical care expenses is also vari-
able across the population. Some individuals are
personally responsible for all, or nearly all the
expenses they incur, while others remain cov-
ered by relatively comprehensive public or pri-
vate benefit packages. As shown in table C, the
lower income groups have the lowest out-of-
pocket expenditures as a proportion of total
medical payments as compared to the expendi-
tures of the higher income groups. This reflects
the benefits paid by the Medicare and Medicaid
programs for low-income persons.

The level of medical care expenses incurred
by individuals is also highly variable across the
population. For example, 10 percent of the
population with the greatest incurred expenses
during a given year generally account for about
two-thirds of the Nation’s total medical care bill
for that year (Andersen, Lion, and Anderson,
1976) . Unfortunately, high expenses may strike
anyone in the population whether or not his
health insurance coverage is good. As shown in
table D, about 12 percent of the population had
out-of-pocket expenses of $500 or more in 1975
ranging from 7 percent of the people in families
with incomes under $3,000 to 17 percent of the

Table C. Proportion of total expenditures paid out-of-pocket by selected services and family income: United States, 1970

Family income

Type of expense Al |Less than | $2,000- | $3500- | $5000- | $7,500- | $10,000- | $15,000

incomesli $2,000 $3,499 $4,999 $7,499 $9,999 $14,999 | or more
Total 44 32 35 43 41 48 50 56
Hospital inpatient 12 9 7 15 12 12 10 8
Physician inpatient . . .. 25 26 29 28 24 29 25 24
Physician outpatient .. 65 56 47 59 57 72 66 74
Prescription drugs 80 65 74 85 74 93 83 79
Dental 88 69 60 68 90 79 89 98
Other 74 63 76 74 70 79 73 77

SOURCE: Andersen, R., Lion, J,, and Anderson, O.: Two Decades of Health Services: Social Survey Trends in Use and
Expenditure. Cambridge, Mass. Ballinger Pub. Co., 1976. pp. 134-149.
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people in families with incomes of $25,000 or
more. However, the impact of medical expenses
on the family budget is generally greater for
lower-income families than for the more afflu-
ent. Those people in families with incomes un-
der $3,000 who had out-of-pocket expenses had,
on the average, expenses of $252 per person,
over 8 percent of family income. Those people
in families with incomes of $25,000 or more
who had out-of-pocket expenses had, on the
average, expenses of $326, a far lower propor-
tion of family income.

It should be noted that there is a wide range
in expenditures, with some individuals spending
much more than the average for their income
group and some spending much less. Moreover,
there may be families in which more than one
individual had expenses. Finally, expenditures
for care in long-term institutions are under-
represented in the present data. Thus it is
clear that for some families, especially those in
* lower income groups, outlays for medical care
under present circumstances absorb an extreme-
ly large proportion of family income.

Specifying all the reasons for the high out-
of-pocket cost incurred by the poor who have
expense is difficult. Lack of insurance coverage,
and the deductibles, coinsurance, and copay-
ments where insurance coverage exists, as well
as exclusion of important services from coverage
may be significant factors. Also, illness may re-

duce income while causing high medical ex-
pense. Analysis of the contribution of each of
these factors to total out-of-pocket health care
expense will have to await the results of the Na-
tional Medical Care Expenditure Study in prog-
ress under the joint sponsorship of the National
Center for Health Services Research and the
National Center for Health Statistics. This
study will combine expenditure, utilization, and
health insurance data from longitudinal house-
hold interviews, providers, and health insurance
carriers.

Even if national health insurance covers the
entire population, it still may exclude many
services from coverage or it may feature copay-
ments, coinsurance, and/or deductibles so that
the out-of-pocket costs to patients may be sig-
nificant. Current levels of expenditures for pre-
scription drugs, dental services, and optical serv-
ices by low-income persons represent a larger
portion of their incomes than that for high-
income persons. But families with extensive
health insurance coverage are also vulnerable to
large health care expenses arising from nonin-
sured services, such as nursing home care, men-
tal health services, drugs, and dental services.

There is no need for risk spreading through
insurance when the consumer can plan and bud-
get the use of a particular type of service (such
as routine dental checkups) . The process of col-
lecting premiums and dispensing reimburse-

Table D. Percent of population with total out-of-pocket health expenses of $500 or more, according to fam'ily income; annual
out-of-pocket expenses per person with expenses, according to family income and type of expenditure; and
number of persons with some out-of-pocket expenses, according to type of expenditure: United States, 1975

Family income
] i i Persons
Type of expenditure Al [lLess than | $3000- | $5000- | $7,000- | $10,000- | $15000- | $25000 | _ With
incomes|| $3000 | $4999 | $5,999 | $9,999 | $14,999 | $24,999 |ormore | SXPENSe
) Percent of population Number in
With total expenses thousands
of $500 or more 116 || 66 | 108 ) 104 | 15 | 116 | 15 | 171
Annual expense per person with expense (age-adjusted)
Total ... $285 $252 $281 $264 $272 $279 $272 $326 180,274
Hospital .. — 264 486 394 301 240 249 182 151 24,163
Physician . - 107 123 118 104 110 101 94 116 122,494
Dental 99 76 88 97 86 95 98 116 87,826
Prescription drugs ... 59 53 65 57 63 50 52 57 110,727
Optical 67 64 60 65 59 61 66 73 46,014
Health insurance
premium . 108 108 108 100 99 104 95 121 122,283
SOURCE: National Center for Health Statistics, unpublished data.
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ments is an inefficient method of paying for
health care that the consumer can pay for di-
rectly without unexpected risk. One alternative
that avoids the costs of claims processing and
provides coverage of routine services is a health
maintenance organization. But under such a
plan and under national health insurance, deci-
sions regarding the inclusion of routine services
in the benefit package depend on program goals
beyond risk spreading and on certain system
characteristics. Examples of germane program
goals are the redistribution of income, the en-
couragement of early treatment of health prob-
lems, and the minimization of access barriers to
health services that have recognizable health
benefits, whether in terms of reduced mortality
and morbidity or in terms of reduced anxiety
and suffering. Relevant system characteristics
might include the adequacy of the supply of a
service with respect to expected demand and the
extent to which an insured health service can be
substituted for an uninsured service.

In any case, the greater the breadth and depth
of insurance coverage, the less the financial risk
to individuals and the more equitable the kinds
of services available to all income groups.

COST SHARING
BY CONSUMERS OF
HEALTH CARE SERVICES

An important issue for health policy is wheth-
er or not the recipient of health care services
should pay directly some part of the cost of serv-
ices. Cost sharing can occur in three forms:
(1) as coinsurance (where the consumer pays a
proportion of his or her medical bill), (2) as a
deductible (where the consumer pays a specified
dollar amount of expense incurred per year, e.g.,
up to $100 a year), and (3) as a copayment
(where the consumer pays a specified dollar
amount per unit of service received, eg., $1
per prescription). In addition, maximum patient
liability on total annual medical expenses, usual-
ly specified not to exceed some proportion of
income, is proposed under some national health
insurance plans.

Whether or not cost sharing should be a fea-
ture of national health insurance depends on
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the answers to five major questions:

1. Does cost sharing help to deter medi-
cal care price increases and unneces-
sary medical care consumption?

2. What are the equity considerations of
cost sharing across various population
groups and types of services?

3. What administrative problems and
costs are associated with applying an
income-related cost-sharing national
health insurance program? What diffi-
culties will individuals have comply-
ing with income test and understand-
ing their benefit entitlements?

4. Will consumers supplement public in-
surance with private health insurance
to obtain coverage for the first dollar
of medical expense? If so, to what ex-
tent will better insured, higher in-
come persons use more medical care
than lower income persons?

5. What will be the effect of cost sharing
on the public health budget and the
total Federal budget?

One well-designed study of the effect of co-
insurance on the use of physicians’ services in-
dicated that cost sharing does deter use of serv-
ices. In 1967 a comprehensive prepaid health
plan imposed a uniform 25-percent coinsurance
rate on physicians’ services, with the result that
the number of physician visits per enrollee fell
24 percent, a substantial reduction in use of
services. The cost saving associated with this
reduction was 23 percent per enrollee (Scitovsky
and Snyder, 1972). Other studies support the
conclusion that cost sharing is a deterrent to the
use of health services (Newhouse and Phelps,
1974a, b, ¢, and 1976; Phelps and Newhouse,
1972, 1974a, and 1974b; Peel and Scharff, 1973;
Feldstein, 1973; Ginsburg and Mannheim, 1973;
Beck, 1974).

Two questions have been raised about the sta-
bility of the results from the Scitovsky and
Snyder study (Klarman, 1977). The first question
is: Will these dramatic results last or will utiliza-
tion turn around and increase after the first 2
years? Four years after the first decline in use of
services, new evidence showed that the fall in
use of physicians’ services experienced after the
first 2 years with coinsurance provisions had
remained stable. There was no evidence of an
upward trend, either overall or for any of the



demographic groups studied (Scitovsky and
McCall, 1977).

The second question is: Did the study group
(the coinsured clinic population) comprise such
a small portion of the clinic’s total pepulation
that physicians did not react to the substantial
fall-off in use of services by this group? Physi-
cians faced with the overall declining utilization
which could result from a national health insur-
ance plan with coinsurance might prescribe
more followup visits. In Saskatchewan a copay-
ment plan was implemented for an entire prov-
ince (Beck, 1974). This at first resulted in a
declining use of services, but utilization subse-
quently returned to earlier levels (Scitovsky and
McCall, 1977). The cause of this rebound in uti-
lization is unclear. The issue of long-run deter-
rent effects of copayments is as yet unresolved. In
any case, the short-run effects are likely to be sig-
nificant, especially for certain population groups.

Who were most affected by the fall in use of
services? This question brings us to the equity
considerations of cost sharing. Some evidence in
the Scitovsky and Snyder study (1972) suggested
that persons in lower income occupational
groups decreased their use of services somewhat
more than persons in other occupational groups.
In their followup study (Scitovsky and McCall,
1977), the percent of low-income persons in the
health plan declined, suggesting that low-income
groups found the 25-percent coinsurance rate
undesirable. Beck’s study (1974) of the effect
of a $1.50 copayment on utilization of medical
services in Canada showed that poor persons re-
duced their number of physician visits much
more than others (i.e., 18 percent compared with
7 percent). Thus, if equity considerations are
taken into account, any cost sharing under na-
tional health insurance should be proportional
to income.

However, it is not known whether the admin-
istrative problems and costs of income-related
cost sharing would offset the savings from lower
utilization due to the requirement that patients
pay directly a part of their health care expenses.
In addition, increased complexity of a health in-
surance scheme is likely to make it difficult for
some people to understand and use the system.
These individuals would not be able to  take
full advantage of the benefits potentially avail-
able to them (Klarman, 1974).

Another question that should be answered is:

Will consumers supplement their mandatory
health insurance plan with additional insurance
to cover cost-sharing provisions? The experience
from Medicare is instructive. The initial drop
in private health insurance coverage by persons
65 years and over after the enactment of Medi-
care has reversed; in 1974 private health insur-
ance coverage of hospital and surgical care for
the Medicare population was at a higher level
than it was before Medicare (Mueller and Piro,
1976). While the level of supplementation for
hospital expenses was 60.4 percent and for sur-
gical expenses 51.9 in 1974 (Mueller and Piro,
1976), it is estimated that only about 11 percent
of Medicare enrollees purchase supplemental
coverage for the first dollar of outpatient phy-
sician expenditures (Keeler, et al., 1977). Thus
supplementation will be extensive for expensive
types of services such as hospital care, where a
coinsurance rate of 20 percent may represent a
sizable expenditure and proportion of income,
but supplementation may be relatively small for
less expensive services.

One study, assuming that the greatest threat of
supplementation will come from the nonpoor,
nonaged population, suggests that this supple-
mentation can be avoided. This can be accom-
plished either by abolishing tax subsidies of
health insurance purchases or by requiring the
deductible under national health insurance to
apply to unreimbursed expenditures. Tax sub-
sidies take the form of exclusion of employer-
paid health insurance premiums from taxable in-
come and exclusion of individually paid pre-
miums via the medical expense deduction (one-
half of premiums up to $150) for those who
itemize deductions on their personal income tax
return. Although several national health insur-
ance proposals before Congress address the ques-
tion of eliminating the tax subsidies for health
insurance premiums, no major national health
insurance plan requires that the deductible be
applied to unreimbursed expenditures (Keeler,
et al., 1977).

The effect of supplementation of public health
insurance with voluntary private insurance is
to create a system of health care that induces pex-
sons in lower income groups, who cannot afford
to supplement their health insurance, to con-
sume less services than persons in other income
groups. The empirical studies cited previously
show that cost sharing discourages low-income
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persons from using services. If a cost-sharing
plan is not income related, ability to pay acts
as a barrier to access for low-income groups be-
cause poor people are least able to purchase sup-
plementary coverage for cost-sharing expenses.

An argument for cost sharing, in addition to
the deterrence of unnecessary utilization, is that
out-of-pocket payments for health services enable
tax revenues to be spent on other goods and serv-
ices that cannot be financed with private money.
The spillover of benefits that characterize true
public goods, such as national defense and envi-
ronmental protection, removes any incentives for
the private sector to provide them because it is
rational for the individual to wait for others to
undertake these projects. Public spending is
necessary to assure an adequate supply of goods
and services that have these spillover effects.
Some people view health care as essentially a
private good and contend that using public
monies for health care diverts spending away
from goods that can be financed only with pub-
lic money (Klarman, 1974).

Alternatively, cost sharing could be used to
decrease the Federal budget. One study esti-
mates that $5.7 billion could be transferred from
the public budget to private budgets by increas-
ing the annual national health insurance deduct-
ible from $100 to $200 per person (Keeler, et al.,
1977).

In addition, cost sharing may reduce the ad-
ministrative costs of a national health insurance
program by reducing the number of small
claims.

FINANCING
HEALTH CARE SERVICES

The Nation’s total health bill in fiscal year
1976 was $139.3 billion, or an average of $638
per person (Gibson and Mueller, 1977). Of this
amount, approximately $120.4 billion, or $552
per person, represent expenditures for personal
health care services. The difference between the
total health bill and total personal health care
expenditures represents expenses for prepay-
ment and administration, governmental public
health activities, research, and medical facilities
construction. Third parties dispensed over $81.3
billion in benefits in fiscal year 1976, or 68 per-
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cent of total personal health care expenditures.
There has been a substantial growth in private
and public health insurance benefits in the 10
years since the passage of Medicare and Medi-
caid (Gibson and Mueller, 1977).

As figure 1 shows, although consumers paid
only 9 percent of hospital expenses out of pocket,
consumers paid 39 percent of the expenses for
physicians’ services, 81 percent of dental ex-
penses, 84 percent of drug expenses, and 40 per-
cent of the expenses for all other health care
services. Despite the growth in third-party pay-
ments, out-of-pocket payments still represent a
substantial source of financing for many types of
health care services. Another major source of
funds is payments by private health insurance
companies, which are financed out of premiums.
The third major source of funds for health care
expenses 1s payments by Federal and State gov-
ernments, which are financed mostly out of gen-
eral revenues and payroll taxes.

The methods to be used for financing health
care expenses are a matter of controversy, as they
affect income redistribution. The pattern of
the current out-of-pocket payments for various
types of services and for insurance premiums is
evident in table D. Of persons with out-of-pock-
et hospital expense, those with annual incomes of
$3,000 spent 16 percent of their income on hos-
pital bills, while persons with family income of
$25,000 spent only 0.6 percent of their income.
These same persons spent 3.6 percent and 0.5
percent, respectively, on annual health insurance
premiums. Even in those cases where higher in-
come persons spent more than lower income per-
sons for a service, as in the case of dental services,
they were still spending a lower percentage of
their income, 0.5 percent versus 2.5 percent.

Proposed financing methods for national
health insurance include premiums, payroll
taxes, income taxes, and direct out-of-pocket
payments by consumers, in various combina-
tions. Detailed comparisons of financing alter-
natives proposed under national health insur-
ance bills can be found in Mitechell and Schwartz
(1976), p. 622; and Davis (1975), pp. 114-128.

Recent studies have analyzed the distribution
of costs of alternative national health insurance
plans. Mitchell and Schwartz (1976) conclude
that four prototypical national health insurance
proposals (the Nixon Administration, Kennedy-
Mills, Corman-Kennedy, and Long-Ribicoff



Figure 1. PERCENT DISTRIBUTION OF PER CAPITA PERSONAL
HEALTH CARE EXPENDITURES, BY TYPE OF EXPENDITURE
AND SOURCE OF FUNDS: FISCAL YEAR 1976
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bills) distribute the total cost of national
health insurance (i.e., tax plus out-of-pocket pay-
ments and other costs) differently, with the bur-
den falling more heavily on the poor under the
Nixon Administration plan than under the other
plans. For example, projections indicate that the
total cost for a family of four with an annual
income of $3,000 or less would have been $640
per year under the Nixon Administration plan
(or 21 percent of income). The Corman-Kennedy
bill, by comparison, is projected to cost the
same family $190 per year (or 6 percent of
income). At the other end of the income scale,
families earning $50,000 per year would prob-
ably pay $2,220 per year (4 percent of income)
under the Nixon Administration bill and $4,080
(8 percent of income) under the Corman-
Kennedy bill. Between these extremes a family
with an income of $15,000 annually would spend

about the same under both bills, 8 percent of
income.

More important is the distribution of net
benefits (utilization minus total burden). These
benefits give poor families net gains and higher
income families net losses for all proposed na-
tional health insurance bills. Net gains by poor
families reflect their greater need and antici-
pated higher use of health care after removal
of financial barriers. However, levels of benefits
and definitions of poverty vary among the plans.
Under the Nixon Administration plan only those
with income of 3,000 or less would receive net
gains in income; all other income groups would
have net losses. Under the Corman-Kennedy
plan income groups up to $12,000 would receive
net gains; higher income groups'would incur net
losses. The total income redistributed would be
much higher under the Corman-Kennedy plan
than under the Nixon Administration plan. The
redistributive impact of national health insur-
ance can be substantial and should not be over-
looked by policymakers. '

The distribution of net benefits under an in-
surance plan can be manipulated by altering the
structure of premiums. Thus, even if copay-
ments, coinsurance, and deductibles are fixed
and independent of income, health insurance
premiums can be varied with income so as to
make the distribution of net benefits under na-
tional health insurance progressive. This may
require negative premiums, i.e., subsidies, for
low-income persons.

Analysis of the distribution of expected net
benefits under national health insurance can pro-
duce misleading results if one is not aware of
demographic factors affecting utilization and ex-
pense. Feldstein, et al. (1972) demonstrated that
premiums calculated on a per family basis place
a heavier burden on low-income groups than on
high-income groups, since low-income families
contain a greater number of two- and one-person
families (i.e., young couples and elderly). In
this study, substantial redistribution of net bene-
fits from high- to low-income families resulted
from simulating a change in the premium struc-
ture from $50 per family to $15 per adult and
$10 per child. Wilensky and Holahan (1972)
showed that benefits under national health in-
surance would vary by race, region, and urban
or rural residence. Southerners, rural residents,
and persons other than white would receive
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fewer benefits, presumably due to the unavail-

ability of physicians and health facilities.
Wilensky and Holahan (1972) also examined

the distributive effects of deductibles, coinsur-

ance, and copayments. They found that low-

income persons and large families would derive
greater benefits from plans with full coverage
and no outof-pocket costs. High-income per-
sons would benefit most from plans with high
deductibles and /or moderate copayments, prin-
cipally due to the lower level of income transfer
to low-income groups involved. If copayments
and deductibles were proportional to income,
middle-income families would fare the worst
because they would face maximum deductible
and copayment rates while financing a fairly
high transfer of benefits to low-income persons.

Another issue under the distribution of med-
ical care costs is the effect on the Federal budget
of financing national health insurance through
mandated employee health insurance coverage.
It is argued that such a plan would minimize the
impact of national health insurance on the Fed-
eral budget and on the private insurance indus-
try, would shift the public-private health ex-
penditure mix toward the private sector, and
would permit tailoring of health insurance cov-
erage to local needs and conditions by requiring
employers to provide health insurance policies
of prescribed standards to their employees.
Mitchell and Phelps (1976) found that man-
dated employee coverage would have three sig-
nificant effects:

1. Employers would substantially in-
crease their health insurance premium
contributions; the 1975 level of $16
billion would increase to between
$20.9 billion and $37.2 billion (in
1975 dollars), depending on the em-
ployer’s share of the premium and the
scope of benefits required under the
plan.

2. These increased premium payments
would result in transitory increases of
between 0.4 and 1.4 percent in the
unemployment rate with significant
variation by industry. Services, whole-
sale and retail trade, and agriculture
would be affected the most because
current levels of employee health in-
surance are very low.
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3. As the short-term unemployment ef-
fects of this mandated coverage
diminish, a long-run reduction in
tax revenues would take effect be-
cause the newly required premium
payments would eventually be reflect-
ed in lower taxable income for em-
ployees. (Employers limit wage in-
creases In reaction to the increased
cost of fringe benefits in order to
maintain total labor costs at a constant
level.)

Approximately $1 billion to $6 billion (1975
dollars) in increased tax revenues would be fore-
gone under mandated coverage. Therefore, con-
trary to the view that it is an ‘“off-budget” fi-
nancing mechanism, mandated employee cover-
age would have significant budgetary effects.

Many national health insurance plans call for
the elimination of the personal income tax de-
duction for medical expenses because it would
be redundant under national health insurance.
The medical expense deduction represents a lim-
ited program for financing health care through
indirect subsidization of health insurance pre-
miums and out-of-pocket medical costs. These
subsidies rise 1apidly with level of personal in-
come because the progressive tax rate structure
makes a deduction worth more to higher in-
come persons (Mitchell and Vogel, 1975).

REIMBURSEMENT
OF PROVIDERS

Although not directly related to the insurance
function, reimbursement of providers is an im-
portant issue in designing a national health in-
surance plan. One objective of national health
insurance may be to contain medical care costs.
Current methods of reimbursing hospitals and
physicians contain little incentive to control
costs. The principal method of hospital reim-
bursement, employed under Medicare, Medi-
caid, and most Blue Cross plans, is cost reim-
bursement. Under this method the hospital is
automatically paid for all allowable expenses in-
curred during the previous year. This provides
hospitals an opportunity to increase volume and
complexity of services without constraints on re-
source use. Physicians are paid on the basis of



customary, prevailing, and reasonable charges,
the criteria for which are ambiguous and vary
across States.

Inflation in hospital costs has received particu-
lar attention. The Administration has proposed
the Hospital Cost Containment Act of 1977,
which limits both revenues and capital ex-
penditures of non-Federal short-term hospitals.
Growth in total revenues would be limited to
10.6 percent in 1978 and 8.9 percent by 1981.
Limits would be placed on both capital ex-
penditures by hospitals ($2.5 billion per year)
and on beds per 1,000 population (4.0 beds per
1,000 persons) (Congressional Budget Office,
1977b). These revenue and expenditure controls
have been proposed because of the inadequacy
of other measures and because the underlying
causes of hospital cost inflation are not com-
pletely understood.

Several States and many Blue Cross plans
have adopted prospective rate (PR) reimburse-
ment systems in an attempt to control hospital
costs. Prospective rate reimbursement involves
replacing the traditional cost reimbursement
system with one that predetermines the price
the hospital will receive for a unit of service
(e.g., a patient day). The hospital then is at
risk of incurring losses if costs are greater
than revenues for the year. The Social Security
Administration has recently completed studies
to evaluate PR systems in four States: Pennsyl-
vania, New York, New Jersey, and Rhode Island
(Gaus and Hellinger, 1976). These studies as-
sessed the effectiveness of established PR sys-
tems in controlling hospital costs.

In Pennsylvania, the behavior of departmental
costs was analyzed for 5 experimental and 10
control hospitals over the period 1971-74 under
the auspices of Blue Cross of Western Pennsyl-
vania. Participation in the experiment was vol-
untary. An approved per diem rate for each
experimental hospital was based on similar-
sized hospitals in the same general location and
of the same teaching status during the forthcom-
ing year.

In examining the costs of various departments,
the costs of general service departments (dietary,
laundry, administration, etc.) increased 75 per-
cent for control hospitals and 52 percent for pro-
spectively reimbursed (PR) hospitals. However,
no difference in cost increases was found be-
tween PR and control hospitals for patient serv-

ice departments (nursing, pathology, radiology,
etc.). These findings have been interpreted to
mean that in areas where physicians have con-
trol, hospital costs were not successfully con-
trolled through PR. The net effect of PR on
total hospital costs was a 2.5-percent reduction
annually in the costs of experimental hospitals
as compared with the control group.

Costs per patient day for New Jersey hos-
pitals, which were under a mandatory prospec-
tive rate reimbursement system, were compared
to the costs for a group of control hospitals in
Philadelphia, Pennsylvania. The analysis showed
that the PR program reduced costs by 2 to 3
percent per year over what they would have
been in the absence of the program. Although
not statistically significant, the effect was in the
right direction.

In Rhode Island, 2 budget negotiation proce-
dure was adopted by the Rhode Island Blue
Cross Association and the Hospital Association of
Rhode Island. A comparison of all Rhode Island
hospitals with 12 short-term general hospitals
in Massachusetts for the years 1971 and 1972
showed that PR effected a cost savings on the
order of 2 to 6 percent per year. The effect was
not statistically significant, but again it was in
the right direction.

Two separate evaluations of PR in New York
were conducted. In upstate New York, it was
estimated that PR lowered the cost per patient
day by 1 percent per year and the cost per admis-
sion by 2 percent per year, although the effects
were not statistically significant. In downstate
New York, PR decreased the average cost per
patient day by 3 percent per year and decreased
the cost per admission by 0.5 percent per year.

Even though the results of the PR evaluation
studies did not pass the criterion of statistical sig-
nificance, they showed a remarkable degree of
consistency from one plan to the next, a fact
which allows one to place somewhat more confi-
dence in the findings. The magnitude of the
effect of PR on costs in any one year is small,
on the order of 1 to $ percent, but if that effect
is compounded each year for over 10 years, ap-
preciable savings could be realized.

Reimbursement of physicians is another com-
plex issue. One question is whether physicians
should be forced to accept reimbursement from
the insurer as payment in full for services de-
livered to the patient, or whether physicians
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should be allowed to bill the patient for more
than the plan allows. Nearly all Western Euro-
pean countries using fee schedules to reimburse
physicians under national health insurance have,
sooner or later, adopted the fee schedule as the
maximum allowable charge to the patient, pri-
marily to control health care costs (Glaser,
1976).

Fixed fee schedules have not been adopted on
a widespread basis in the United States, but
efforts have been made under the Medicare pro-
gram to control amounts reimbursed to phy-
sicians. Medicare regulations issued over the
period 1971 to 1975 restricted the maximum
allowable amounts that could be reimbursed for
physicians’ services. When given a choice, physi-
cians will tend to accept assignments of Medi-
care patients (agreeing that total charges will
not be more than the allowed charges deter-
mined by the carrier) until the amount of re-
imbursement per service is reduced. For ex-
ample, “assigned” claims submitted by physi-
cians under Medicare were reduced by an aver-
age of $12.35 in 1975, almost twice the $6.71
reduction in 1971, and the number of “assigned”
claims reduced during review rose from 45 to
71 percent in that time period. As a result, the
assignment rate of 58.5 percent in 1971 fell to
51.8 percent by 1975 (Gornick, 1976).

The use of a maximum allowable fee sched-
ule as a method of setting reimbursement levels
for physicians is not without complications. A
method must be devised for allowing increases
in fixed fees. Negotiations between providers and
consumers (or third-party payers) are essential,
and these will place substantial demands on the
participants. Provider associations must develop
effective self-government to resolve conflicts
among providers (i.e., reimbursement among
different specialties) prior to going to the bar-
gaining table. Insurers must develop negotiators
who have a more adversarial attitude toward
providers than has been their custom in the past.
The negotiators must develop mutual under-
standing and respect in order to make the process
productive. Greater financial discipline will be
necessary among both providers and insurers.
Finally, accurate data on utilization and on pro-
vider incomes will be necessary so that negotia-
tors are working from a common information
base (Glaser, 1977).

Other methods of paying physicians and con-
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trolling costs have been used abroad and have
resulted in their own sets of problems. Under
capitation payment methods the physican is paid
a monthly allotment for each patient on his or
her list, whether or not that patient seeks serv-
ices. This would appear to control costs, but
primary-care physicians may respond by in-
creasing their referrals to specialists, who are
paid per service rendered, particularly for time-
consuming patients. This would negate the cost
saving of capitation payment methods and misal-
locate patients to the care of more expensive
specialists (Glaser, 1976).

Payment for hospitalized patients who are
otherwise under capitation is often on a per
diem basis to compensate physicians for the
presumably increased time and effost of treating
these patients. However, the result is that phy-
sicians hospitalize time-consuming patients be-
cause the income they accumulate from a few
days’ hospitalization is often greater than the
case payment per month (Glaser, 1976). Policy-
makers must be wary of perverse incentives
arising when reimbursement mechanisms are
changed.

ADMINISTRATION OF A
NATIONAL HEALTH
INSURANCE PLAN

A wide variety of administrative structures
have been proposed for national health insur-
ance. These involve different roles for the Fed-
eral Government, State governments, and pri-
vate health insurance companies. They range
from a plan administered totally by the Federal
Government, with no role for State governments
and private carriers, to total reliance on the
private insurance industry to underwrite and
administer the program, with State governments
responsible for regulating the insurance com-
panies and setting reimbursement guidelines
and quality standards. In between these ex-
tremes is an arrangement similar to the Medi-
care program in which the Federal Government
administers and underwrites the program, while
private health insurance companies serve as
fiscal intermediaries.

Some have argued that commercial health



Table E. Financial aspects of public and private health insurance organizations, by type of organization: United States, 1974

Claims expense| Administrative | Administrative | Net underwrit-

‘b as a percent of| expense as a expense per inggainas a

Type of organization premium percent of pre- enrollee in percent of pre-

income mium income dollars mium income
Total 872 141 — —13
Medicare 94.8 5.2 $22.87 -
Hospital insurance 1 97.2 2.8 9.08 —
Supplementary medical insurance? .. __ 88.9 111 1461 -
Blue Cross-Blue Shield 94.1 74 - —15
Blue Cross 96.1 5.4 6.21 —15
Blue Shield 89.5 118 721 —13
Private insurance companies ... . 80.1 210 — -11
Group policies 90.6 130 15.89 —36
Individual policies 463 470 53.47 6.7
Independent plans 93.2 7.6 1315 —038
Community 94.2 6.7 — —09
Employer-employee union 95.1 70 — —21
Private group clinic 783 15.0 - 5.7
Dental service corporation 87.6 10.3 - 21

11973 data.

SOURCES: Mueller, M. S, and Piro, P. A.: Private health insurance in 1974, a review of coverage, enrollment, and
financial experience, Social Security Bulletin 39(3):3-20, Mar. 1976; and Vcgel, R. J,, and Blair, R. D.: An analysis of Medicare
administrative costs, Social Security Bulletin 37(8):3-23, Aug. 1974.

insurance carriers should administer a national
health insurance program because of the car-
riers’ claims processing technology and because
political realities dictate against nationalizing
or dislocating a $31 billion industry. Conse-
quently, a majority of the proposed national
health insurance plans include the private
health insurance industry either as underwriters
in a mandated coverage program or as fiscal
intermediaries in a plan underwritten by the
Federal Government (ORS, 1976).

The relative efficiency of the various insur-
ance carriers, both public and private, will have
important implications for the administrative
costs of various national health insurance plans.
Carriers vary widely in their administrative
costs, and the presence or absence of economies
of scale in administration has implications for
the desired degree of administrative centraliza-
tion of national health insurance.

Comparisons of efficiency among health in-
surers often are made on the basis of operating
or administrative expense as a percent of total
premium income. In 1974 this indicator was 5.4
percent for Blue Cross, 11.8 percent for Blue
Shield, 13 percent for group commercial plans,
47 percent for individual commercial plans, 2.8

percent for Medicare hospital insurance (HI),
and 11.1 percent for Medicare supplementary
medical insurance (SMI). (See table E.) This
comparison seems to indicate that Medicare hos-
pital insurance is administered more efficiently
than all other health insurance programs, but it
must be noted that certain Federal Government
overhead costs are not included.

In addition, the operating ratio does not adjust
for size and/or frequency of claims and the mix
of services covered. For example, the average
size of a claim under the hospital insurance part
of Medicare is 3 times the size of a supplementary
claim. So if administrative expenses per claim
were identical, the operating ratio for HI would
be lower than that for SMI. On a per claim
basis, however, SMI administrative costs are
lower than HI costs ($3.18 for SMI versus $6.33
for HI in 1972) (Vogel and Blair, 1974). This
difference is attributed to SMI amenability to
electronic data processing and the absence of a
requirement for provider audits and claims re-
view for the SMI program.

Differences in the overall claims processing
strategy adopted by the insurer can influence
the operating ratio. Administrative costs may be
cut back by reducing the number of personnel
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involved in claims audit and review, resulting in
fewer claims being disallowed and, hence, higher
amounts paid out in claims. On the other hand,
intensive and expensive claims review proce-
dures can be passed on in the form of increased
premiums. Therefore, conclusions regarding
relative efficiency among insurance organizations
cannot be drawn from the data shown in table E.

Two other factors bear on the issue of relative
efficiency—possible differences in costs and pre-
miums due to economies of scale, and average
size of risk pool. In an analysis of operating
ratios for 307 commercial (i.e., profit-seeking
and mutual) insurance companies that sell
health insurance, Blair, et al. (1975) found evi-
dence of economies of scale. Operating ratios
were found to decrease at a decreasing rate with
increases in the total volume of premiums re-
ceived by the firms. Thus centralization of ad-
ministration would produce significant savings
only up to a point, after which further savings
would be very small. Blair, et al. did not find any
increase in administrative costs at higher output
levels, but this could be due to a restricted range
of observations.

As to size of risk pool, it is well known that
pooling of health insurance risks into larger
groups allows lower premiums than possible
when writing individual policies (Blair, et al.,
1975).

In reviewing the role of State governments
under national health insurance, the difficulties
faced by the States under Medicaid have been
well documented by Stevens and Stevens (1974).
They conclude that the problems of Medicaid
demonstrate that the States are unable or un-
willing to carry a significant portion of the
financing of a national health insurance pro-
gram. Realities dictate that national health in-
surance be funded through Federal taxation or
otherwise regulated by the Federal Government.
This would protect State budgets from spiral-
ing health care costs and also insure uniform
coverage for all beneficiaries among the various
States.

CONCLUSIONS

A review of some recent studies on national
health insurance suggests answers to some of the
policy questions posed in the introduction to
this chapter.

124

The target population (Who should be cov-
ered by health insurance?)—To obtain universal
coverage and equal access to health care for all
individuals, national health insurance might
expand existing programs, redefine eligibility,
or establish a new program. Medicaid and Medi-
care programs limit enrollment now. Medicaid
covers only welfare categories, and Medicare is
limited to Social Security beneficiaries, railroad
retirees, the disabled, and the very poor (others
may buy in at a substantial cost) . The result is
that of all poor people, 9.5 million (39 percent)
are excluded from Medicaid, and probably sev-
eral hundred thousand near poor and medically
indigent elderly are without Medicare coverage.
Thus current health programs do not achieve
universal coverage of health care expenses. An
estimated 18 million persons will not have any
protection against health care expenses in 1978.

Scope of benefits (What should be covered?)—
Private health insurance, Medicaid, and Medi-
care do not cover certain types of services, such
as nursing home care, mental health services,
optical services, and dental services, or do not
cover them adequately. A comprehensive benefit
package might be recommended to reduce the
overall burden of medical care expenses on the
patient and to equalize the burden across in-
come groups.

Cost sharing by consumers(How much should
consumers pay out of pocket?)—Cost sharing
does deter persons from using physicians’ serv-
ices. However, low-income persons are more
likely to cut back on their use of health services
when they are faced with copayments, coinsur-
ance, or deductibles than are high-income per-
sons. If equal access to medical care is an objec-
tive of national health insurance, cost sharing
should be tied to the level of income.

The complexities resulting from a health in-
surance program with income-related cost shar-
ing might be enormous. Not only might there
be higher administrative costs but it might be
even harder for individuals to comply with the
regulations of such a national health insurance
plan than it currently is for them to comply
with Medicare. Consumer supplementation of
public health insurance might overcome the de-
terrent effect and undermine the objectives of
equal access to medical care. Nevertheless, it can
be argued that cost sharing, which is basically



private financing of medical care, would allow
tax revenues to be spent on other public goods
that could not be accomplished through private
financing.

Financing (How should national health insur-
ance be financed?).—The most progressive meth-
ods for financing health insurance are through
income taxes or taxes on payrolls and unearned
income. In addition, the medical expense deduc-
tion benefits those in higher income tax brackets
the most. The most regressive financing meth-
ods are premiums and out-of-pocket payments
that are not income related. The regressivity
of premiums, coinsurance, copayments, and de-
ductibles can be altered by varying them with
income. The income transfer of national health
insurance may be quite substantial, and should
be given explicit consideration by the policy-
maker.

Reimbursement (How should providers be re-
imbursed?).—Prospective reimbursement mecha-

nisms have exhibited promise in controlling the
rise in hospital costs. However, experience with
and evaluation of additional reimbursement
methods are needed to achieve more than mar-
ginal impact on hospital cost inflation.

Experiences under Medicare in the United
States and experiences of foreign countries seem
to suggest that countervailing economic and po-
litical power is required to control the level of
physician reimbursement.

Administration (How should national health
insurance be administered?)—Theoretical and
empirical literature on the advantages of Fed-
eral, State, and private administration of na-
tional health insurance is limited. The question
still before us is whether there should be a sig-
nificant Federal role in processing and auditing
claims, either similar to the current role under
Medicare or enlarged to take over the functions
of the fiscal intermediaries.
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SECTION |
Health Status and Determinants

A. Population

The total population of the United States as
of the middle of 1975 was approximately 213.5
million, which is an increase of 1.6 million peo-
ple or 0.8 percent from the previous year. About
three-quarters of the increase is natural (i.e., the
excess of birth rates over death rates) . Net civil-
ian immigration contributes the balance (about
one-fourth) of the total population increase.

The rate of natural increase in the 1970’s is
lower than it has ever been. The death rate has
declined slightly (from 9.3 per 1,000 population
in 1955 to 8.9 per 1,000 in 1975), and the birth
rate has declined 41 percent in the same 20 years

(from 25.0 per 1,000 population to 14.8). As a
result, the rate of matural increase, which was
15.7 per 1,000 population in 1955, was only 5.9
per 1,000 in 1975.

The population has grown older in recent
years primarily because of the declining birth
rate and modest increases in survival rates.
Births for 1975 added only 3.1 million to the
population as compared with 4.1 million in
1955. A consequence of this depression in growth
at the youngest ages has been an increase in the
average age of the total population.

The changed age structure of the population
has important implications for the health care
delivery system and its financing. Since 1 mil-
lion fewer infants were born in 1975 than were
born 20 years ago, the demand for obstetric serv-
ices has decreased. During the same 20-year pe-
riod, the population at the older ages was in-
creasing, thus increasing the need for costly long-
term and chronic disease care. The rise in ex-
penditures for health care is therefore partly due
to the increase in the number of people 65 years
and over, which as a proportion of the total pop-

ulation increased from 9 to 11 percent between
1955 and 1975. During the same period the per-
cent of the population under age 20 dropped
only slightly, from 36 to 35 percent, but the de-
cline is projected to continue.

Projected changes in the population structure
are important because planning for future de-
mands on the health care system should begin
well in advance. Assuming that women average
2.1 births and that recent death rates prevail,
the total population will be about 262.5 million
in the year 2000. The number of children under
age 20 will increase by only 6.3 ‘percent (from
74.6 million to 79.3 million), while the number
of elderly people will increase by 36.6 percent
(from 22.4 million to 30.6 million). The great-
est increase will occur in the prime working
ages of 35-49 when the children of the post
‘World War IT baby boom reach the middle years
of life. These changes will have a significant im-
pact on the amounts and types of health man-
power and facilities for health care required by
the population. Certainly, the demand for long-
term institutional care and home health services
will increase as a result of the increase in the
number of elderly people.

The geographic distribution of the population
has also been changing. States in the South and
West have been gaining while States in the
Northeast and North Central Regions have been
losing population through migration. The
heaviest migration streams are to the South
from the Northeast and North Central Regions.
Of lesser magnitude are migration Streams to
States in the West from States in the North
Central and South Regions. From 1970 to 1975,
the highest net inmigration rates were 20.8 per-
cent for Florida and 18.7 percent for Arizona.
The highest net outmigration rates were 4.6
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percent for Rhode Island and 3.1 percent for
Illinois. The regional migration patterns for
1970-75 followed those established in the late
1960’s. While future migration is more difficult
to project than age distribution changes, a dif-
ferent geographic distribution of health care
manpower and facilities will be needed in the

The population bases for health data are
usually slightly smaller than in the 213.5 million
total population including Armed Forces over-
seas. Two population bases are represented in
the largest part of the health data shown in this
report: (1) the 211.4 million civilians and
(2) the 209.1 million who are noninstitutional-

future. 1zed civilians.
Table 1. Total, resident, and civilian populations: United States, selected years 1960-75
Civili ati
Total population Resident ivilian popu atlonN
Year including Armed esiden . hon-
Forces overseas population Total |nst|‘tut|on-
alized
Number in thousands
1960 180,671 179,979 178,140 176,246
1965 194,303 193,526 191,605 189,575
1970 204,878 203,810 201,722 199,589
1971 207,053 206,219 204,258 202,103
1972 208,846 208,234 206,461 204,287
1973 210,410 209,859 208,102 205,912
1974 211,901 211,389 209,683 207,477
1975 213,540 213,032 211,355 209,132
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NOTE: Estimates as of July 1.

SOURCES: U.S. Bureau of the Census: Statistical Abstract of the United States: 1974, 95th ed., Washington, U.S.
Government Printing Office, 1974; U.S. Bureau of the Census: Population estimates and projections, Current Population
Reports, Series P-25, No. 632, Washington, U.S. Government Printing Office, July 1976.
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Table 2, Resident population, according to race, sex, and age: United States, July 1, 1975

All other
All races White
Age Total Black
-
Both Both Both Both
sexes Male Female sexes Male | Female sexes Male | Female sexes Male | Female
Number in thousands
All ages 213,137 ]| 103,760 | 109,377 || 185,198 || 90,423 | 94,775 27,940 || 13,338 | 14,602 | 24,456 || 11,646 | 12,811
UnderSyears . .| 1589 8,119 7,777 13,141 6,729 6,413 2,755 1,391 1,364 2,395 1,209 1,186
Under 1 year 3,081 1,575 1,506 2,558 1,310 1,248 523 265 258 452 229 223
1 year 2,999 1,531 1,468 2,475 1,266 1,209 524 264 260 451 228 223
2 years 3,014 1,539 1474 2475 1,267 1,208 538 272 266 466 235 231
3 years 3,225 1,646 1,579 2,661 1,361 1,299 564 284 280 491 248 243
4 years 3,577 1,828 1,749 2,972 1,523 1,449 606 305 301 535 270 265
59 years 17,334 8,836 8,499 14,479 7,403 7,076 2,855 1,432 1,423 2,519 1,263 1,256
5 years 3,493 1,783 1,710 2,916 1,493 1,423 578 290 288 506 254 252
6 years 3,430 1,745 1,685 2,859 1,459 1,399 572 286 286 504 252 252
7 years 3,397 1,732 1,665 2,836 1,451 1,385 561 281 280 495 248 248
8 years 3,436 1,750 1,686 2,881 1,471 1,409 556 279 277 492 246 245
9 years 3,577 1,825 1,752 2,988 1,528 1,460 589 297 292 523 263 259
10-14 years 20,418 10,410 10,008 17,185 8,783 8,401 3,233 1,627 1,607 2,902 1,459 1,443
10 years 3,942 2,008 1,934 3,288 1,679 1,608 654 329 325 585 294 291
11 years 3,977 2,031 1,946 3,348 1,715 1,634 629 317 312 563 284 280
12 years 4,065 2,074 1,991 3,424 1,751 1,673 641 323 318 575 290 286
13 years 4,138 2,107 2,031 3,495 1,784 1,711 643 322 320 578 290 288
14 years 4,29 2,189 2,107 3,629 1,854 1,775 667 335 332 601 302 299
15-19 years 20,966 10,614 10,352 17,798 9,034 8,765 3,167 1,580 1,587 2,820 1,405 1,416
15 years 4,225 2154 |~ 2,071 3,571 1,825 1,746 654 329 325 586 294 292
16 years 4,201 2,137 2,063 3,552 1811 | © 1,741 649 326 323 582 292 290
17 years 4,220 2,146 2,073 3,581 1,824 1,756 639 322 317 570 287 283
18 years 4,229 2,131 2,097 3,602 1,820 1,782 627 31 316 556 275 281
19 years 4,092 2,046 2,047 3,494 1,754 1,740 599 292 307 526 255 21
20-24 years 19,037 9,488 9,550 16,380 8,222 8,157 2,658 1,265 1,392 2,309 1,097 1,213
20 years 4,103 2,056 2,047 3,508 1,765 1,742 595 291 304 526 255 271
21 years 3,907 1,958 1,948 3,359 1,693 1,665 548 265 283 480 230 249
22 years 3,755 1,868 1,887 3,237 1,622 1,614 518 245 273 451 213 238
23 years 3,022 1,798 1,825 3,129 1,567 1,562 493 231 263 423 198 225
24 years 3,651 1,808 1,843 3,147 1,574 1,574 503 234 269 430 201 229
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Table 2. Resident population, according to race, sex, and age: United States, July 1, 1975—Continued

N

All other
All races White
Age Total Black
Both Male | Female | Both Male | Female | Both Male | Female | Both Male | Female
sexes sexes sexes sexes
Number in thousands

25-29 years 16,348 8,345 8,503 14,729 7,370 7,359 2,119 975 1,144 1,785 826 958

25 years 3,471 1,719 1,751 2,998 1,500 1,497 473 219 254 403 188 215
26 years 3,431 1,697 1,734 2,984 1,492 1,493 a47 205 241 377 175 202
27 years 3,468 1,716 1,753 3,030 1,514 1,515 439 202 237 371 172 199
28 years 3,753 1,863 1,891 3,341 1,674 1,668 412 189 223 345 159 186
29 years 2,724 1,350 1,374 2,376 1,190 1,186 348 161 188 289 134 156
30-34 years 13,935 6,861 7,075 12,160 6,047 6,113 1,776 814 962 1,481 675 806

30 years 2,942 1,454 1,488 2,541 1,269 1,272 400 184 216 332 153 180
31 years 2,827 1,393 1,433 2,478 1,233 1,245 348 160 188 288 132 156
32 years 3,007 1,482 1,525 2,655 1,321 1,335 352 161 190 294 134 160
33 years 2,625 1,230 1,335 2,292 1,138 1,154 334 152 181 279 126 152
34 years ... 2,534 1,241 1,293 2,193 1,086 1,107 341 155 186 288 130 158
35-39 years 11,584 5631 5,953 10,128 4,976 5151 1,457 655 802 1,258 565 692

35 years 2,393 1,168 1,225 2,085 1,028 1,057 308 139 169 263 118 144
36 years 2,355 1,145 1,210 2,058 1,011 1,047 296 133 163 255 115 140
37 years 2,326 1,129 1,197 2,035 999 1,036 291 130 160 252 113 139
38 years 2,262 1,098 1,164 1,980 971 1,009 282 126 156 245 110 135
39 years 2,249 1,092 1,157 1,970 967 1,003 279 125 154 243 109 134
40-44 years 11,175 5457 5,718 9,780 4,822 4,958 1,395 634 760 1,195 545 651

40 years 2,230 1,088 1,142 1,948 961 987 282 128 154 244 111 133
4] years 2,196 1,071 1,125 1,915 945 971 281 127 154 241 109 132
42 years 2,234 1,089 1,145 1,946 958 939 288 131 157 246 112 134
43 years 2,234 1,093 1,142 1,963 969 994 2n 124 147 231 105 125
44 years 2,280 1,116 1,164 2,007 990 1,017 273 126 148 234 108 126
45.49 years 11,784 5,722 6,062 10,436 5,096 5339 1,349 626 723 1,168 544 624
50-54 years 11,980 5,762 6,218 10,731 5,180 5,551 1,249 582 667 1,098 510 588
55-59 years 10,537 5,024 5,512 9,523 4,553 4,969 1,014 471 543 908 419 489
60-64 years 9,243 4,321 4,923 8,348 3,908 4,439 895 412 483 813 368 445
65-69 years 8,099 3,584 4,515 7,270 3,220 4,050 829 365 464 765 329 436
70-74 years 51775 2,443 3,332 5,296 2,224 3,072 479 218 261 420 187 233
75-79 years 4,001 1,572 2,429 3,682 1,434 2,248 319 138 181 273 116 157
80-84 years 2,649 960 1,688 2,431 874 1,558 218 87 131 194 76 118
85 years and over 1,877 613 1,265 1,703 548 1,155 175 65 110 152 53 99
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Table 2. Resident population, according to race, sex, and age: United States, July 1, 1975—Continued

All races White Al other
Age ) Total Black

Both Both Both Both

sexes Male Female sexes Male | Female sexes Male | Female sexes Male | Female
. Number in thousands

1-4 years ___ 12,815 6,544 6,271 10,583 5,418 5,165 2,232 1,126 1,106 1,942 930 962
5-13 years 33,456 17,056 16,400 28,0351 14,333 | 13,702 5422 2,724 2,698 4,821 2,420 2,401
14-17 years 16,941 8,626 8,314 14,332 7,314 7,018 2,608 1,312 1,296 2,339 1,176 1,163
18-24 years 27,358 13,665 13,694 23475 || 11,796 { 11,679 3,883 1,869 2,015 3,392 1,628 1,764
1821 years 16,330 8,191 8,139 13,962 7,032 6,929 2,369 1,159 1,210 2,088 1,016 1,072
22-24 years 11,028 5,474 5,554 9,513 4,764 4,750 1,515 710 805 1,303 612 692
15-44 years 93,545 46,395 47,150 80,974 | 40,471 | 40,503 12,571 5,924 6,646 | 10,849 5113 5736
14 years and over 163,785 78,585 85,200 || 144,022 || 69,361 | 74,660 | 19,763 9,223 | 10540 { 17,241 8,016 9,224
16 years and over 155,265 74,242 81,023 || 136,822 || 65683 | 71,139 18,443 8,559 9,884 | 16,054 7,420 8,634
18 years and over 146,844 69,958 76,886 || 129,689 || 62,048 | 67,642 17,155 7,911 9,244 | 14,902 6,341 8,061
21 years and over 134,421 63,726 70,695 || 119,086 || 56,709 | 62,378 15,334 7,017 8,317 | 13,294 |[. 6,055 7,238
62 years and over 27,807 11,677 16,130 25,248 || 10,557 | 14,691 2,559 1,120 1,439 2,296 981 1,315
65 years and over 22,400 9,172 13,228 20,382 8,299 | 12,082 2,019 873 1,146 1,804 760 1,043
Median age of population in years _._____. 28.8 216 30.0 29.6 28.4 31.0 23.7 225 24.7 234 22.2 246

SOURCE: U.S. Bureau of the Census: Population estimates and projections, Current Population Reports, Serles P-25, No. 614. Washington. U.S. Government
Printing Office, Nov. 1975.



Table 3. Birth rates, death rates, and rates of natural increase, according to race: United States, selected years 1910-75
(Data are based on the National Vital Registration System)

Birth rate ! Death rate 2 Rate of natural increase 3
Year All other All other All other
All 1 white AN White Al white
races Total| Black | "aces Total | Black | races Total I Black
Rate per 1,000 resident population

1510 301 29.2 - — | 147 145 | 217 — | 154 || 147
1920 2771 269 | 350 — | 130 126 | 17.7 - | 147 | 143 | 173
1930 21.3 20.6 2715 11.3 10.8 16.3 164 10.0 9.8 112
1940 19.4 18.6 26.7 — 10.8 104 138 139 8.6 8.2 129
1950 24.1 23.0 333 -—- 9.6 95 11.2 113 145 13.5 22.1
1955 250( 238 | 347 — 9.3 9.2 | 100 ~— | 157 || 146 | 247
1960 23.7 22.7 321 31.9 95 95 10.1 104 14.2 13.2 22.0 215
1965 194 18.3 276 275 94 9.4 9.6 10.1 10.0 8.9 18.0 17.4
1970 18.4 174 25.1 25.3 95 95 9.4 10.0 89 79 15.7 153
1971 17.2 16.2 24.7 24.5 9.3 94 9.2 9.7 79 6.8 15.5 14.8
1972 15.6 146 22.9 226 94 95 9.2 9.7 6.2 51 13.7 129
1973 14.9 139 219 215 9.4 9.4 9.1 9.7 5.5 45 128 118
1974 14.9 14.0 214 21.0 9.2 9.2 8.7 9.2 5.7 48 12.7 118
1975 14.8 13.8 21.2 209 8.9 9.0 8.3 89 59 48 129 12.0

1The 1920 and 1930 birth rates include adjustments for States not in the registration area; the 1910 figures are esti-
mates based on the number of registered births in the 10 original registration States in 1910. Birth rates for 1960, 1965,
1970, and 1971 are based on a 50-percent sample of births; for 197275 they are based on 100 percent of births in selected
States and on a 50-percent sample of births in all other States.

2 Death rates for 1972 are based on a 50-percent sample of deaths.

3 Difference between birth and death rates.

NOTE: Beginning 1970, births and deaths to nonresidents of the United States are excluded.

SOURCES: National Office of Vital Statistics: Births and birth rates in the entire United States, 1909 to 1948, by P. K.
Whelpton, Vital Statistics—Special Reports, Vol. 33, No. 8, Public Health Service, Washington, D.C., Sept. 1950; National
Center for Health Statistics: Vital Statistics of the United States, 1975, Vols. | and 1l, Health Resources Administration,
DHEW, Rockville, Md,, to be published; plus unpublished data.
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Table 4. Percent of population changing county or State of residence between March 1970 and March 1975, according to
geographic region and location of residence in 1975: United States, 1975

County of residence in 1975

oS popta- Diff ty from 1970
Geographic region and location t;ga'rzg:gds s ty ifferent county from
i i ame coun
of residence in 1975 over in Total || S50 10970 Total Same | Different
thousands? State State
Percent distribution
United States 179,489 100.0 81.6 18.4 9.1 93
Within SMSA 120,853 100.0 826 174 84 9.0
Central city 51,431 100.0 86.2 138 5.8 79
Balance of SMSA 69,423 100.0 799 20.1 10.3 9.8
Outside SMSA 58,635 100.0 79.6 20.4 106 9.9
Northeast 40,644 100.0 878 122 6.9 53
Within SMSA 31,978 100.0 88.8 112 6.6 47
Central city 13,348 1000 921 79 45 34
Balance of SMSA 18,630 100.0 8.4 136 8.0 56
Qutside SMSA 8,666 1000 844 156 8.2 74
North Central 49,201 100.0 842 158 9.0 6.8
Within SMSA 32,091 100.0 85.8 142 75 6.7
Central. city 13,217 1000 83.8 11.2 4.7 6.5
Balance of SMSA 18,874 1000 83.7 16.3 9.5 6.8
Outside SMSA 17,111 1000 813 18.7 117 70
South 58,123 1000 78.1 219 9.8 122
Within SMSA 32,394 100.0 773 2217 9.2 135
Central city 15,277 100.0 826 174 6.8 10.6
Balance of SMSA 17,117 1000 72.7 273 113 160
Outside SMSA 25,730 1000 790 210 10.4 10.6
West 31,520 100.0 76.0 240 110 130
Within SMSA 24,390 1000 773 22.7 109 118
Central city 9,589 1000 80.3 19.7 1.7 12.0
Balance of SMSA 14,802 100.0 754 246 130 116
Outside SMSA 7,129 1000 716 284 113 17.0

1 Includes the civilian noninstitutionalized population of the United Stafes plus approximately 1,064,000 members of
the Armed Forces in the United States living off post or with their families on post in 1975. Excludes all other members
of the Armed Forces, persons abroad at the beginning of the period, and persons of unknown mobility status.

" SOURCE: U.S. Bureau of the Census: Pbpulation characteristics. Current Population Reports. Series P-20, No. 285.
Washington. U.S. Government Printing Office, Oct. 1975.
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Table 5. Components of population change, according to geographic division and State: United States, 1970-75

Resident population Components of population change, 1970-75 Net migra-

Geographic division and State ; tion as per-

April 1, 1970 { July 1, 1975 Net Births 2 Deaths 2 Net cent of 1970

{census) | (estimate) | change! frens eaths migration | population

Number in thousands

United States ... | 203,304 213,121 9,817 17,490 10,200 2,527 12
New England ... 11,847 12,198 351 835 605 71 0.6
Maine 994 1,059 66 86 57 37 37
New Hampshire 738 818 80 64 39 55 75
Vermont 443 471 26 39 23 11 24
Massachusetts .. 5,689 5,828 138 A11 298 25 0.4
Rhode Island .. . . . 950 927 —23 70 49 —43 —4.6
Connecticut 3,032 3,095 63 215 138 —14 —0.5
Middle Atlantic ... . 37,213 37,263 50 2,783 1,975 —758 —20
New York _ e 18,242 18,120 —121 1,375 958 —539 —3.0
New Jersey 7,171 7,316 145 538 357 —37 —05
Pennsylvania 11,801 11,827 26 869 661 —182 —15
East North Central . 40,266 40,979 713 3,469 1,982 —774 —19
Ohio 10,657 10,759 102 910 527 —282 —26
Indiana 5,196 5,311 116 466 257 —94 —138
1llinois 11,113 11,145 32 951 576 —343 —31
Michigan 8,882 9,157 275 786 406 —105 —12
Wisconsin 4,418 4,607 189 355 216 50 11
West North Central ... 16,328 16,690 362 1,332 866 —103 —06
Minnesota 3,806 3,926 120 308 179 —9 —0.2
lowa 2,825 2,870 45 221 154 —22 —0.8
Missouri 4,678 4,763 85 385 270 —29 —0.6
North Dakota . ... 618 635 17 53 30 -7 —-11
South Dakota ... ... . . . 666 683 17 59 35 —6 —10
Nebraska ___ 1,485 1,546 61 127 80 14 0.9
Kansas 2,249 2,267 18 179 117 —44 —20
South Atlantic ... 30,679 33,715 3,036 2,762 1,585 1,859 6.1
Delaware 548 579 31 47 26 9 1.7
Maryland 3,924 4,098 174 310 172 37 0.9
District of Columbia ... ... 757 716 —40 63 43 —61 —81
Virginia 4,651 4,967 315 401 211 125 2.7
West Virginia 1,744 1,803 59 152 105 11 0.7
North Carolina _._ 5,084 5451 367 472 242 137 2.7
South Carolina .. 2,591 2,818 227 265 125 88 34
Georgia 4,588 4,926 338 465 224 97 21
Florida 6,791 8,357 1,565 587 438 1,416 20.8
East South Central ____ 12,808 13,544 736 1,218 685 202 16
Kentucky 3,221 3,39 175 295 177 57 1.8
Tennessee 3,926 4,188 262 352 205 115 29
Alabama 3,444 3,614 170 329 180 21 0.6
Mississippi 2,217 2,346 129 242 123 9 04
West South Central ... 19,325 20,855 1,530 1,915 948 563 29
Arkansas 1,923 2,116 192 182 114 125 6.5
Louisiana 3,642 3,791 148 364 177 —38 —11
Oklahoma 2,559 2,712 152 226 141 68 26
Texas 11,199 12,237 1,037 1,143 515 409 37

See footnotes at end of table.
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Table 5. Components of population change, according to geographic division and State:
United States, 1970-75—Continued

Resident population Components of population change, 1970-75 Net migra-

Geo hic division and Stat: tion as per-

erap ’ ae April 1, 1970 | July 1, 1975 Net Births 2 Deaths 2 Net cent of 1970

(census) (estimate) change ! eatns | migration | population

Number in thousands

Mountain ... ... . 8,290 9,644 1,354 888 366 832 100
Montana - 694 748 53 63 35 26 37
ldaho .. 713 820 107 77 33 63 83
Wyoming 332 374 42 33 16 25 75
Colorado 2,210 2,534 321 207 94 212 9.6
New Mexico 1,017 1,147 130 112 41 59 58
Arizona — 1,775 2,224 448 202 85 332 18.7
Utah . 1,059 1,206 147 147 39 39 36
Nevada oo s 439 592 103 47 22 78 15.9
Pacific ... e 26,549 28,234 1,686 2,237 1,187 635 24
Washington 3,413 3,544 131 272 158 17 05
Oregon 2,092 2,288 197 171 107 133 6.3
California - o e e 19,971 21,185 1,214 1,675 893 431 2.2
Alaska ... 303 352 49 37 8 20 6.5
Hawaii _. 770 865 95 83 22 34 45

1 Net change in resident population is composed of the difference between births and deaths of residents (natural
increase) plus or minus estimated net migration for the area during the period April 1, 1970, to June 30, 1975.

2 Births and deaths are based on vital statistics reported for the period April 1, 1970, to December 31, 1974, with
extrapolation to June 30, 1975.

SOURCE:"U.S. Bureau of the Census: Population estimates and projections. Current Population Reports. Series P-25,
No. 640. Washington. U.S. Government Printing Office, Nov. 1976.

Table 6. Population projections under different assumptions of completed fertility and percent change from 1975 popula-
tion: United States, selected years 1980-2000

Assumption of average number of lifetime
births per woman

Year Series | Series 1l Series Il
(2.7 births) | (21 births) | (1.7 births)
Projected population in thousands

1980 225,705 222,769 220,356
1985 241,274 234,068 228,355
1990 257,663 245,075 235,581
1995 272,685 254,495 241,198
2000 287,007 262,494 245,098
Percent change from 1975 population
1980 57 43 31
1985 129 96 6.9
1990 20.6 14.7 103
1995 27.6 19.1 129
2000 343 229 14.7

1 Estimated total population, including Armed Forces abroad, for July 1, 1975=213,631,000.

NOTE: Projected total population, including Armed Forces abroad. Based on U.S. Bureau of the Census assumptions
of average numbers of lifetime births per woman with continuation of mortality rates at current levels.

SOURCES: U.S. Bureau of the Census: Population estimates and projections. Current Population Reports. Series P-25,
Nos. 601 and 614. Washington. U.S. Government Printing Office, Oct. 1975 and Nov. 1975, respectively.
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Table 7. Population projections and projected percent change from 1975 population under Series !l fertility assumption
(2.1 births), according to age: United States, selected years 1980-2000

1975

popula-
Age tion in | 1980 1985 1990 1995 2000 1980 | 1985 | 1990 | 1995 | 2000

thou-

sands
Projected population in thousands Percent change from 1975 population
All ages | 213,631 222,769 | 234,068 | 245,075 | 254,495 262,494 4.3 96| 1471 191 229
Under Syears .. ... 15,806 | 17,259 | 19,785| 20,096 | 19,161 | 18,364 86| 245 264| 205| 155
5-9 years 17,334 16,139 17,501 | 20,019 20,323| 19,387f —6.9 10| 155| 172 | 118
10-14 years 20,418 | 17,804 | 16,605 17,974} 20,513| 20,812| —128 |—18.7 | —120 05 19
15-19 years 21,028 | 20,589 | 18,000| 16,800 | 18166 20,707 | —21 |—144|—20.1] —136 | —15
20-24 years 19,242 | 20,908 | 20,496 17,954 | 16,755| 18,137 8.7 65| —6.7]—129 ] —57
25-29 years 16,941 | 18,933 | 20,572| 20,159 | 17,672 16,506 118 | 214] 190 431 26
30-34 years 13994 | 17,224 | 19,274 20,903 | 20,476| 17,988 231 | 377 494| 463 | 285
35-39 years 11,630 | 14,027 | 17,249 | 19,252 | 20,859 20,428 206 | 483 655 794 | 756
40-44 years 11,195 11,675| 14,083 | 17,293 | 19,285| 20,887 43| 258| 545| 723 | 866
45-49 years 11,790 11,014 | 11,497 | 13853 | 16995| 18953| —66 | —25| 175| 441 | 608
50-54 years 11,9811 11,626 | 10,881 | 11,360 | 13686 16,789| —3.0 | —9.2 —52| 142 | 401
55-59 years 10,537 | 11,303 | 10,988 | 10,285} 10,745| 12,947 7.3 43| —24 20 | 229
60-64 vears 9243| 9,744 | 10,477 | 10,194 { 9551 | 9,990 54 134 103 33 8.1
65-69 years 8099| 8663| 9161| 9861{ 9609| 9,023 701 131| 218 186 | 114
70-74 years 5775 6749 7228| 7671| 8258| 8,056 169 | 252| 328 430 | 395
75-79 years 40011 4291 5029 5402| 5760 6,224 72| 257| 350 440 | 556
80-84 years 26491 2750 | 2976| 3513 | 3,798 4,080 38| 123) 326| 434 | 540
85yearsand over ... 1,877 | 2071 | 2265| 24871 2881} 3,217 103 | 207 325 535 714

] NOTE: Projected population and percent change are based on U.S. Bureau of the Census Series 1| fertility assump-
tion of an average 2.1 lifetime births per woman with continuation of mortality rates at current levels. Figures are for the
total population, including Armed Forces abroad, as of July 1.

SOURCE: U.S. Bureau of the Census: Population estimates and projections. Current Population Reports. Series P-25,
Nos. 601 and 614. Washington. U.S. Government Printing Office, Oct. 1975 and Nov. 1975, respectively.
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B. Fertility

The birth rate in the United States continued
the downward trend which began at the height
of the baby boom in 1957. By the mid-1970’s
the crude birth rate was below the historical
low of the 1980’s despite record numbers of
young people who are 18-19 years of age or in
their early twenties whern fertility is highest.
These changes in fertility have enormous im-
pact on the need for and utilization of obstetri-
cal and pediatric services.

In 1975, 3.1 million children were born alive
in the United States in contrast with 3.8 million
in 1965. Yet more first births were recorded
(1.3 million) than in 1965 (1.2 million). The
great decline has been in higher order births.
This decline is partly due to changes in the age
structure of the population and the timing of
births; it is also caused by unprecedented
changes in contraceptive use as a means of re-
ducing completed family size. Utilization of
the more effective means of fertility control in-
creased.

Higher proportions of married women of
childbearing ages were using contraception in
1973 than in 1965 (70 percent compared to 64
percent). More important, only 14 percent of the
contraceptive users in 1973 were relying on
methods with high failure rates, while 31 per-
cent were relying on such methods in 1965.
Thus 60 percent of the married women inter-
viewed in 1973 were using effective means of
contraception, in contrast with 44 percent in
1965. The most effective methods are steriliza-
tion, the birth control pill, and the intrauterine
device (IUD). In 1973 almost a quarter of all
users relied on sterilization, 36 percent on birth
control pills, and 10 percent on IUD’s. The per-
cent of contraceptive users relying on the dia-
phragm and condom, also regarded as relatively
effective methods, declined from 32 percent to
17 percent.

In 1973 married women aged 35-44 years
were less likely than the younger wives to be
using contraception. Also black women were less
likely than white women to be using such de-
vices. When they did use contraception, the
older and black wives both tended toward either
permanent ending of fertility through sterili-
zation or toward reliance on nonmedical meth-
ods. Among contraceptive users, the youngest

married women aged 15-24 relied heavily on the
pill (65 percent) and IUD’s (11 percent).

Poverty levels also affect the use of contracep-
tion. Of the total 26.6 million married women
of childbearing ages in 1973, the vast majority
(19.5 million) were well above the poverty
level. About 70 percent of these women were
using some form of contraception. The 5.1 mil-
lion women just above poverty level were even
more likely to be using contraception (73 per-
cent), while the 2.0 million who were below
the poverty level were least likely to use con-
traception (61 percent).

It is unfortunate that we know little about
fertility control among unmarried women, espe-
cially young women, because knowledge of the
changing patterns of contraceptive usage among
these women would help in understanding the
changes in the fertility rates for all women.
These rates for women aged 15-49 have been de-
clining at every age, but the greatest percentage
of declines have been at the older ages of child-
bearing. For example, birth rates for women age
35 and older are less than half the 1965 rates,
while for women aged 15-19 the 1975 rate was
80 percent of the 1965 rate. As a result, a higher
proportion of children are born to women
under age 20 (19 percent in 1975 and 16 percent
in 1965); a higher proportion are now first
births (43 percént vs. 31 percent); and a higher
proportion are now born .to unmarried women
(14 percent vs. 8 percent). Over half of the
births to unmarried women in 1975 were to
women who had not reached their 20th birth-
day; 29 percent were to young women who were
not yet 18 and thus were unlikely to have fin-
ished high school.

Therefore, the needs for fertility-related serv-
ices (i.e., prenatal and postnatal care, well-baby
care, and fertility control services) were differ-
ent in 1975 than in 1965 and vastly. different
from the needs a quarter of a century ago, when
relatively large families and high marital fer-
tility were the societal norms.

The need for fertility-rated services varies
enormously: among the States and geographic
divisions, at least partly because of the differ-
ing demographic characteristics of the popula-
tion by States. Birth rates per 1,000 population
were generally low in the New England and
Middle Atlantic States and highest in the Moun-
tain and South Central States.

143



Table 8. Live births and percent of live births which were first births, according to race: United States, selected years
1950-75

(Data are based on the National Vital Registration System)

Race
All other
| .
Year All races White Total Black

Number of Pe(cent Number of Pe{cent Number of Pe{cent Number of Pe_rcent
birth first birth first birth first birth first

inhs births Irths births MRS pirths frths births
1950 3,632,000 309 3,108,000 322 524,000 234 466,718 25.1
1955 - 4,097,000 275 3,485,000 285 613,000 219 558,251 22.7
1960 . 4,257,850 26.4 3,600,744 272 657,106 219 602,264
1965 S 3,760,358 30.8 3,123,860 317 636,498 26.8 581,126 26.7
1970 __. 3,731,386 3838 3,091,264 39.1 640,122 375 572,362 374
1971 3,555,970 39.2 2,919,746 394 636,224 38.1 564,960 380
1972 3,258,411 40.7 2,655,558 40.7 602,853 40.6 531,329 40.6
1973 3,136,965 41.4 2,551,030 415 585,935 41.3 512,597 413
1974 . 3,159,958 42.2 2,575,792 423 584,166 419 507,162 419
1975 3,144,198 425 2,551,996 426 592,202 417 511,581 41.8

NOTE: Births adjusted for underregistration for 1950 and 1955; registered births for all other years. Figures for 1960,
1965, 1970, and 1971 based on a 50-percent sample of births; for 1972-75, based on 100 percent of births in selected States
and on a 50-percent sample of births in all other States.

SOURCE: National Center for Health Statistics: Vital Statistics of the United States, Vol. |, for data years 1950-72,
Washington, U.S. Government Printing Office; for 1973 and 1974, Health Resources Administration, DHEW, Rockville, Md.,
in preparation; and for 1975, Health Resources Administration, DHEW, Rockville, Md., to be published.
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Table 9. Contraceptive use by currently married women 15-44 years of age, according to method of contraception, ge, and
poverty level: United States, 1973

(Data are based on household interviews of a sample of women in the childbearing ages)

Number of Method of contraception
currently |Percent
married | using Wife Hus-

Age and poverty level women in |contra- . band . Dia- Ali
thou- |ception | Tota! cherg steri- | Pill tUD | phragm|Condom | qiper
sands 1z& lized

Percent distribution of women using contraception
All ages 15-44 years .| 26,646 69.6 100.0 123 11.2 36.1 - 96 34 135 138
Under poverty level . 2,033 60.7 100.0 19.7 8.0 0.0 94 * 83 11.4
100 to 149 percent of
poverty level 2,108 724 100.0- 19.7 8.1 310 105 * 9.7 13.7
150 to 199 percent of
poverty level .. 3,053 73.0 100.0 144 8.7 374 119 * 11.3 144
200} percent of poverty level _| 19,452 69.7 100.0 10.5 122 354 9.2 40 14.7 14.0
1529 years | 12,040 70.2 1000 59 53 536 12.0 25 100 106
Under poverty level 993 619 100.0 * * 58.9 * * * *
100 to 149 percent of
poverty level R 1,028 75.5 100.0 125 * 51.6 11.2 * 9.9 *
150 to 199 percent of
poverty level I 1,487 744 100.0 71 * 536 136 * 9.0 18.2
200+~ percent of poverty level _ 8,531 69.8 100.0 45 54 53.3 123 29 105 111
3044 years ... 1 14,606 69.1 100.0 17.7 161 214 7.6 42 16.4 16.6
Under poverty level 1,040 59.6 100.0 298 116 213 11.2 * * 138
100 to 149 percent of
. poverty fevel . . 1,079 69.5 100.0 271 115 21.8 9.7 * 95 190
150 to 199 percent of
poverty level . 1,566 716 100.0 216 118 213 10.2 * 13.7 10.7
2004~ percent of poverty level _| 10,921 696 100.0 153 17.6 214 6.7 48 18.1 16.2

SOURCE: National Center for Health Statistics: Contraceptive utilization among currently married women 15-44
years of age: United States, 1973. Monthly Vital Statistics Report. Vol. 25, No. 7, Supp. (HRA) 76-1120. Health Resources
Administration. Rockville, Md. Oct. 4, 1976.
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Table 10. Contraceptive use by currently married women 1544 years of age, according to method of contraception, race, and
age: United States, 1965, 1970, and 1973

(Data based on household interviews of samples of women in the childbearing ages)

Number of Method of contraception
Percent
currently usin Hus-
Race, age, and year of survey | married ont g Wife band Dia- All
women in |S°PM@ | Topar | steri- tori Pill up | . Condom | ipor
thousands |CePtion lized | Srorh phragm N
lized
All races 15-44 years 1 Percent distribution of women using contraception
1965 24,710 639 100.0 70 51 239 1.2 9.9 219 309
1970 25,577 65.0 100.0 8.5 78 342 74 5.7 142 224
1973 26,646 69.7 100.0 12.4 111 36.0 9.6 34 135 13.8
15-24 years:
1965 5,324 59.8 100.0 13 15 48.7 1.9 44 15.7 265
1970 6,212 634 100.0 1.0 13 585 8.8 25 9.0 19.0
1973 5977 68.8 100.0 3.7 22 65.2 105 16 8.3 8.7
25-34 years:
1965 9,316 68.3 100.0 6.8 5.4 25.2 13 8.9 233 29.2
1970 10,484 68.6 100.0 79 7.3 34.7 9.7 5.6 134 214
1973 11,311 730 100.0 11.4 112 353 12.4 3.2 133 133
35-44 years:
1965 10,070 619 100.0 10.2 6.6 9.8 0.7 139 238 35.0
1970 8,381 61.9 100.0 14.7 131 16.1 3.6 8.0 189 25.7
1973 9,358 66.4 100.0 194 17.0 177 53 5.1 174 180
White 15-44 years
1965 22,382 649 100.0 6.3 54 240 1.0 104 224 303
1970 23,220 65.7 100.0 75 8.3 340 73 57 148 223
1973 24,249 70.7 100.0 11.6 118 355 9.4 36 141 139
15-24 years:
1965 4,724 59.6 100.0 1.1 17 51.4 1.5 44 154 246
1970 5,595 63.8 100.0 0.7 13 589 8.2 26 9.3 19.1
1973 5,384 69.2 100.0 35 24 64.4 104 17 83 8.7
25-34 years:
1965 8,387 69.4 100.0 6.2 5.7 250 1.1 9.4 23.6 29.1
1970 9,578 69.0 100.0 7.1 7.8 344 9.6 5.6 14.0 215
1973 10,347 737 100.0 111 11.7 349 121 32 138 132
35-44 years:
1965 9,271 63.2 100.0 8.9 7.0 9.9 0.7 14.4 24.6 344
1970 8,047 635 100.0 12.9 14.0 16.1 36 81 195 258
1973 8,518 679 100.0 17.5 18.1 17.7 5.2 53 18.1 18.2

See footnote at end of table.
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Table 10. Contraceptive use by currently married women 15-44 years of age, according to method of contraception, race, and
age: United States, 1965, 1970, and 1973—Continued

(Data based on household interviews of samples of women in the childbearing ages)

Method of contraception

Number of
currently Pe;‘.::'”t Hus.

Race, age, and year of survey | married | Y It g wife | oo Dia- All
women in °°"t.' o | Total || steri- | oo | Pl | 1UD phragm | Condom | e
thousands | ePtON lized | Tizeq

Black 15-44 years Percent distribution of women using contraception

1965 2,091 57.2 100.0 144 0.5 217 29 5.1 170 385
1970 2,031 59.2 100.0 193 11 374 7.6 5.2 6.7 22.7
1973 __ 2,081 60.3 100.0 23.1 1.7 435 12.7 20 5.3 115
15-24 years:

1965 555 61.5 100.0 3.2 0.6 27.8 5.7 32 177 1.7

1970 506 60.5 100.0 17 0.0 59.3 10.2 25 6.8 194

1973 547 66.2 100.0 6.5 0.1 735 119 0.1 21 5.8
25-34 years:

1965 794 62.8 100.0 12.6 04 273 30 43 203 321

1970 787 67.3 100.0 16.7 10 39.2 8.3 5.4 5.4 24.1

1973 819 63.8 100.0 17.9 2.8 425 16.8 29 49 12.3
35-44 years:

1965 742 479 100.0 279 0.6 79 0.0 79 115 41

1970 _. 738 49.4 100.0 379 21 164 43 7.1 86 235

1973 e 715 519 100.0 46.8 16 15.9 7.7 27 9.1 16.3

ViIncludes all other races not shown separately.

NOTE: Data from 1965 and 1970 National Fertility Survey and 1973 National Survey of Family Growth.

SOURCE: Westoff, C. F.: Trends in contraceptive practice: 1965-1973. Fam. Plann. Perspect. 8(2):54-57, Mar./Apr. 1976.
(Copyright: reprinted with permission.)

231-501 0 - 77 -11
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Table 11. Live births by race, and percent distribution of live births by age of mother according to race: United States, selected years 1950-75
(Data are based on the National Vital Registration System)

Age of mother

Number of
Race and year live births | Al ges Under 1519 years 2024 | 2520 | 3034 | 3539 | 40-44 | 4549
years | Total JL 15 l 16 ! 7 l 18 J 1 years | years | years | years | years | years
Total Percent distribution
1950 3554149 | 1000 ] 01 | 119 ) 04 | 11 ) 21 | 35 | 48 | 318 | 288 | 168 | 83 | 21 | 01
1955 4007205 | 1000 | 01 | 119 | o4 | 11 | 22 | 34 | 48 | 315 | 277 | w8 | 85 | 22 | o1
1960 4257850 | 1000 | o2 | 139 | o5 | 13 | 26 | 40 | 55 | 335 | 257 | 162 | 85 | 22 | 01
1965 3760358 | 1000 { 02 | 157 | o6 | 15 | 29 | 50 | 57 | 356 | 246 | 141 | 75 | 22 | 01
1970 373138 | 1000 || 03 | w3 | o8 | 19 | 33 | 49 | 64 | 30 | 267 | us | 48 | 13 | 01
1971 3555970 | 1000 || 03 | 177 | 09 | 20 | 35 | 50 | 63 | 381 | 266 | 14 | 46 | 12 | 01
1972 3258411 | 1000 || o4 | 189 | 10 | 24 | 39 | 53 | 63 | 360 | 276 | 15 | 43 | 11 | 01
1973 | 3136965 | 1000 | 04 | 192 | 11 | 25 | 40 | 53 | 63 | 351 | 283 | 118 | 40 | 10 | 01
1974 3150958 | 12000 | 04 | 188 | 11 | 24 | 39 | 52 | 62 | 351 | 22 | 118 | 37 | 09 | 01
1975 3144198 | 1000 | o4 | 185 | 11 | 24 | 38 | 52 | 61 | 348 | 208 | 119 | 37 | 08 [ o0l
White
1950 3063627 | 1000 | o1 | 04 | o2 | 08 | 18 | 31 | 45 | 317 | 297 | 174 | 84 | 21 | ol
1955 3458448 | 1000 || 01 | 109 § 03 | 09 | 19 | 31 | 47 | 315 | 283 | 183 | 87 | 22 | 01
1960 3600744 | 1000 || 01 | 127 | 03 | 10 | 23 | 37 | 54 | 339 | 262 | 163 | 85 | 22 | 01
1965 3123860 | 1000 | 01 | 142 | 03 | 11 | 25 | 47 | 56 | 362 | 253 | 143 | 76 | 22 | o1
1970 | 300,264 | 1000 | 01 | 151 | 05 | 14 | 28 | 44 | 60 | 388 | 281 | 117 | 48 | 13 | 01
1971 2919746 | 1000 | 01 | 152 | 05 | 15 | 29 | 44 | 59 | 389 | 282 | 17 | 45 | 12 | 01
1972 2655558 | 1000 || 02 | 164 | 07 | 18 | 33 | 47 | 59 | 35 | 295 | 119 | 43 | 11 | 01
1973 _ 2551,030 | 1000 || 02 | 167 § 07 | 19 | 34 | 48 | 53 | 354 | 304 | 123 | 40 | 10 | 01
1974 2575792 | 1000 | 02 | 163 | 07 | 19 | 33 | 46 | 58 | 354 | 312 | 123 [ 37 | 09 | 01
1975 2551,996 | 1000 | 02 | 161 | 07 | 18 | 33 | 46 | 57 | 351 | 317 | 125 | 37 | 08 | 00
All other

1950 190522 | 1000 | o7 | 205 || 14 | 28 | 43 | 57 | 63 | 324 | 21 | v1 | 74 | 20 | 02
1955 588847 | 1000 | 06 | 190 | 14 | 26 | 39 | 51 | 60 | 311 | 241 | 152 | 77 | 20 | 01
1960 | 657106 | 1000 | 06 | 196 | 13 | 26 | 41 | 53 | 63 | 315 | 229 | 151 | 80 | 21 | 01
1965 636498 | 1000 | 08 | 232 | 18 | 34 | 50 | 64 | 66 | 323 | 211 | 131 | 73 | 21 | 01
1970 640122 | 1000 || 12 | 283 || 24 | 43 | 58 | 74 | 84 | 342 | 196 | 02 | 50 | 15 | o1
1971 _ 636224 | 1000 | 12 | 286 | 25 | 45 | 61 | 74 | 81 | 347 | 193 | 102 | 47 | 14 | 01
1972 602,653 | 1000 | 12 | 303 | 27 | 49 | 66 | 79 | 82 | 338 | 2 | 98 | 44 | 12 | 01
1973 T 585935 | 1000 || 14 | 306 || 28 | 50 | 67 | 78 | 83 | 337 | 195 | 97 | 41 | 11 | 01
1974 584,066 | 1000 || 13 | 301 ) 27 | 48 | 66 | 78 | 82 | 337 | 206 | 96 | 39 | 10 | o1
1975 592202 | 1000 | 13 | 201 1| 26 | 46 | 62 | 76 | 81 | 336 | 216 | 97 | 37 | 10 | o1
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Table 11. Live births by race, and percent distribution of live births by age of mother according to race: United States, selected years 1950-75—Continued

(Data are based on the National Vital Registration System)

Age of mother
Number of
Race and year live births | ol ages|| UTa 1519 years 2024 | 2529 | 30-34 | 3539 | 4044 | 45.49
years | Total 15 16 17 l 18 i 19 years | years | years | years | years | years
All other—Continued Percent distribution
Black:
1970 .| 52362 | 1000 13 | 299 || 26 | 46 | 62 | 78 | 87 | 345 | 184 | 95 | 48 | 14 | 01
1971 T 564960 | 000 || 13 | 304 [ 27 | 48 | 65 | 78 | 86 | B0 [ 179 | 94 | 45 [ 13 | 01
1972 | 531329 | 1000 | 14 | 325 || 30 | 54 | 71 | 84 | 86 | 34l | 177 | 89 | 42 | 12 | 01
1973 | 512507 | 1000 | 15 |[329 || 31 | 54 | 73 | 84 | 87 | 341 | 178 | 87 | 38 | 11 | 01
1974 _ | 507162 | 1000 || 14 |324 || 30 | 52 | 71 | 84 | 87 | 343 | 188 | 85 | 36 | L0 | 01
1975 | 511581 | 1000 || 14 |315 | 28 | 51 | 67 | 82 | 86 | 344 | 197 | 85 | 34 | 09 | 01

NOTE: Figures for age of mother not stated are distributed, Registered births for all years. Figures for 1960, 1965, 1970, and 1971 based on a 50-percent
sample of births; for 197275, based on 100 percent of births in selected States and on a 50-percent sample of births in all other States. Beginning 1970, births to
nonresidents of the United States are excluded.

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. |, for data years 1950-72, Washington, U.S. Government Printing
Office; for 1973 and 1974, Health Resources Administration, DHEW, Rockville, Md., in preparation; and for 1975, Health Resources Administration, DHEW, Rock-

ville, Md., to be published.



Table 12. Total fertility rates by race, and birth rates according to age and race: United States, selected years 1950-75
(Data are based on the National Vital Registration System)

Total Age
Race and year fertility [ 1004 [ 1519 | 2024 | 2529 | 3034 | 3539 | 4044 [ 4549
rate years years | years years | years | years | years | years
Total Live births per 1,000 women
1950 3,090.5 10 81.6 196.6 166.1 1037 529 15.1 1.2
1955 3,573.7 09 90.3 2416 190.2 116.0 58.6 16.1 1.0
1960 3,653.6 0.8 89,1 258.1 1974 112.7 56.2 155 0.9
1965 2,928.0 0.8 704 196.8 162.5 95.0 464 12.8 0.8
1970 2,480.0 1.2 68.3 167.8 145.1 733 317 8.1 0.5
1971 2,274.6 1.1 64.7 150.6 134.8 67.6 28.7 7.1 04
1972 2,021.9 12 62.0 131.0 118.7 60.2 248 6.2 04
1973 1,895.6 1.3 59.7 120.7 113.6 56.1 22.0 54 03
1974 1,856.6 1.2 58.1 119.0 1133 54.4 20.2 48 03
1975 1,799.0 13 56.3 114.7 110.3 53.1 194 46 0.3
White
1950 . 2,976.8 0.4 70.0 1904 165.1 102.6 51.4 145 1.0
1955 3,443.1 0.3 79.1 2358 186.6 114.0 56.7 154 0.9
1960 3,532.9 04 79.4 252.8 194.9 109.6 540 14.7 08
1965 2,790.3 03 60.7 189.8 158.8 91.7 44.1 12.0 0.7
1970 2,385.0 0.5 57.4 1634 145.9 719 300 75 0.4
1971 2,1684 05 538 1454 134.6 65.7 26.9 6.4 0.4
1972 1,918.2 05 51.2 125.6 118.4 58.8 233 56 0.3
1973 1,798.3 0.6 49.3 115.4 113.7 54.9 20.7 4.9 0.3
1974 1,767.5 0.6 48.3 114.2 1135 53.5 189 4.4 0.2
1975 1,708.2 0.6 46.8 109.7 110.0 52.1 18.1 4.1 0.2
All other

1950 3,928.3 5.1 163.5 2426 1738 1126 64.3 21.2 2.6
1955 4,520.2 48 167.2 281.6 218.2 1326 74.9 220 21
1960 __. 4,522.1 40 158.2 294.2 214.6 135.6 74.2 22.0 17
1965 3,891.4 4.0 136.1 247.3 188.1 118.3 63.8 19.2 15
1970 3,066.7 48 1334 196.8 140.1 82.5 422 126 0.9
1971 29328 4.7 129.2 184.6 135.7 796 40.2 11.7 0.9
1972 __.. 2,650.5 4.7 1250 164.5 1209 69.4 349 10.0 0.7
1973 2,473.6 5.0 119.1 153.2 1133 63.9 31.0 8.7 0.6
1974 2,376.8 4.7 1133 1474 112.3 60.7 289 76 05
1975 2,321.6 47 1086 1435 112.1 59.7 216 76 05
Black:

1960 45418 43 156.1 295.4 218.6 137.1 73.9 219 1.1

1965 3,867.5 43 140.6 2478 183.2 114.9 62.7 18.7 14

1970 3,098.7 52 147.7 202.7 136.3 79.6 419 125 1.0

1971 . 2,913.6 5.1 135.1 187.3 1290 75.1 38.8 116 0.9

1972 2,621.2 51 130.8 166.2 1139 64.6 33.2 9.8 0.7

1973 24370 54 1245 154.6 1059 58.6 29.2 8.6 0.6

1974 2,3325 5.0 118.3 148.7 104.8 54.8 26.8 75 0.6

1975 2,284.0 5.1 1138 145.1 105.4 54.1 25.4 75 05

1Sum of birth rates by age, muitiplied by 5.

NOTE: Based on births aajusted for underregistration for 1950 and 1955; based on registered births for all other
years. Figures for 1960, 1965, 1970, and 1971 based on a 50-percent sample of births; for 1972-1975, based on 100 percent of
births in selected States and on a 50-percent sample of births in all other States. Beginning 1970, births to nonresidents
of the United States are excluded.

SOURCE: National Center for Health Statistics: Vital Statistics of the United States, 1975, Vol. I. Health Resources
Administration, DHEW, Rockville, Md. To be published.
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Table 13. Birth rates for unmarried women, according to age and race: United States, selected years 1950-75
{Data are based on the National Vital Registration System)

Total Age
Race and year 1544 15-19 2024 229 30-34 3539 40-44
years years years years years years years 2
Total Live births to unmarried women per 1,000 unmarried women
1950 14.1 126 21.3 199 133 72 20
1955 193 151 335 335 220 105 27
1960 216 153 39.7 451 278 141 36
1965 235 16.7 399 493 375 174 45
1970 26.4 24 334 370 27.1 136 35
1971 25.6 224 356 347 253 133 35
1972 249 229 334 311 228 120 31
1973 245 229 318 30.0 205 103 30
1974 24.1 23.2 309 284 18.6 100 26
1975 247 242 316 280 18.1 91 26
‘White
——
1950 6.1 51 100 8.7 59 20
1955 79 6.0 150 133 8.6 28
1960 92 66 18.2 182 108 39
1965 116 79 221 243 16.6 49
1970 139 109 225 211 142 76 20
1971 125 103 1838 18.6 133 72 19
1972 120 105 16.7 166 121 64 16
1973 119 10.7 156 16.1 10.7 59 1.7
1974 118 111 152 149 96 55 15
1975 126 121 15.7 151 10.0 54 15
All other
Ll —
1950 : 712 685 | 1054 94.2 635 200
1955 872 716 1330 1252 1009 253
1960 98.3 765 1665 1718 104.0 356
1965 976 758 152.6 164.7 1378 390
1970 89.9 90.8 1210 938 69.8 320 10.7
1971 90.6 924 1210 933 65.7 322 104
1972 86.9 92.7 1131 845 | 56.3 29.0 82
1973 84.2 89.7 108.9 824 56.4 262 72
1974 815 888 1043 7838 51.6 233 6.7
1975 80.4 88.1 1038 753 487 20.1 70
Black:
1970 955 96.9 1315 1009 718 329 104
1971 96.5 99.1 1311 1004 69.0 327 94
1972 922 98.8 1220 89.7 51.7 30.2 85
1973 89.5 96.0 117.2 86.0 581 274 ] 1.7
1974 86.6 95.1 111.2 825 523 242 6.7
1975 85.6 951 109.9 78.1 51.0 203 72

1Rates computed by relating total births to unmarried women, regardless of age of mother, to unmarried women
15-44 years. :

2 Rates computed by relating births to unmarried women 40 years and over to unmarried women 40-44 years. Rates
by color prior to 1970 are computed by relating births to unmarried women aged 35 years and over to unmarried women
aged 35-44 years.

NOTE: National estimates are based on the States which required the reporting of legitimacy status in each year.
Figures for age of mother not stated are distributed. Unmarried includes single, widowed and divorced. Figures for 1960,
1965, 1970, and 1971 based on a 50-percent sample of births; for 1972-75, based on 100-percent sample of births in selected
States and on a 50-percent sample of births in all other States. Beginning 1970, excludes births to nonresidents of the
United States. ’

SOURCE: National Center for Health Statistics: Vital Statistics of the United States, 1975, Vol. . Health Resources
Administration, DHEW, Rockville, Md. To be published.
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o Table 14, Births to unmarried women and percent first births by race, and percent distribution of births to unmarried women by age of mother according to race:
United States, selected years 1950-75

(Data are based on the National Vital Registration System)

é

Estimated Age of mother
Race and ive birth Und 15-19 i
ace and year ive births nder years first
to unmar- |All agesfl 15 20-24 | 2529 | 30-34 | 3539 | 40years births
ried women years | Total ] 15 r 16 J 17 18 19 | years| years| vears | years | and over
Total Percent distribution
—
1950 141,600 100.0 23 39.7 - 203 - 194 304 148 76 4.2 12
1955 183,300 100.0 21 37.7 39 6.5 8.6 94 9.3 304 153 8.8 45 1.3 48.1
1960 224,300 100.0 21 38.8 39 6.7 89 9.7 96 30.3 143 8.4 47 1.3 479
1965 291,200 100.0 21 42.3 4.2 7.3 9.8 11.2 9.8 31.1 126 6.7 39 13 54.0
1970 398,700 100.0 24 476 48 85 10.7 11.9 11.7 318 10.2 43 24 0.8 62.7
1971 401,400 1000 24 483 5.1 8.8 11.2 119 113 31.2 10.2 48 2.3 0.7 609
1972 403,200 100.0 25 50.1 5.6 9.5 11.8 12.2 11.0 29.7 10.2 47 21 0.7 61.6
1973 407,300 1000 27 50.3 56 9.7 12.0 12.1 109 29.2 10.6 45 20 0.6 61.7
1974 418,100 100.0 25 50.7 55 10.0 11.9 123 11.0 29.3 10.7 44 20 0.6 62.0
1975 447,900 100.0 25 49.7 53 9.2 115 124 11.2 29.9 11.2 4.4 18 0.5 60.8
White
1950 53,500 100.0 13 37.0 163 2.7 33.3 148 79 43 1.3
1955 64,200 100.0 14 369 2.8 56 8.1 98 10.6 327 14.2 8.4 47 16 65.6
1960 82,500 100.0 15 40.0 32 6.2 9.0 10.7 10,9 323 130 73 4.7 1.6 64.1
1965 123,700 100.0 11 41.0 27 57 9.0 12.3 113 351 12,0 58 36 1.3 67.3
1970 175,100 100.0 14 454 35 72 10.0 121 12,6 35.5 10.3 44 23 08 721
1971 163,800 100.0 15 46.5 4.0 76 10.6 12.2 12.1 338 10.5 48 23 038 69.9
1972 160,500 100.0 17 490 47 8.6 11.6 12.2 119 308 10.8 48 22 0.7 69.9
1973 163,000 100.0 12 49.8 50 9.3 11.7 125 113 29.6 11.2 4.7 21 0.7 700
1974 168,500 100.0 20 505 51 9.6 11.9 125 114 29.4 11.0 45 20 0.6 70.5
1975 s 186,400 100.0 19 50.4 51 9.3 118 12.7 115 29.2 11.4 46 1.9 0.5 69.0
All other
- L—_.Y—J

190 88,100 100.0 28 40.7 - 223 - 18.4 28.7 14.8 15 41 11 -
1955 119,200 100.0 25 38.0 45 70 88 9.1 8.6 29.1 15.9 9.0 44 12 41.7
1960 141,800 1000 25 384 43 71 39 9.2 8.9 29.1 15.0 9.1 4.7 1.2 396
1965 167,500 1000 27 43.2 53 8.4 103 104 8.8 28.2 131 74 4.1 1.2 455
1970 223,600 100.0 3.1 49.6 5.9 9.6 113 11.8 11.0 28.9 10.1 5.1 24 08 554
1971 237,500 100.0 30 49.8 59 9.8 116 117 10.8 29.4 10.0 48 24 0.7 54.9
1972 242,700 100.0 3.0 50.8 6.1 101 119 122 10.5 28.8 98 46 21 0.6 56.1
1973 244,300 100.0 32 50.6 6.1 10.0 12.1 11.8 106 29.0 10.2 45 20 0.6 56.1
1974 249,600 100.0 29 50.3 58 96 119 12.2 10.8 293 10.6 44 19 05 56.3
1975 261,600 100.0 29 49.2 55 9.2 113 122 110 30.4 11.1 43 17 0.5 54.9
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Table 14. Births to unmarried women and percent first births by race, and percent distribution of births to unmarried women by age of mother according to race:
United States, selected years 1950-75—Continued

{Data are based on the National Vital Registration System)

Estimated Age of mother 4I
ive birth Und 1519 Pret
Race and year fo unmar- |All ages|| 15 = years 2024 | 2599 | 3034 | 3539 | doyears| first
ried women years | Total || 15 16 17 18 19 | Years | years | years | years | and over
All other—Continued Percent distribution
Black:

%70 — 215,100 100.0 3.2 50.1 6.0 9.7 11.4 119 111 28.7 99 5.0 24 0.7 55.2
1971 —_— 229,000 100.0 30 50.1 59 99 1.7 118 108 29.3 9.3 48 23 0.7 54.7
97 233,300 100.0 3.0 513 6.3 10.2 12.0 123 105 28.7 9.7 45 21 0.6 55.9
1973 234,500 100.0 32 511 6.2 10.1 12.2 119 10.7 28.8 10,0 4.4 19 0.6 55.9
194 238,800 100.0 30 50.8 5.9 98 12.0 12.3 108 29.2 10.4 4.3 18 0.5 56.1
1975 - 249,600 100.0 29 49.6 55 9.3 114 123 111 303 109 42 17 0.5 54.6

NOTE: National éstimates are based on the States WhICh required the reportmg of legitimacy status in each year. Flgures for age of mother not stated are
distributed. Figures for live-birth order refer only to births for which birth order is stated. Beginning 1970, excludes births to nonresidents of the United States.
Figures for 1960, 1965, 1970, and 1971 based on a 50-percent sample of births, for 1972-75, based on 100 percent of births in selected States and on a 50-percent
sample of blrths in all other States.

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol 1, for data years 1950-72, Washington, U.S. Government Printing
Office; for 1973 and 1974, Health Resources Administration, DHEW, Rockville, Md., in preparation; and for 1975, Health Resources Administration, DHEW, Rockville,
Md., to be published.



Table 15. Live births and birth rates, according to geographic division and State: United States, 1975
(Data are based on the National Vital Registration System)

o Number Rate Number Rate
Geographic division and State of live per 1,000 Geographic division and State of live per 1,000
births | population births | population
United States ... { 3,144,198 148 East South Central ... 218,920 16.2
New England .| 148024 | 121 | semtucky el B
Maine 15,279 144 Alabama .. 58,086 16.1
New Hampshire ... 11,049 135 Mississippi 43,807 18.7
Vermont 6,745 143
'I\?nﬁszacrlwlseﬁs 68,309 11.2 West South Central ... 360,749 17.3
ode lIsland 10,727 11.
C ticut 915 1.6 Arkansas 34,457 163
onnecticu 3591 Louisiana 67033 | 179
Middle Atlantic ... e | 1s | QKahoma b | Bl
New York 236,178 13.0
New Jersey 91,862 126 Mountain ... - 176,801 183
Pennsylvania 149,074 126 Montana 12058 161
East North Central ... | 609690 | 149 | woteing o T
: 58,701 14. Colorado 40,205 15.9
Onio i New Mexico 21,03 | 183
Illinois 169,420 152 Arizona 39,578 178
Michigan 133,963 146 Utah 31,663 263
Wisconsin 65,173 141 Nevada —ooe e 9,056 153
West North Central ... 25750 | 147 Pacific e a7 | 150
: 56,444 14.4 Washington 50,782 143
ll\g:,rv]: esota 41378 144 Oregon 33,392 146
; : ' California 317,423 15.0
Missouri 68,519 144
North Dakota 10,596 16.7 Alaska 7,467 21.2
South Dakota 11,250 165 Hawaii 15713 182
Nebraska 23,669 153
Kansas 33,804 150
South Atlantic ... .. 482,373 143
Delaware 8,242 14.2
Maryland 52,817 129
District of Columbia _ . 9,759 136
Virginia 70,124 141
West Virginia 28,086 156
North Carolina 80,926 148
South Carolina 46,697 166
Georgia 79,990 16.2
Florida 105,732 12.7

NOTE: By place of residence. Based on 100 percent of births in selected States and on a 50-percent sample of
births in all other States. Rates per 1,000 estimated midyear population in each area.

SOURCE: National Center for Health Statistics: Vital Statistics of the United States, 1975, Vol. I. Health Resources
Administration, DHEW, Rockville, Md. To be published.
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C. Mortality

The 1975 United States death rate of 8.9
deaths per 1,000 population was the lowest ever
recorded for this country. The drop of 2.9 per-
cent from the death rate per 100,000 in 1974
was due to declines for all age groups, with the
greatest percentage decrease for persons age 85
and older. Other age groups with decreases of
b percent or more were children under 1, 5-9,
and 10-14 and adults aged 45-49. Increases in
the proportion of the population in the high
risk older age groups partly offset the effect
of the decline in the age-specific rates. If the
age composition of the population between
1974 and 1975 had not changed, the decline
would have been 4.5 percent instead of the 2.9
percent actually observed.

‘While death rates differ due to a number of
factors, the overriding factor is the age differ-
ential. Death rates under 1 year of age were
high (1,641.0 per 100,000) and then dropped
rapidly so that -the rate was only 35.7 per
100,000 children aged 5-14. The rates then rose
steadily and inexorably. In 1975 there were
512.4 deaths per 100,000 people aged 45-49
years; 1,199.8 deaths at 55-59 vyears; 2,574.7
deaths at 65-69; and 6,205.1 deaths at 75-79.

In making comparisons between different
time periods or different populations, it is im-
portant to take age differences into account. For
example, even if the age-specific deaths are the
same, an area with a high proportion of very
old people, for whom death rates are high, will
have a higher crude death rate than an area
with a high proportion of young people, for
whom death rates are low. In general, com-
parisons should be based on the age-adjusted
death rates.

On the other hand, planning for health facili-
ties requires knowledge of the actual number
of deaths or the death rate for the population
living at a specific time or in a specific area.
Therefore, age-adjusted rates are not appropri-
ate for this purpose.

Since these data will be used for different
purposes, both rates are given, where possible.

In 1975, as in the previous 2 years, the age-
adjusted death rate for the male population was
1.8 times the rate for the female population.
The rate for persons other than white was 1.4
times the rate for the white population.

The life expectancy at birth for the U.S. pop-
ulation in 1975 was 72.5 years, a record high.
Life expectancy (i.e., the average number of
years of life a child born in 1975 could expect
to live if the mortality rates prevailing in 1975
continued over his lifespan) increased over the"
1974 values by 0.7 percent for males and 0.8
percent for females. Life expectancy increased
by 0.7 percent for the white population and 1.3
percent for all others. The increase for all others
was caused primarily by the increase of 1.1 years
for females other than white.

As a result of these changes in expectation of
life which are a continuation of changes which
have been observed since 1900, the gap in life
expectancy between males and females has in-
creased, and that between the white population
and all others has decreased. If the 1975 mortal-
ity rates were to prevail, white female children
born in 1975 could expect to live 4.9 years
longer than female children of all other races,
7.8 years longer than white male children, and
13.6 years longer than all other male children.

These differences remain at older ages. For
example, the average number of years of life
remaining at age 65 was greater in 1975 than in
any previous year for each of the four popula-
tion groups discussed here. The greatest change
between 1974 and 1975 was for females other
than white, but white females age 65 can ex-
pect more remaining years of life than members
of the other three groups.

Infant mortality rates, which are frequently
considered to be indicators of health status, con-
tinued to decline, as they have each year since
1962. The infant mortality rate of 16.1 per 1,000
live births in 1975 was 3.6 percent lower than
the rate of 16.7 in 1974. In the 19 European
countries for which 1974 data are available, the
infant mortality rate ranged from a low of 9.2
per 1,000 live births in Sweden to a high of
40.4 deaths per 1,000 live births in Yugoslavia.

Although the forces responsible for the rapidly
declining infant mortality rate are not readily dis-
cernible, factors that may be involved are: (1)
more women receiving prenatal care early in
pregnancy, (2) the declining proportion of higher
order (thus higherrisk) births, (3) establishment
and utilization of regional perinatal centers, (4)
increasing legal abortion rates, and (5) the avail-
ability of programs to improve the nutrition of
pregnant women and infants.
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Declines in the overall death rate were not
consistent across the country, nor were the death
rates equally low in all geographic areas or
among all population subgroups. For example,
the age-adjusted death rate per 100,000 for the
United States declined by 9.9 percent between
1970 and 1975. Yet in the West South Central
Division (consisting of Arkansas, Louisiana,
Oklahoma, and Texas) the decline was only
8.1 percent. In the South Atlantic Division it
was 11.8 percent. In 1975 the death rate in the
East South Central Division, where death rates
had declined at the same rate as the national
average, was 15 percent higher than the rate in
the Mountain Division, where the rates had
declined much more rapidly than the national
average.

The geographic differences are partly a func-
tion of the racial composition of the population
and partly a function of the population density.
In 1970 the age-adjusted death rates for black
males were about 33 percent higher than the
death rates for white males, and the death rates
for black females were 45 percent higher than
the death rates for white females. As a result an
area in which a high proportion of the popula-
tion is black will probably have higher death
rates than an area in which a higher proportion
of the population is white. In addition, death
rates in the core counties of the large standard
metropolitan statistical areas (SMSA’s) were
about 10 percent higher than death rates in the
fringe counties, even when both rates were ad-
justed for age. This is a function of the socio-
economic conditions in the two kinds of coun-
ties, poverty being more prevalent in the core
counties. In general, the death rates in areas
outside SMSA’s are higher than the rates in the
fringe counties of the large SMSA’s and in the
smaller SMSA’s.

These differences are particularly noticeable
for children. Mortality rates for black children
under the age of 5 are almost twice as high as
they are for white children. Similarly, the rate
in core counties of metropolitan areas is 32 per-
cent higher than the rate in the fringe counties.
The infant mortality rate in the South Atlantic
Division is 32 percent higher than the rate in
the Pacific Division. Again, some of these differ-
ences are a function of the racial composition
of the populations involved. There is, however,
no known biological reason why infant mortal-

156

ity rates should be higher in the black popula-
tion than in the white population. The fact that
infant mortality rates have historically been
higher for black infants than for white infants
is not a justification for the rates continuing to
remain higher.

Of 202 health service areas (HSA’s) where
there were 1,000 or more live births in 1974-75
(a restriction used so that rates will be stable
enough for analysis), 10 percent had infant
mortality rates of 13.1 per 1,000 live births or
lower, while the 10 percent with the highest
rates had rates of 19.6 or higher. The lowest
rate in any HSA was 11.5, and the highest was
27.8 infant deaths per 1,000 live births.

Much of the overall variation among the
HSA'’s was due to the difference in rates between
black and white births and the racial composi-
tion of the HSA's.

All of the 202 HSA’s had 1,000 or more births
of white babies in 1974-75; 139 had 1,000 or
more births of black babies. When the HSA’s
were ranked according to their white mortality
rates, the 10 percent of HSA’s with the lowest
white mortality rates had rates of 11.4-12.5,
while the 10 percent with the highest rates had
rates of 17.0-21.3. When they were ranked ac-
cording to their black infant mortality rates, the
10 percent of HSA’s with the lowest black mor-
tality rates, had rates of 12.9-20.2, while the 10
percent with the highest rates had rates of 33.0-
37.2 per 1,000 live births.

Black infant mortality rates in the HSA’s with
the best record were almost as high as white
rates in the HSA’s with the worst record. In
total, 85 percent of the 139 HSA’s where there
were 1,000 or more births of black babies had
black infant mortality rates higher than the
worst white infant mortality rate observed in
any HSA.

Along with the dramatic drop in the overall
death rates over the past years, the ranking of
the conditions causing death has changed enor-
mously. The infectious and parasitic diseases
which killed vast numbers of people 50 years
ago are no longer among the leading causes of
death. By 1975 two-thirds of the deaths in the
United States were due to diseases of the heart,
malignant neoplasms, and cerebrovascular dis-
ease. The last of these three is primarily a cause
of death among older people. However, both
diseases of the heart and malignant neoplasms



are among the leading causes of death at every
age, and they are not as easy to eliminate as the
infectious and parasitic diseases which formerly
ravaged the population.

Among the very youngest members of the
population, accidents are overwhelmingly the
leading cause of death. Among children aged
1-4, 40 percent of the deaths are caused by acci-
dents, 15 percent by motor vehicle accidents and
25 percent by all other accidents. Among chil-
dren aged 5-14, 51 percent of the deaths are due
to accidents, 24 percent to motor vehicle acci-
dents and 26 percent to all other accidents.

The overwhelming impact of external causes
of death is particularly apparent in the late teen-
age years. Although death rates at every age are
higher for males than for females, the difference
is particularly large among those aged 15-19, and
the magnitude of the difference is due primarily
to external causes of death. The leading cause
of death for young white men is motor vehicle
accidents. For young men of all other races, how-
ever, it is bomicides. For both causes of death
the rates in 1975 are lower than the rates in
1974, but the decrease in the rates is very slight.
However, death rates from motor vehicle acci-
dents generally dropped in the past 2 years since
the speed limit 55 miles an hour was imposed,
and there is reason to hope that the rates will
never again reach the levels of the early 1970’s.

The high death rates from external causes,
accidents, suicides, and homicides account for

part of the deficit in the expectation of life for
all other males compared to white males.

By the middle years of life, ages 45-54, dis-
eases of the heart and malignant neoplasms
have replaced accidents and violence as the lead-
ing causes of death. This pattern becomes more
pronounced with increasing age. Among people
in the age group 55-64 years, diseases of the
heart and malignant neoplasms assume tragically
large proportions. For people of these ages, the
death rate from diseases of the heart was 564.7
and the rate from malignant neoplasms was
430.7 per 100,000 in 1975. Death rates from dis-
eases of the heart are 51 percent higher among
white males and 65 percent higher among other
males as compared with the heart disease death
rate for all persons aged 55-64. For malignant
neoplasms the rates are 14 percent higher among
white males and 69 percent higher among other
males as compared with the rate for this cause
among all in the age group. If these two causes
of death were eliminated, death rates among
people aged 55-64 would be reduced by 67 per-
cent, 69 percent for white males and 59 percent
for all other males.

Death rates from diseases of the heart have
declined at an appreciable rate for the past dec-
ade. The same cannot be said for deaths from
malignant neoplasms. Although 'the death rates
for neoplasms of some sites are declining, the
rates for neoplasms of other sites, primarily of
the respiratory system, continue to increase.
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Table 16. Death rates, according to color, sex, and age: United States, 1975
(Data are based on the National Vital Registration System)

Color
Age Total White All other
Both Both Both
sexes Male Female sexes Male Female sexes Male Female
Number of deaths per 100,000 resident population

All ages? .. 888.5 1,013.2 7703 8%.8 || 1,015.3 7838 8336 999.1 682.5

Under 1 year . ___ | 16410 1,829.3 | 11,4437 1,4130 || 1,5944 1,2223 | 2,765.3 || 3,00L.1 | 2,523.0
14 years 70.8 778 63.5 64.4 713 57.1 101.0 108.8 93.0
59 years 35.7 121 29.1 336 39.4 215 46.3 559 3.8
10-14 years 35.7 45.5 25.6 341 433 24.4 446 574 316
1519 years .. . 1015 147.4 54.4 99.1 1445 52.4 1148 164.3 65.4
20-24 years ... o 138.2 209.6 67.2 1249 189.5 598 220.2 340.7 110.7
2529 years 136.7 200.0 74.5 116.5 168.9 64.1 2712 4358 141.7
30-34 years 151.0 2059 97.8 126.7 169.5 843 3180 4771 1834
35-39 years 209.6 276.7 146.2 176.2 230.2 124.0 442.4 630.8 2889
4044 years 326.1 4194 237.2 284.1 3635 2069 621.0 8447 434.7
4549 years oo - 5124 667.2 366.1 463.1 606.0 326.6 893.6 1,166.4 657.8
50-54 years 7846 1,044.1 544.2 7274 971.3 499.7 | 1,276.7 1,690.0 914.1
55-59 years 1,199.8 1,615.1 8213 1 1,131.34 1,534.6 761.6 1,843.7 || 2,3928 | 1,3674
60-64 years . ... o . 1,832.7 || 2,522.8 1,226.8 1,7554 || 2,443.7 1,1495 | 2553.7 |} 3,280.8 | 1,939.0
6569 years ... | 25747 || 3,636.3 1,731.4 || 25165 | 3,590.9 1,662.7 | 30820 4,036.7 | 23310
70-74 years _ ... .. 4,050.5 5,555.6 29451 || 39179 | 54622 | 27988 5,505.6 6,5349 | 4,667.0
7579 years .o 6,205.1 8,253.7 | 4,8786 || 6,146.7 || 82536 | 4,8018 6,879.9 || 8,254.3 | 58320
80-84 years .| 91026 |[11,5933| 17,6869 || 9,257.7 || 11,8320 78135 73645 91674 | 6,180.9
85 years and over ... | 151879 || 17,5726 | 14,031.4 || 15,707.5 || 18,2579 | 14,494.1 | 10,1029 || 11,6938 | 9,177.3

1 Includes unknown age.

NOTE: Excludes deaths to nonresidents of the United States.
SOURCE: Division of Vital Statistics, National Center for Health Statistics.
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Table 17, Age-adjusted death rates, according to color and sex: United States, selected years 1900-75

(Data are based on the National Vital Registration System)

Color
Year Total ” White All other
[
Eec:ci Male | Female Ee(;ttgs Male | Female Ee(;:ehs Male | Female
Age-adjusted death rate per 1,000 resident population
19001 17.8 18.6 170 || 176 184 16.8 27.8 287 271
19101 15.8 169 146 156 16.7 144 241 248 232
19201 14.2 14.7 138 137 142 131 20.6 204 210
19307 125 135 113 n7z 12.8 10.6 20.1 210 192
1940 108 121 9.4 10.2 116 88 163 176 150
1945 9.5 111 8.0 91 10.7 15 131 145 119
1950 8.4 10.0 69 8.0 9.6 6.5 123 136 102
1955 17 93 6.1 74 9.1 5.7 104 119 5.1
1960 76 9.5 5.9 7.3 92 56 105 121 89
1965 74 94 5.7 71 91 53 103 124 85
1970 71 9.3 53 6.3 8.9 50 9.8 123 7.7
1971 7.0 92 5.2 6.7 838 49 96 121 15
1972 7.0 9.2 5.2 6.7 838 49 9.7 123 75
1973 6.9 9.1 5.1 6.6 8.7 48 95 121 74
1974 6.7 838 49 6.4 84 47 9.0 115 6.9
1975 6.4 85 4.7 6.1 81 45 85 110 6.5

of Columbia in 1900 to the entire coterminous United States in 1933.

1Death registration areas only. The death registration areas increased in

number from 10 States and the District

NOTE: Beginning in 1970, excludes deaths of nonresidents of the United States. Age-adjusted rates 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 based on 11 age groups.

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. i, for data years 1900-72,

Washington, U.S. Government Printing Office; for 1973 and 1974, Health Resources Administratio_n, DHEW, Rockville, Md,, in
preparation; and for 1975,_Health Resources Administration, DHEW, Rockviile, Md., to be published.
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Table 18. Age-adjusted death rates, according to geographic division and State: United States, 1950, 1960, 1970, and 1975
(Data are based on the National Vital Registration System)

Geographic division and State 1950 1960 19701 19751

Age-adjusted death rate per 100,000 resident population

United States 860.7 797.8 7693 692.9

New England 820.5 795.2 7359 660.4

Maine 8433 826.6 810.8 6893
New Hampshire 848.6 799.1 7634 6739
Vermont 8453 8285 763.8 687.8
Massachusetts 8114 805.0 739.7 664.8
Rhode [sland 875.2 791.6 7382 657.0
Connecticut 795.3 755.5 630.7 6349
Middle Atlantic 892.7 821.2 785.0 696.2

New York 883.9 816.1 7827 687.4
New Jersey 8796 801.0 7594 6772
Pennsylvania _.._ - 911.9 839.6 803.2 7201
East North Central 862.8 796.1 7780 709.3

Ohio . 851.9 802.8 7853 7178
Indiana _ 861.7 796.7 7759 705.6
[linois 895.8 8189 807.3 7312
Michigan 855.3 7809 769.0 7083
Wisconsin 812.7 748.0 7049 641.7
West North Central 795.9 7438 727.0 662.9
Minnesota 773.1 7135 681.9 6193
lowa 7798 728.2 7153 657.7
Missouri 8533 798.8 7956 7133
North Dakota 7729 7129 697.6 630.8
South Dakota 779.0 7534 708.7 657.2
Nebraska 749.6 710.8 708.8 647.8
Kansas 775.0 721.2 6395.2 655.2
South Atlantic 909.1 8384 800.8 7064
Delaware 971.9 860.5 830.2 7126
Maryland 9344 867.8 7911 7045
District of Columbia 1,001.3 954.2 1,013.9 884.6
Virginia __ 930.3 846.1 785.6 709.9
West Virginia 867.5 819.1 8619 771.2
North Carolina 865.7 850.2 814.8 7308
South Carolina 981.6 934.9 869.8 784.0
Georgia 930.1 8746 861.1 7584
Florida 847.4 751.8 7395 640.4
East South Central 902.0 837.3 828.8 7471
Kentucky 8735 815.5 8204 7531
Tennessee 879.2 808.9 802.1 7230
Alabama — 914.0 8609 8335 7489
Mississippi 957.5 876.3 879.7 778.1

See footnote at end of table.
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Table 18, Age-adjusted death rates, according to geographic¢ division and State:

United States, 1950, 1960, 1970, and 1975—Continued
(Data are based on the National Vital Registration System)

Geographic division and State 1950 1960 19701 T 19751

Age-adjusted death rate per 100,000 resident population

West South Central 815.8 7755 7694 7074
Arkansas 760.4 768.6 765.9 7139
Louisiana 900.8 875.8 8483 783.4
Oklahoma 759.4 7531 764.2 708.2
Texas 817.4 7499 7454 ) 6825
Mountain 8330 761.2 7316 641.7
Montana 857.0 802.6 7783 698.8
ldaho 7871 711.8 7211 6523
Wyoming 824.6 7885 760.9 7147
Colorado 7985 746.7 7131 627.8
New Mexico 885.1 766.6 7544 665.9
Arizona 885.7 770.2 7369 633.5
Utah 768.9 698.2 665.8 609.9
Nevada_ 947.0 890.7 810.1 718.8
Pacific 803.9 745.9 7146 655.2
Washington 8014 748.8 729.2 665.6
QOregon 7788 7376 705.3 648.2
California 8078 7459 715.7 658.0
Alaska vee 858.1 758.0 661.3
Hawaii 7039 585.0 518.7

1 Excludes deaths of nonresidents of the United States.

NOTE: Based on age-specific death rates per 100,000 estimated midyear population in each area. 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 based on 5 age groups. Data not available for more detailed adjustment.

SOURCE: Division of Vital Statistics, National Center for Health Statistics.
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Table 19. Life expectancy at specified ages, according to color and sex: United States, selected years 1900-75
(Data are based on the National Vital Registration System)

Color
Specified age and year White All other
Total
Male l Female MaleFemale

Birth Remaining life expectancy in years
19001 473 466 487 325 335
1960 69.7 674 741 611 66.3
1970 709 680 75.6 61.3 69.4
1971 711 683 758 61.6 69.7
1972 . 711 683 759 615 69.9
1973 713 684 761 619 701
1974 719 68.9 76.6 629 712
1975 725 69.4 772 636 723

Age 20
1900-19021 428 422 438 351 369
1960 524 50.1 56.2 455 499
1670 53.1 503 574 447 522
1971 533 505 515 449 523
1972 533 504 51.5 446 525
1973 53.4 505 571.7 449 526
1974 539 510 58.1 457 536
1975 54.4 514 58.6 463 54.7

Age 65
1900-19021 119 115 122 104 11.4
1960 143 129 159 127 152
1970 15.2 131 171 133 16.4
1971 15.2 13.2 172 132 163
1972 15.2 131 171 131 163
1973 153 132 173 131 16.2
1974 152 134 176 134 16.8
1975 16.0 137 181 137 175

1 Death registration areas only. The death registration areas increased in number from 10 States and the District of
Columbia in 1900 to the entire coterminous United States in 1933.

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. Il, for data years 1900-72,
Washington, U.S. Government Printing Office; for 1973 and 1974, Health Resources Administration, DHEW, Rockville, Md.,
in preparation; and for 1975, Health Resources Administration, DHEW, Rockville, Md., to be published.
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Table 20. Late fetal and perinatal mortality rates: United States, selected years 1950-75
(Data are based on the National Vital Registration System)

Late fetal deaths! Infant death Perinatal deaths 2
Year Live births niant geaths
Rate under 7 days Rate
Number per 1,000 Y Number per 1,000

1950 3,554,149 53,806 15.1 63,417 117,223 325
1955 4,047,295 52,940 13.1 68,654 121,594 29.7
1956 4,163,090 52,605 126 69,323 121,928 289
1957 4,254,784 53,197 125 71,085 124,282 28.8
1958 4,203,812 52,606 125 72,022 124,628 293
1959 4,244,796 51,975 122 71,745 123,720 288
1960 4,257,850 51,984 122 71,125 123,109 286
1961 4,268,326 51,797 121 70,276 122,073 28.3
1962 4,167,362 50,035 120 68,590 118,625 28.1
1963 4,008,020 48,402 11.8 67,175 115,577 279
1964 4,027,490 49,503 123 64,767 114,270 28.0
1965 3,760,358 45,476 121 59,678 105,154 276
1966 3,606,274 41,967 116 56,025 97,992 26.9
1967 3,520,959 40,524 115 52,650 93,174 26.2
1968 3,501,564 40,004 115 51,275 91,369 258
1969 3,600,206 36,319 10.1 50,704 87,023 239
1970 3,731,386 35,791 9.6 50,821 86,612 23.0
1971 3,555,970 32,294 9.1 45,573 77,867 217
1972 3,258,411 30,247 9.3 39,572 69,819 212
1973 3,136,965 27,602 88 35,859 63,461 20.1
1974 3,159,958 26,547 84 33,735 60,282 189
1975 3,144,198 24,801 7.8 31,396 56,197 17.7

1Late fetal deaths are fetal deaths of 28 weeks or more gestation. The rate is the number of late fetal deaths per
1,000 live births and late fetal deaths.

2 Perinatal deaths are late fetal deaths plus infant deaths under 7 days. The rate is the number of perinatal deaths
per 1,000 live births and late fetal deaths.

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. I, for data years 1950-72,
Washington, U.S. Government Printing Office; for 1973 and 1974, Health Resources Administration, DHEW, Rockville, Md.,
in preparation; and for 1975, Health Resources Administration, DHEW, Rockville, Md;, to be published.
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‘Table 21. Infant, late fetal, and perinatal mortality rates, according to geographic division and State: United States, 1975
(Data are based on the National Vital Registration System)

Mortality rate
Geographic division and State Infant 1 flé?::az Perinatal 3
Rate per 1,000

United States 16.1 78 17.7

New England 140 6.8 16.2

Maine 13.2 48 13.2
New Hampshire - 134 5.7 145
Vermont 133 5.6 146
Massachusetts - 135 7.1 16.0
Rhode Island 145 10.2 18.7
Connecticut - 15.5 6.7 179
Middle Atlantic 15.0 7.6 179

New York 16.0 76 180
New Jersey 15.0 78 17.1
Pennsylvania 164 74 18.2
East North Central 16.3 8.0 18.0

Chio 15.8 8.1 18.1
Indiana 148 84 17.7
Hlinois 184 88 20.1
Michigan 163 76 17.2
Wisconsin ~ 13.6 6.1 14.3
West North Central 146 75 16.6
Minnesota 135 6.6 15.2
lowa _ 13.5 73 16.0
Missouri . 16.4 8.1 18.2
North Dakota 14.8 81 179
South Dakota 16.1 8.5 17.7
Nebraska 139 76 156
Kansas 14.0 74 165
South Atlantic 18.2 8.6 19.9
Delaware 144 9.0 18,6
Maryland 17.2 74 18.5
District of Columbia 29.0 9.7 30.0
Virginia 17.4 8.3 19.7
West Virginia 184 938 21.8
North Carolina 184 9.1 20.4
South Carolina - 19.4 10.7 224
Georgia 18.3 79 186
Florida 17.7 83 19.0
East South Central 18.1 9.7 20.9
Kentucky 156 8.3 182
Tennessee 16.2 9.1 19.0
Alabama _ 195 103 22.6
Mississippi 223 11.4 247

See footnotes at end of table.
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Tablef21, Infant, late fetal, and perinatal mortality rates, according to geographic division

and State: United States, 1975—Continued
(Data are based on the National Vital Registration System)

Mortality rate
G ic divisi d Stat
eographic division an ate Infant 1 fle-?:;ez Perinatal 3
Rate per 1,000

West South Central 170 81 18.6
Arkansas 18.1 9.1 20.0
Louisiana 18.2 89 20.7
Oklahoma — 16.2 74 174
Texas 166 78 179

Mountain 14.8 69 154
Montana 154 75 17.2
Idaho 13.2 6.8 14.7
Wyoming 174 81 194
Colorado 14.2 6.9 14.9
New Mexico 170 74 169
Arizona 148 70 15.0
Utah 13.1 59 138
Nevada 74 70 171

Pacific 138 7.0 148
Washington 15.8 6.5 154
Oregon 15.0 7.1 155
California 134 7.1 14.7
Alaska 145 6.4 13.7
Hawaii 129 6.1 143

1 Number of deaths to infants under 1 year of age per 1,000 live births.

2| ate fetal deaths are fetal deaths of 28 weeks or more gestation. The rate is the number of late fetal deaths per

1,000 live births and late fetal deaths.

3 Perinatal deaths are late fetal deaths pius infant deaths under 7 days. The rate is the number of perinatal deaths

per 1,000 live births and late fetal deaths.

SOURCE: Division of Vital Statistics, National Center for Health Statistics.
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Table 22. Infant mortality rates, according to race: United States, 1950-75
(Data are based on the National Vital Registration System)

. All other . All other
Year All races || White Year All races || White
Total ” Black Total " Black
Number of deaths under 1 year of age Number of deaths under 1 year of age
per 1,000 live births per 1,000 live births

29.2 26.8 445 43.9
284 258 448 443
284 255 47.0 46.9
278 250 4.7 445
26.6 239 429 42.9
264 23.6 42.8 431
26.0 232 421 424
263 233 437 44.2
27.1 238 45.7 46.3
26.4 232 4.0 448
26.0 229 432 443
253 224 40.7 4138
253 223 414 426

252 222 415 428
24.8 216 41.1 423
24.7 215 40.3 417
237 20.6 388 40.2
224 19.7 359 375
218 19.2 345 36.2
209 18.4 329 348
20.0 178 30.9 326
19.1 171 285 303
185 164 217.7 29.6
17.7 158 26.2 281
16.7 148 249 2638
161 14.2 24.2 26.2

1Figures by race exclude residents of New Jersey.

NOTE: Beginning in 1970, data exclude births and infant deaths to nonresidents of the United States; 1967 data
are based on a 20- to 50-percent sample of births; data for 1951-54, 1956-66, and 1968-71 are based on a 50-percent sample
of births; 1972 data are based on a 50-percent sample of deaths, and on 100 percent of births in selected States and a
50-percent sample in all other States; 1973-74 data are based on 100 percent of births in selected States and on a 50-per-
cent sample in all other States.

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

Table 23. Age-adjusted death rates, according to race, sex, location of residence, and
county characteristics: United States, 1970

(Data are based on the National Vital Registration System)

. . Total resident All races? White Black
Locaticn of residence -
e population Both
and county characteristic in thousands sexes | Male | Female | Male | Female | Male | Female
Age-adjusted death rate per 1,000 population
United States ... 203,235 9.45 12.17 7.26 11.82 6.95 15.72 10.06
Within SMSA .. 148,867 9.42 12.16 7.28 11,78 697 15.79 10.07
Large SMSA 84,897 9.48 12.20 137 1177 7.05 15.79 9.92
Core counties .. 59,843 9.74 12,57 7.56 12.02 7.16 15.98 10.01
Fringe counties . - 25,054 8.82 11.29 6.89 1119 6.80 14.20 9.12
Medium SMSA ... 46,452 9.37 12.14 7.19 11.84 6.90 15.88 10.33
Other SMSA 17,517 9.26 11.99 7.08 11.69 6.76 15,57 10.37
Outside SMSA . 54,368 9.53 12.26 720 1197 6.91 15.55 10.07
Adjacent to SMSA . 28,023 9.48 12.19 7.19 1193 6.95 15.31 9.79
. Urbanized ... . 12,661 9.40 12.03 7.23 11.83 7.05 15.75 10.27
Less urbanized .. .. 13,094 9.56 12.36 7.17 12.05 6.87 15.33 9.74
Thinly populated _____. 2,269 9,62 12,27 7.19 11.19 6.92 14.28 891
Not adjacent to SMSA - 26,345 9.58 1233 7.21 12.02 6.87 15.81 10.37
Urbanized ... . 8,358 9.63 12.47 7.30 12.12 6.91 16.25 10.62
Less urbanized .____ . 13,633 9.62 12.40 7.21 12,10 6.88 15.92 10.38
Thinly populated ____.._.. 4,354 9.52 12.17 7.07 11.90 6.81 14.54 9.73

TIncludes all other races not shown separately.

NOTE: Based on age-specific death rates in specified groups. Computed by the direct method, using as the standard
population the age distribution of the resident population of the United States, April 1, 1970. Adjustment based on 11 age
groups.

SOURCE: Division of Vital Statistics, National Center for Health Statistics.
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Table 24, Death rates for persons under 5 years of age, according to race, sex, location of residence, and county
characteristics: United States, 1970

(Data are based on the National Vital Registration System)

Total resident

1 .
Location of residence and population All races White Plack
gy under 5
u haracterist
county characteristic years Both Male | Female || Male | Female | Male | Female

in thousands | Sexes

Death rate per 1,000 population under five years of age

United States ___ 17,163 5.02 5.64 4.38 495 3.80 9.82 1.77

Within SMSA 12,637 4.87 547 4.26 4.78 3.66 9.53 764
Large SMSA 7,134 481 541 4.20 4.63 3.52 9.39 757
Core counties __________ 4,948 5.20 581 457 4.87 3.75 9.38 7.58

Fringe counties 2,186 393 449 334 4.20 308 | 943 753
Medium SMSA 3,994 485 5.46 421 487 371 966 | 7.55
Other SMSA . 1,509 5.21 5.76 4.65 5.20 415 1007 8.30
Qutside SMSA . 4,525 5.44 6.12 474 5.42 419 10.81 8.22
Adjacent to SMSA _________ 2,350 5.32 5.95 4.67 533 418 10.48 8.05
Urbanized . 1,073 5.03 5.63 4.40 5.11 4.06 1141 797

Less urbanized 1,001 5.56 6.21 488 5.57 4.9 9.98 8.5

Thinly populated 187 5.57 6.20 4.92 5.18 433 1044 7.33

Not adjacent to SMSA ____ 2,175 5.58 631 482 552 420 11.16 8.41
Urbanized | 712 5.39 6.26 448 5.43 3.89 11.10 7.86

Less urbanized 1,116 5.67 6.35 496 5.59 430. 1113 8.72

Thinly populated 347 5.70 630 | 5.08 549 448 1143 8.63

1Includes all other races not shown separately.
SOURCE: Division of Vital Statistics, National Center for Health Statistics.

Table 25, Death rates for persons 75 years of age and over, according to race, sex, location of residence,
and county characteristics: United States, 1970

(Data are based on the National Vital Registration System)

. . Total resident All races1 W White Black
Location of residence and population
county characteristic 75 years and over | Both

Male | Female Male Female Male Female

in thousands sexes

Death rate per 1,000 population age 75 and over

United States . 7,530 97.85 116.36 86.08 117.80 86.84 103.96 78.52

Within SMSA 5,109 97.08 116.00 85.62 117.49 86.39 103.78 78.60
Large SMSA 2923 97.31 115.86 86.26 117.34 87.13 103.91 7841
Core counties 2223 97.12 115.41 86.22 117.04 87.20 104.21 78.67

Fringe counties _______ 700 97.91 117.31 86.41 118.24 86.91 10161 76.26
Medium SMSA 1,562 97.21 116.67 85.22 118.24 85.88 103.71 79.45
Other SMSA 624 95.71 115.00 83.54 116.29 84.12 103.40 7751
Outside SMSA 241 99.46 117.04 87.10 118.40 8787 104.30 78.33
Adjacent to SMSA _________ 1,230 99.36 116.71 87.38. || 118.22 88.37 101.55 75.02
Urbanized 503 99.38 116.41 88.08 11748 88.55 101.38 81.22

Less urbanized 616 99.31 117.21 86.83 118.87 88.13 10248 7336

Thinly populated ____ 1 99.49 11532 87.02 117.98 88.88 * 69.88

Not adjacent to SMSA _ 1,191 99.56 117.38 86.82 -118.60 87.35 107.16 8175
Urbanized — 305 99.15 118.38 86.65 120.23 87.24 103.73 8L.12

Less urbanized . 657 99.63 117.81 86.59 118.80 87.12 110.60 8164

Thinly populated _______ 229 99.90 115.03 81.77 116.22 88.18 101.11 83.54

VIncludes all other races not shown separately.
SOURCE: Division .of Vital Statistics, National Center for Health Statistics.
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Table 26. Death rates for selected causes for persons 1-4 years of age, according to color: United States, selected years 1925-75
(Data are based on the National Vital Registration System)

Color and cause of death ! 1925 | 1930T 1935 | 1940 | 1945 | 1950 j 1955 | 1960 | 1965 | 1970 | 1971 T19723 | 1973 | 1974 | 1975
TOTAL Number of deaths per 100,000 resident popuiation 1-4 years
All causes 641.0| 563.6 | 440.9 | 289.6 | 203.0 | 139.4 | 1134 | 1091 | 929 | 845 ] 826 | 89 | 795 | 739 708
Diseases and conditions
Congenital anomalies 8.6 9.0 83| 103 116 | 111 121 | 129 102 9.7 96 t 104 9.6 9.0 8.9
Malignant neoplasms 6.0 6.9 7.5 951 103 117 ( 111 | 109 8.6 15 7.2 6.0 6.4 59 5.6
Leukemia 26 2.8 35 4.7 51 59 5.4 55 4.2 36 34 24 24 21 24
Of brain and other parts
of nervous system - 14 15 2.1 21 2.2 2.1 21 20 1.9 22 2.0 1.9
Diseases of heart 9.3 6.9 5.7 36 29 13 1.3 1.3 1.3 1.7 1.8 21 2.1 20 1.8
Accidents and violence
Motor vehicle accidents 4 120 145 137 124 | 1127 115} 105 | 100 | 105 115 | 112 116 | 123 99 | 103
All other accidents 4 584 467 | 430 363 | 35| 253 | 220 | 216 | 213 200 | 200 | 201 | 196 | 193 179
Homicide 0.6 0.9 0.5 0.6 0.7 0.6 0.5 0.7 1.1 1.9 2.2 1.8 25 2.2 25
WHITE
All causes 5922 | 516.7 | 409.2 | 261.6 | 1858 | 1241 | 1001 | 952 | 814 | 751 | 743 | 734 | 714 | 671 | 644
Diseases and conditions
Congenital anomalies 8.5 9.2 84| 107 | 18| 112 | 119 | 124 9.8 9.3 9.4 102 9.5 8.7 838
Malignant neoplasms 6.3 72 79| 101 110 122 [ 118 114 9.3 1.7 74 6.2 6.6 6.3 5.7
Leukemia 28 3.0 38 5.1 5.6 6.4 59 6.0 46 3.8 35 26 25 23 25
Of brain and other parts
of nervous system - 15 16 2.1 22 23 2.3 2.2 21 20 22 2.1 20
Diseases of heart 9.2 6.6 5.5 35 2.7 11 1.0 0.9 1.0 13 15 1.8 17 1.7 1.5
Accidents and violence
Motor vehicle accidents 4 126 | 152 141 | 129 | 116 | 117 | 102 9.8 99 109 104 109 | 112 94 9.6
All other accidents 4 548 | 437 | 411 | 344 ) 330 217 | 181 | 177 ) 180 | 176 | 178 | 182 | 175 | 17.7| 162
Homicide 0.6 0.8 05 0.6 0.7 0.5 0.4 0.6 0.9 13 1.4 1.3 1.7 15 16

See footnotes at end of table.
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Table 26. Death rates for selected causes for persons 1-4 years of age, according to color: United States, selected years 1925-75—Continued
(Data are based on the National Vital Registration System)

Color and cause of death? 1925 | 1930 [ 1935 | 1940 | 1945 | 19502 | 1955 | 1960 | 1965 | 2970 | 1971 | 19723 | 1973 | 1074 | 1975

ALL OTHER Number of deaths per 100,000 resident population 1-4 years
All causes 1103.2 | 9323 | 670.3 | 484.6 | 3269 | 250.8 | 1989 | 190.8 | 1536 | 134.1 | 1264 | 120.0 |121.1 | 107.8 | 101.0
Diseases and conditions o | o o
i i . ! 2 | 10 ' )
i AR R

Of brain and other parts
of nervous system

. — 0.7 038 18 13 1.7 1.2 1.7 16 1.5 18 15 1.3
Diseases of heart 10.6 9

8| 71| 47| 41| 25 33| 33| 27| 38| 35| 34| 42§ 35| 30

Accidents and violence
Motor vehicle accidents 4 72| 92| 105| 86| 88| 106 | 123 ) 112 | 131 ] 147 | 154 | 157 | 179 | 126 | 138
All other accidents 4 930 | 699 ! 568 | 498 | 536 ) 5.1 | 476 | 445 | 389 | 325 | 317 | 304 | 305 | 27.1 | 260
Homicide 10| 11 0.4 0.7 0.7 1.2 1.2 1.7 24| 521 62| 42 | 67 5.7 6.8

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 1921, 1930, 1939, 1949, 1958, and 1968. In some _mstatn:;s
data are omitted for earlier years because appropriate subcategories are not available by age of the decedent. Except for diseases which are epidemic in "T tor,
abrupt changes at the beginning of the revision period are indicative of breaks in comparability. The cause-of-death titles are based on the Eighth Revision In
national Classification of Diseases, Adapted for Use in the United States and in some instances have been considerably shortened.

2 Population adjusted for age bias in races other than white.

3 Based on a 50-percent sample of deaths.

4The “motor vehicle accident” rate can be added to the “other accident” rate to provide the single category “all accidents.”

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. M, for data years 1925-72, Washington, U.S. Government Printing

Office; for 1973 and 1974, Health Resources Administration, DHEW, Rockvilie, Md., in preparation; and for 1975, Health Resources Administration, DHEW, Rockville,
Md,, to be published. .
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Table 27. Death rates for selected causes for persons 5-14 years of age, according to color: United States, selected years 1925.75
(Data are based on the Nationai Vital Registration System)

Color and cause of death1

1925 | 1930 | 1935 | 1940 [ 1945 | 19502 | 1955 | 1960 | 1965 | 1970 | 1971] 19723[ 1973 | 1974 [ 1975

TOTAL

All causes

Diseases and conditions

Number of deaths per 100,000 resident population 5-14 years

Malignant neoplasms
Leukemia

Of brain and other parts
of nervous system

Congenital anomalies

Diseases of heart

Accidents and violence

Motor vehicle accidents 4

All other accidents 4

Suicide

Homicide

WHITE

All causes

Diseases and conditions

Malignant neoplasms

Leukemia

Of brain and other parts
of nervous system

Congenital anomalies

Diseases of heart

Accidents and violence

Motor vehicle accidents 4

All other accidents 4 _

Suicide

Homicide

See footnotes at end of table.

1966 | 1717 | 1529 | 1037 | 90.2| 60.1 | 488 | 466 | 422 | 413 | 411 ] 40.8 | 410 | 382 | 357
28 37 4.1 5.0 5.3 6.7 7.0 6.8 6.5 6.0 5.8 5.5 54 5.2 48
1.2 17} 20 20 22 28 3.0 3.2 29 2.7 28 24 25 24 21

- - - 0.9 0.9 15 16 15 1.4 1.3 1.3 13 1.2 13 13
14 14 18 21 23 24 2.7 3.6 28 2.2 23 24 2.2 21 2.0
165 | 121 | 101 8.0 59 21 08 13 0.9 08 1.0 1.0 1.0 09 09
150 7 147 | 123 | 115 | 110 8.8 8.0 79 89 | 102 | 105 | 107 | 10.6 8.7 8.7
29| 214 | 1994 171 | 205 | 138 | 122 | 113 9.8 9.9 9.6 | 100 | 10.2 9.7 9.4
0.2 0.2 0.2 0.2 0.2 6.2 0.1 0.3 0.3 03 0.3 0.3 0.4 05 0.5
0.6 0.9 0.6 0.6 0.6 05 04 0.5 06 09 1.0 0.9 11 1.0 1.0

1853 | 160.7 | 1453 | 966 | 856 | 564 | 464 | 439 | 396 | 39.1 | 387 | 391 | 388 | 365 [ 339
30 39 43 5.3 5.7 7.0 13 7.1 6.8 6.2 5.9 5.7 54 54 49
13 1.8 21 2.2 24 30 3.2 35 31 29 2.9 26 26 25 23

- 1.0 1.0 15 17 1.6 1.5 1.4 13 1.3 11 1.2 1.3
1.4 1.4 1.9 2.2 24 24 28 37 2.8 2.2 2.3 24 21 2.2 20
16,7 | 120 9.9 15 54 1.8 0.7 1.0 0.7 0.7 0.8 0.8 0.9 0.8 0.8
156 | 152 | 128 | 118 | 115 89 8.0 79 88 98 | 103 | 105 | 104 84 8.5
2571 203 | 187 | 162 | 197 | 126 | 111 9.9 8.6 9.0 8.6 9.3 9.2 9.0 85
0.2 0.2 0.2 0.2 0.3 0.2 0.1 0.3 0.3 0.3 0.4 0.3 04 0.5 05
05 0.7 0.5 0.5 0.5 0.4 0.4 0.4 05 0.5 0.6 0.6 0.8 0.8 0.8
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Table 27. Death rates for selected causes for persons 5-14 years of age, according to color: United States, selected years 1925-75—Continued

(Data are based on the National Vital Registration System)

Color and cause of death ! 1925 | 1930 | 1935 | 1940 | 1945 | 19502 | 1955 | 1960 | 1965 | 1970 | 1971 | 19723 | 1973 ] 1974 | 1975
ALL OTHER Number of deaths per 100,000 resident population 5-14 years
All causes 3016 | 2609 | 2109 | 154.0 | 121.0| 8.0 | 660 | 643 | 580 | 537 | 543 | 499 |530 | 473 | 454
Diseases and conditions
Malignant neoplasms 20 21 2.6 24 25 49 5.0 48 47 45 5.0 42 5.1 45 44
Leukemia 0.7 0.6 1.0 0.7 1.1 16 16 1.8 1.6 16 20 1.6 1.8 17 16
Of brain and other parts
of nervous system — — - 0.4 0.1 13 09 13 12 1.2 13 1.0 14 1.3 1.2
Congenital anomalies 1.6 1.0 14 1.6 19 2.2 1.8 3.2 29 21 2.4 23 23 2.0 1.9
Diseases of heart 14.7 12.2 115 115 9.1 39 1.6 30 20 15 1.8 17 1.7 16 14
Accidents and violence
Motor vehicle accidents 4 8.9 10.1 8.3 9.8 8.0 86 79 8.3 9.8 124 121 117 11.3 10,0 9.8
All other accidents 4 38.4 30.3 28.6 24.1 258 | 225 201 | 209 169 149 155 14.3 156 134 13.7
Suicide 0.1 0.1 0.2 0.2 - 01 0.1 0.1 0.1 0.2 0.3 0.1 0.2 0.3 0.1
Homicide 1.8 2.2 1.6 1.4 13 15 1.0 1.2 1.6 29 28 2.8 28 24 22

! 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 1921, 1930, 1939, 1949, 1958, z_md 1968. | n some _mstances
data are omitted for earlier years because appropriate subcategories are not available by age of the decedent. Except for diseases which are epidemic in nature,
abrupt changes at the beginning of the revision period are indicative of breaks in comparability. The cause-of-death titles are based on the Eighth Revision Inter-

national Classification of Diseases, Adapted for Use in the United States and in some instances have been considerably shortened.

2 Population adjusted for age bias in races other than white.

3 Based on a 50-percent sample of deaths. L L
4The “motor vehicle accident” rate can be added to the “other accident” rate to provide the single category “all accidents.”

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. ll, for data years 192572, Washington, U.S. Government Printing
Office; for 1973 and 1974, Health Resources Administration, DHEW, Rockville, Md., in preparation; and for 1975, Health Resources Administration, DHEW, Rockville,

Md,, to be published.
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Table 28. Death rates for selected causes for persons 15-19 years of age, according to sex and color: United States, selected years 1925-75
(Data are based on the Nationa! Vital Registration System)

Sex, color, and cause of death 1

1925 | 1930 | 1935 | 1940 | 1945 l 19502 | 1955 l 1960 | 1965 ] 1970 J 1971 | 19723 | 1973 | 1974 ] 1975

TOTAL BOTH SEXES

All causes

Diseases and conditions

Malignant neoplasms

Number of deaths per 100,000 resident population 15-19 years

Leukemia

Of brain and other parts
of nervous system

Of bone

Congenital anomalies

Diseases of heart

Acgidents and violence

Motor vehicle accidents 4

All other accidents 4

Suicide

Homicide

WHITE MALE

All causes

Diseases and conditions

Malignant neoplasms

Leukemia

Of brain and other parts
of nervous system

Of bone

Congenital anomalies
Diseases of heart

Accidents and violence

Motor vehicle accidents 4

All other accidents 4

Suicide

Homicide

See footnotes at end of table.

3140 | 277.8 | 2223 | 1716 | 1523 | 1086 | 973 | 922 | 951 | 1103 | 110.7 | 111.0 | 1119 | 1059 | 1015
44 47 5.0 5.7 6.5 7.9 8.0 1.7 7.6 73 6.8 6.8 6.7 6.2 6.0
1.4 13 1.4 1.7 1.9 2.2 24 23 21 22 20 2.0 22 1.8 17

- - - 0.7 08 1.0 08 09 1.0 0.9 09 11 0.9 0.9 0.8
- - - - - 11 11 1.0 1.0 1.0 0.8 0.9 0.9 0.8 0.7
0.7 0.6 0.9 15 1.7 19 21 28 2.5 21 19 1.8 18 138 16
2247 213 | 164 | 141 | 114 75 35 29 22 2.3 24 20 22 21 20
134 | 240 | 242 | 242 | 234 | 296 | 352 | 339 | 40.2 | 436 | 435 | 458 | 455 405 | 384
418 | 321 | 255 | 226 | 297 | 194 | 185 | 168 | 165 | 203 | 198 195 | 211 | 197 | 19.0
35 46 4.2 35 28 2.7 26 3.6 4.0 59 6.5 6.9 7.0 7.2 7.6
54 6.6 5.5 4.1 4.6 39 3.2 4.0 43 81 8.4 8.8 91 9.7 9.6

278.4 | 2543 | 2179 | 168.0 | 1845 | 1305 |[1321 | 1252 | 130.8 | 147.1 | 148.1 | 1514 | 156.6 | 150.0 | 1445
5.2 5.7 59 7.0 9.1 9.3 94 9.7 9.3 8.9 83 8.3 81 75 7.1
20 18 19 2.2 30 28 28 29 25 25 25 2.2 238 23 21

- - - 0.7 11 1.2 1.0 10 1.2 1.0 11 1.2 1.0 0.9 0.9
- - - -~ - 12 15 1.4 14 15 11 14 11 1.0 0.8
0.9 0.6 1.0 1.8 2.1 22 28 34 29 2.3 24 2.0 21 20 17
21| 200 | 164 | 138 | 134 6.7 3.3 2.8 20 24 25 2.1 22 24 22
199 | 364 | 346 | 369 | 398| 483 | 558 | 540 | 635 | 671 | 671 713 | 716 | 658 | 625
663 | 517 | 396 | 353 | 53.0| 305 | 311 | 270 | 266 | 317 | 305 | 302 | 342 | 321 | 308
3.7 53 4.8 4.3 44 37 4.0 59 6.3 94 | 103 111 | 114 | 119 | 130
4.1 47 34 2.0 3.2 26 23 3.2 3.0 52 55 6.3 71 1.7 8.2
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Table 28. Death rates for selected causes for persons 15-19 years of age, according to sex and color: United States, selected years 1925-75—Continued

(Data are based on the National Vital Reglstratlon System)

Sex, color, and cause of death1

1925 | 1930| 1935 | 1940 | 1945 | 19502 | 1955| 1960 | 1965 | 1970 | 1971 | 19723| 1973| 1974 | 1975

ALL OTHER MALE

All causes

" Diseases and conditions

Malignant neoplasms

Number of deaths per 100,000 resident population 15-19 years

Leukemia

Of brain and other parts

of nervous system
Of bone

Congenital anomalies

Diseases of heart

Accidents and violence

Motor vehicle accidents 4

All other accidents 4

Suicide

Homicide

WHITE FEMALE

All causes

Diseases and conditions

Malignant neoplasms

Leukemia

Of brain and other parts
of nervous system

Of bone

Congenital anomalies

Diseases of heart

Accidents and violence

Motor vehicle accidents 4

All other accidents 4

Suicide

Homicide

See footnotes at end of table.

690.8 | 603.1 | 461.3 | 372.0 | 3126 | 2168 [168.6 | 1658 | 168.9 |224.0 | 2184 | 2086 |190.2 | 180.3 | 164.3
44 35 5.7 5.5 74 7.2 8.8 94 9.2 8.5 15 6.6 7.0 7.1 6.6
02 0.9 15 11 18 1.8 24 20 29 27 24 21 2.7 21 15

- - - 0.3 0.5 05 08 1.0 11 0.8 0.6 0.8 0.5 1.0 0.6
- - - - 1.9 0.9 1.3 14 13 0.6 0.8 0.9 0.8 11
0.7 1.2 0.6 1.7 13 1.0 1.8 25 32 29 25 17 15 24 29
265 | 242 | 21.0 | 190 | 159 | 160 84 7.8 6.1 48 45 43 49 4.7 44
166 | 327 | 327 | 286 | 266 | 309 | 369 | 348 | 432 | 454 | 420 | 440 | 383 | 332 | 283

1068 | 81.8 | 706 | 620 | 663 | 526 | 424 | 458 | 412 | 524 | 486 | 473 | 442 | 37.2 | 375
2.8 24 25 30 1.9 2.2 4.0 34 5.2 54 6.8 9.5 6.8 6.2 7.0

372 | 446 432 | 369 | 375 | 275 | 229 | 276 | 308 | 598 | 60.2 | 555 | 515 | 542 | 478

249.2 | 2064 | 1638 | 117.7 | 898 | 623 | 539 | 503 | 50.1 | 578 | 576 | 583 | 57.9 | 538 | 524
38 38 4.2 4.6 47 6.6 6.8 6.0 5.7 5.9 5.3 56 5.4 49 5.1
11 09 1.0 1.3 1.2 18 22 20 1.7 1.9 17 1.8 1.8 1.5 14

- - - 0.7 0.7 09 0.7 0.8 0.8 0.9 0.7 1.0 0.8 0.8 0.9
. = - -- - 1.0 08 0.6 0.6 0.7 0.7 0.5 0.6 0.7 0.6
0.5 0.7 1.0 14 15 1.6 1.6 25 21 1.9 15 17 1.6 16 15
206 | 204 | 153 | 125 8.6 58 24 1.8 1.6 1.4 14 13 1.5 12 1.2
76 | 128 150 | 131 | 115 | 134 | 179 | 168 | 198 | 244 | 244 | 256 | 253 | 212 | 2038
12.6 9.0 76 6.1 8.2 50 45 4.0 41 5.0 54 5.7 59 59 5.6
36 45 41 3.0 1.9 19 14 1.6 1.8 29 30 2.7 32 33 31
25 26+ 21 08 09 1.2 038 1.2 1.3 21 21 28 31 32 32
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Table 28. Death rates for selected causes for persons 15-19 years of age, according to sex and color: United States, selected years 1925-75—Continued
(Data are based on the National Vital Registration System)

Sex, color, and cause of death ! 1925 | 1930 | 1935 | 1940 | 1945 | 19502| 1955 | 1960 | 1965 | 1970 | 1971 ]19723[ 1973 | 1974 | 1975
ALL OTHER FEMALE Number of deaths per 100,000 resident population 15-19 years
All CAUSES oo e+ e e e e 8233 | 7103 | 4828 | 428.1 12683 | 176.7 1 912 | 804 | 78.8 | 847 | 90.0 | 790 | 796 | 69.0 | 65.4
Diseases and conditions
Malignant neoplasms ... ... . oo . 2.9 44 2.7 3.7 34 79 59 43 6.6 43 58 4.7 5.8 5.4 43
Leukemia .. o . 0.4 0.8 0.3 0.9 0.7 14 1.0 1.0 1.2 1.5 12 1.8 0.9 0.8 13
Of brain and other parts
of nervous system ... ... .. ... - 0.4 0.4 0.6 04 0.6 0.9 0.6 0.9 0.5 14 1.0 0.8
Of bone . ... .. 0.8 12 0.5 0.6 0.2 06 0.6 0.6 0.4
Congenital anomalies . ... .. ... . ... 0.4 0.3 0.1 0.7 11 23 13 1.4 24 13 1.6 16 1.7 1.3 0.9
Diseases of heart .. ... . . ot e 360 | 352 | 207 | 234 | 158 | 165 6.8 6.4 4.0 49 4.8 36 34 3.0 33
Accidents and violence
Motor vehicle accidents4 ... .. .. _. 45 6.5 5.7 6.1 51 9.7 | 112 | 107 | 143 | 124 | 141 | 129 | 137 9.2 89
All other accidents4 . .. .. _ e 26 | 133 | 122 | 142 | 103 | 100 6.6 6.3 66 | 100 | 105 9.1 8.6 7.6 13
SUICIA® e 14 22 1.6 18 0.3 15 1.0 15 24 29 3.6 34 2.7 2.8 21
Homicide .. .. 130 | 176 | 129 | 147 | 114 | 107 73 7.0 71 | 101 130 | 117 | 131 | 140 | 146

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 1921, 1930, 1939, 1949, 1958, and 1968. In some instances
data are omitted for earlier years because appropriate subcategories are not available by age of the decedent. Except for diseases which are epidemic in nature,
abrupt changes at the beginning of the revision period are indicative of breaks in comparability. The cause-of-death titles are based on the Eighth Revision Inter-
national Classification of Diseases, Adapted for Use in the United States and in some instances have been considerably shortened.

2 Population adjusted for age bias in races other than white.

3 Based on a 50-percent sample of deaths.

4The “motor vehicle accident” rate can be added to the “other accident” rate to provide the single category “all accidents.”

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. i, for data years 1925-72, Washington, U.S. Government Printing
Office; for 1973 and 1974, Health Resources Administration, DHEW, Rockville, Md., in preparation; and for 1975, Health Resources Administration, DHEW, Rockville,
Md., to be published.
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Table 29. Death rates for selected causes for persons 45-54 years of age, according to sex and color: United States, selected years 1925-75
(Data are based on the National Vital Registration System)

Sex, color, and cause of death!

1925 | 1930 | 1935 | 1940 [1945 |19502 | 1955 | 1960 | 1965 | 1970 [1971 |19723 | 1973 | 1974 ‘ 1975

TOTAL BOTH SEXES
All causes

Diseases and conditions

Diseases of heart
Malignant neoplasms
Of buccal cavity and pharynX ..
Of digestive organs and peritoneum __.___
Of respiratory system
Of breast
Of genital organs
Of urinary organs
Of all other and unspecified sites __._____.
Leukemia

Of other lymphatic and
hematopoietic tissues

Accidents and violence

Motor vehicle accidents 4
All other accidents 4
Suicide
Homicide

WHITE MALE
All causes

Diseases and conditions

Diseases of heart
Malignant neoplasms
Of buccal cavity and pharynX .ooomeeeec.e
Of digestive organs and peritoneum ...
Of respiratory system
Of breast
Of genital organs
Of urinary organs
Of all other and unspecified sites ______.
Leukemia

Of other lymphatic and
hematopoietic tissues _.__ .

See footnotes at end of table.

Number of deaths per 100,000 resident population 45-54 years

1216.7 | 1217.6 | 1160.4 | 1059.9 | 955.8 | 853.9 | 756.3 | 756.0 | 739.5] 730.0 | 710.2| 7104 | 697.4] 675.0 | 649.6
2091} 2389 | 254.8| 2795 | 286.8 | 3086 | 2745 | 271.8 | 258.8| 2384 | 2321 2295 | 2245 | 2155 | 205.1
166.1 | 164.1| 169.8 | 1739 | 1734 | 175.1 | 1746 | 177.0 | 1782 1825 | 179.8 | 180.0 | 180.9 | 183.8 | 181.8

5.0 44 39 39 40 40 4.2 5.3 5.1 5.2 54 5.1 54 5.2 5.5
716| 702| 683} 648 631 | 534 ( 473 | 459 419 390 374| 366 | 372 378| 370
- 70| 16| 150| 177 229 | 274} 320| 380| 462| 470| 492 | 496| 516 523
2121 213} 220 233| 230, 237 | 252 262| 268 274| 267| 2715 | 270] 269 261
354 359| 375| 365] 349 | 319 | 82| 247| 225| 195] 193| 188 | 183 | 176| 17.0
- 6.4 64 6.9 64 6.2 6.0 5.9 5.7 5.7 5.7 5.4 5.4 5.7 5.6
- - - - —1 193 | 214| 215| 226| 232| 230| 230 | 236| 242| 239
38 45 5.6 5.1 5.0 5.8 6.0 6.2 5.7 5.7 5.2 4.8 5.1 51 5.1
- - - - -- 7.7 8.7 9.3 99| 105 100 9.7 9.3 9.5 9.2
191 322| 356 291 202 | 222 | 228 214 254 255| 236 247 | 2291 183| 172
672 582| 503 | 416 377 309 | 294 284| 290| 280 263 | 262 | 259 252! 248
252 330 86| 277| 192 29| 196 | 27| 207 200 198 199 | 195| 196 201
89| 103 9.3 6.8 6.6 6.1 59 6.2 69 101 | 104 | 110 | 111 1.7] 116

1216.8 | 1231.2 | 1220.2 (1138.6 (1070.2 | 984.5 | 910.1 | 9322 | 904.3 | 8829 | 860.6 | 861.4 | 839.7 | 820.3 | 790.2
209.2 | 2521 | 296.4 | 349.8 { 388.0 | 423.6 | 398.0 | 4132 | 3953 | 365.7 ; 357.5 | 355.1 | 3451 | 333.8 | 3179
1193 | 123.8 | 1315 | 139.1 | 141.2 | 150.8 | 157.8 | 1641 | 167.6| 1720 | 1698 | 1695 | 170.6 } 1785 | 175.0

8.6 75 6.0 6.0 6.3 6.1 64| ‘15 12 71 6.9 6.5 6.8 6.9 6.9
725| 723} 727 | 686| 656 | 557 | 501 | 493 | 445( 416 ] 4Ll| 393 | 401 | 41.0| 404
—{ 107| 160 239} 288 391 | 472| 530| 602| 676 | 671 699 | 695| 729| 730
0.3 0.3 0.4 0.3 0.4 0.4 0.3 0.2 0.4 0.4 0.4 0.2 0.3 0.2 0.2
- 4.0 46 4.8 40 37 36 34 33 28 31 27 32 33 28
- 82 83 94 85 8.7 8.4 8.0 79 7.8 8.1 77 1.7 8.6 8.3
- - - - —| 206 | 23.7| 239 255| 256 247 260 | 269| 277 268
4.0 55 6.4 58 6.0 6.7 7.0 73 6.6 6.6 6.0 5.6 6.1 6.0 59
- - - - - 98 | 10| 116 119) 1261 1231 116§ 109! 1171 109
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Table 29. Death rates for selected causes for persons 45-54 years of age, according to sex and color: United States, selected years 1925-75—Continued

(Data are based on the National Vital Registration System)

Sex, color, and cause of death!

1925 | 1930 l 1935 | 1940 | 1945 l 19502| 1955 | 1960 | 1965 | 1970 | 1971 | 19723| 1973 | 1974 [ 1975

WHITE MALE—Continued

Accidents and violence

Motor vehicle accidents4 ... }
All other accidents4 .

Suicide
Homicide ..

ALL OTHER MALE

All CaUSES oo e .

Diseases and conditions

Diseases of heart ___.
Malignant neoplasms
Of buccal cavity and pharynx _ .. ... .
Of digestive organs and peritoneum ...
Of respiratory system ...
Of breast .o
Of genital organs .
Of urinary organs ... ..
Of all other and unspecified sites . ...
Leukemia
Of other lymphatic and
hematopoietic tissues .. .

Accidents and violence

Motor vehicle accidents4 ... .. .
All other accidents 4
Suicide
Homicide

See footnotes at end of table.

Number of deaths per 100,000 resident population 45-54 years

276| 469| 543| 438 315| 316 320| 297| 354| 346| 325| 329| 3L1| 262] 240
1069| 942| 799| 665| 592 474| 450| 426| 418| 393| 367| 370| 364| 348| 350
03| 557| 470| 441| 290] 341| 317| 337| 308| 295| 286| 207| 284| 283| 297
103| 122| 110{ 70| 68| 55| 46| 50/ 60| 90| 91| 96| 98| 109| 113
2567.9 | 2633.3 | 2445.0 | 2453.1 | 2082.5 | 1857.3 | 1589.0 | 1551.0 | 1590.4 | 1646.1 | 1572.0 | 1639.2 | 1591.5 | 1499.7 | 1418.9
5196 | 563.3| 525.2| 579.2| 526.6| 603.0 | 538.4 | 487.4| 4945 | 473.2| 4507 | 4737 | 458.7| 429.2| 4011
1035| 107.8| 114.4| 160.6| 1765| 207.4 | 221.9| 233.6| 252.4 | 288.2| 274.2| 2851 | 296.2| 294.8 | 292.4
59| 30| 56| 60| 82| 84| 81| 121| 127| 151| 163| 166| 185| 159| 196
69.2| 71.7| 69.0| 936| 97.2| 1003| 931| 896| 886| 853| 762| 839| 796| 8L1| 823
—| 30| 84| 168| 235| 406| 563| 704| 845 | 113.1| 1132 1151 | 1306 | 1287 | 1229
o5/ 03| 03| o6 05| 04| 03| 02/ 04| 06| 05| 09| 06| 04| 05
—| 76| 96| 133 151| 154| 127 101| 94| 90| 77| 81| 76| 66| 70
—| 60| 73| 64| 90| 89| ‘80| 10| 84| 100/ 90| 88| 84| 83| 65
| | = = | 194] 24| 233| 291 | 340| 329| 308| 330| 344| 356
32| 32| 43| 42| 43| 50| 64| 55| 56| 63| 61| 69| 56| 56| 58
—| = = =]  —| 90| 104| 113| 137 147| 122| 139| 123| 138 121
286| 520| 572| 584| 422| 520| 531 49.1| 525| 606| 540| 605 56.4| 426 409
1280 | 106.1| 89.8| 88.4| 87.9| 778| 836| 788| 844 | 83| 781 | 738| 746| 730| 693
82| 143| 148| 148| 91| 17| 105| 128] 135| 141| 103| 132} 134| 119| 128
65] 6631 655| 565! 594| 5281 5301 5150 5871 9031 918| 990 9231 968 877
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Table 29. Death rates for selected causes for persons 45-54 years of age, according to sex and color: United States, selected years 1925-75—Continued
(Data are based on the National Vital Registration System)

Sex, color, and cause of death 1925 | 1930 | 1935 | 1940 . | 1945 | 19502 | 1955 | 1960 | 1965 | 197o‘| 1971 | 19723 | 1973 | 1974 ] 1975
WHITE FEMALE Number of deaths per 100,000 resident population 45-54 years
All causes 9861 } 92461 867.4| 746.8 | 654.2 | 546.4 | 4643 | 458.8] 463.1] 4629 450.6| 4443 | 4399 | 4264 | 4148
Diseases and conditions

Diseases of heart 1564 | 1604 | 160.1| 1547 | 1445| 1419 | 1108 | 1034 | 1001 | 914 | 897 | 841 | 846 | 801 781
Malignant neoplasms 2145 | 2069 | 2089} 203.0 |.198.0| 1858 | 1765 1757 | 1751} 177.3 | 1736 1733 | 1720 | 1724 | 1719
Of buccal cavity and pharynx .. 1.2 1.4 15 14 1.3 1.6 18 27 24 2.6 29 25 26 23 26
Of digestive organs and peritoneum _____. 70.7 683 | 635 576 | 566 441 383 368 333| 309 291 275 | 283 | 291 278
Of respiratory system -— 3.7 56 6.3 6.8 6.5 6.8 98| 146| 221 | 234} 253 | 244 | 257 | 277
Of breast 441 | 448| 460| 475| 462} 471 | 500 51.2{ 519 530| 508| 528 | 518 | 513 506
Of genital organs 70.1 66.7 68.5 64.8 61.4 543 46.7 | 414 376 325 318 316 29.8 29.5 284
Of urinary organs 45 44 4.4 4.1 35 34 30 34 33 3.2 29 30 29 33
Of all other and unspecified sites ... - - -— - -] 179 181 186| 192| 199( 201 | 191 | 205| 200| 200
Leukemia 36 3.7 5.1 a7 4.4 5.2 49 5.2 49 49 4.4 41 43 4.4 44

Of other lymphatic and
hematopoietic tissues ... . ... . - - — - - 5.7 6.4 7.0 7.7 8.1 7.8 76 73 73 7.1

Accidents and violence

Motor vehicle accidents 4 9.9 159 153 123 78| 108 1151 114 141 143 | 129 140 | 122 9.2 89
All other accidents 4 211 | 163 159} 124 | 122} 106 941 100} 121 | 123 | 120 19| 117 | 114 | 112
Suicide 123 132 130| 140} 120! 105 | 103 | 109 | 136 135 145| 134 | 137 | 141 ] 138
Homicide 20 2.2 1.7 15 1.2 1.6 1.9 1.9 20 2.2 25 26 28 28 30

ALL OTHER FEMALE

All causes 25254 |2518.5 |2156.0 | 2108.9 [1720.8 |1554.9 |1294.5 ({11449 (1036.8 | 979.4 | 953.8 | 929.4 | 9260 | 852.2 | 780.8
Diseases and conditions

Diseases of heart 505.2 | 542.6 | 484.6| 517.6 | 450.6 | 516.0 | 4236 | 346.8 | 3009 | 267.6 | 249.3 | 2453 | 2363 | 221.4 | 194.9
Malignant neoplasms "1 269.0 | 2374 | 2505 | 2705 | 255.1 | 273.3 | 266.7 | 249.3 | 2282 | 217.1 | 227.3 | 2257 | 231.8 | 2183 | 2129
Of buccal cavity and pharynX ..o |, 2.8 1.9 34 29 2.8 4.2 34 37 37 431 53 5.8 53 58 6.4
Of digestive organs and peritoneum ... 727 | 644 | 675 702 | 680 745 | 626 | 581 | 531} 460 | 446 | 498 | 498 | 459 | 44.2
Of respiratory system 31 39 43 74 87| 109| 125| 165) 233 | 281} 282 | 312 | 321} 307
Of breast 41.4 381 368| 475 | 442| 453 | 458 | 530 508 | 49.2| 537 | 525 | 536 | 562 | 487
Of genital organs 1241 | 1093 | 1129 1172 | 1048 | 1046 | 981 | 758 ] 625{ 513 | 5.2 466 | 499 | 402 | 417
Of urinary organs 4.6 5.5 6.2 6.2 6.0 53 74 5.7 54 5.6 5.3 4.8 3.7 36
Of all other and unspecified sites ... -— - -1{ 204 | 273 246)] 228 | 228 | 254 ] 251 | 233 | 237 | 234
Leukemia 25 1.9 25 33 25 44 6.0 6.0 47 56 49 33 41 37 45

Of other lymphatic and . R
hematopoietic tissues .. - - — - - 54 7.2 8.2 84 9.3 85 9.1 99 10 9.8

See footnotes at end of table.
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Table 29. Death rates for selected causes for persons 45-54 years of age, according to sex and color: United States, selected years 1925-75—Continued

(Data are based on the National Vital Registration System)

Sex, color, and cause of death 1

1925 ] 1930 [ 1935 |194o | 1945 |19502 | 1955 ] 1960 { 1965 | 1970 } 1971 |19723 | 1973 |1974 |1975

ALL OTHER FEMALE—Continued
Accidents and violence

Motor vehicle accidents4 ... .. . .
All other accidents4 ... ..
Suicide
Homicide

Number of deaths per 100,000 resident population 45-54 years

75| 139 148 | 133 92| 111 | 144 128

338 322 341 | 246 | 231 | 198 | 211 | 220

34 2.9 1.2 32 15 40 2.8 3.2
62| 102 79 9.3 74 87 | 102 | 123

16.1 66| 1741 179 [ 172 1071} 122
202 | 200 193] 186 | 191 211 | 178

41 45 4.1 3.8 32 40 45
125 161 | 172} 151 | 168 | 152} 163

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 1921, 1930, 1939, 1949, 1958, and 1968. In some instances
data are omitted for earlier years because appropriate subcategories are not available by age of the decedent. Except for diseases which are epidemic in nature,
abrupt changes at the beginning of the revision period are indicative of breaks in comparability. The cause-of-death titles are based on the Eighth Revision Inter-
national Classification of Diseases, Adapted for Use in the United States and in some instances have been considerably shortened.

2 Population adjusted for age bias in races other than white.

3 Based on a 50-percent sample of deaths.

4The “motor vehicle accident” rate can be added to the “other accident” rate to provide the single category “all accidents.”

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. l1, for data years 1925-72, Washington, U.S. Government Printing
Office; for 1973 and 1974, Health Resources Administration, DHEW, Rockville, Md., in preparation; and for 1975, Health Resources Administration, DHEW, Rockville,

Md., to be published.
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Table 30. Death rates for selected causes for persons 55-64 years of age, according to sex and color: United States, selected years 1925-75
(Data are based on the National Vital Registration System)

Sex, color, and cause of death 1 ‘1925 | 1930 | 1935 | 1940 | 1045 | 19502 1955 | 1960 | 1965 | 1970 | 1971 [19723 | 1973 [ 1974 | 1975
TOTAL BOTH SEXES Number of deaths per 100,000 resident population 55-64 years
All causes 2326.1 | 2402.7 1 2315.7 | 22155 ] 2049.0 | 1901.0 | 1729.7 | 1735.1 | 1694.5 | 1658.8 | 1622.8 { 1631.1 | 1611.9 | 1549.2 | 1495.5
Diseases and conditions
Diseases of heart 508.8| 598.6| 646.9| 710.0| 726.7| 803.6| 738.1| 737.9| 7043| 6523 | 640.5| 637.6 | 6260 | 590.8 | 564.7
Malignant neoplasms 3567 | 3633 | 372.8| 376.9| 3857 390.7{ 3923| 396.8| 406.6| 423.0| 4213 | 427.1| 430.0 | 437.0{ 430.7
Of buccal cavity and pharynx _______ | 1.7 10| 104 9.7 9.8 9.7 95 99 1L2| 128] 127| 125 123| 126 125
Of digestive organs and peritoneum . | 1889| 1848| 1822 1727| 1720/ 1500 133.8| 127.1| 119.8| 111.0| 1074 1076 | 107.6 | 1083 | 105.2
Of respiratory system —| 143| 1901 295| 409| 549] 685| 8L5| 941| 1162| 1163| 1228 1256 | 1305 | 13L9
Of breast 303| 360| 373] 370| 359| 353 366| 370| 399| 412 420| 428| 430| 432| 421
Of genital organs 4791 631| 650! 650 626| 567| 537| 49.0| 453| 415| 420 411| 409 | 413 390
Of urinary organs .| 1631 176| 179| 176! 191| 180| 174| 172} 175| 165| 165 169| 169 | 165
Of all other and unspecified sites ... - - — - -—| 379| 420| 424 466| 487| 496} 500} 505| 509} 501
Leukemia 6.3 77 101 91| 103| 121| 129( 132| 126| 120 114y 116 116 115| 116
Of other lymphatic and
hematopoietic tissues ... - - - - - 149| 173} 192| 198| 221} 234| 22| 215 21.8| 218
Accidents and violence
Motor vehicle accidents 4 2715| 443| 475 411 287 290 280] 251 29.0| 279 261} 262| 248! 195 | 181
All other accidents 4 807! 759| 69.7| 60.1| 58.0| 41.8| 364| 339 355 353| 348| 347 | 346 3.7} 307
Suicide 303| 41.2| 349| 343 235| 268 248| 237} 238f 214| 215| 214| 203 | 197)] 200
Homicide 53 7.1 71 47 39 40 40 4.2 50 7.1 75 7.8 79 8.0 8.0
WHITE MALE
All causes 2445.6 | 2552.2 | 2536.2 | 2521.9 | 2437.9 | 2304.4 | 2175.2 | 2225.2 | 22225 | 2202.6 | 2145.1 | 2160.3 | 2118.2 | 2026.1 | 1954.5
Diseases and conditions
Diseases of heart 5500 | 6752 | 77751 906.2| 979.1 | 1081.7 | 1035.1 | 1056.0 | 1038.0 | 979.3| 963.0 | 960.6 | 943.7 | 889.4 | 853.0
Malignant neoplasms 323.0| 3343 | 3430 368.0| 388.1| 409.4| 429.1| 4509 | 471.4| 4981 48341 499.8 | 4934 | 501.1 [ 489.8
Of buccal cavity and pharynx . 2071 190 175| 165| 166| 159 161| 165| 182| 197 193| 1824 179 188 | 177
Of digestive organs and peritoneum ... 20081 2042 | 199.8| 197.2| 1971} 170.7| 1524 147.2) 139.9{ 1325| 127.0| 1306 | 1252 | 1269 | 120.8
Of respiratory system | 201| 283| 477 683 959] 1253 1498 1704| 199.3| 1953 | 2028 [ 2041 | 208.4 | 206.3
Of breast 1.2 0.7 0.7 0.8 0.9 0.8 1.0 09 06 0.6 0.9 0.7 0.8 0.8 0.7
Of genital organs - 250! 270| 299| 268| 237| 232| 203( 206| 200{ 206| 204 | 21| 22| 203
Of urinary organs - 2171 231| 244| 245| 276| 261| 262 257| 267 247 249 254 254 250
Of all other and unspecified sites _________ -— -] 418| 478] 501| 558} 569) 575{ 593} 585| 585 | 576
Leukemia 72 92| 127| 109 124} 144| 157{ 166| 162| 155| 149)] 152 145| 147| 149
Of other lymphatic and )
hematopoietic tissues ..o --| 187| 215] 233| 239| 268| 283| 278| 259 263 | 264

See footnotes at end of table.
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Table 30. Death rates for selected causes for persons 55-64 years of age, according to sex and color: United States, selected years 1925-75—Continued

(Data are based on the National Vital Registration System)

Sex, color, and cause of death?

1925 | 1930 | 1935 ] 1940 | 1945 | 19502[ 1955 | 1960 | 1965

1970

1971 ] 19723] 1973 | 1974 | 1975

WHITE MALE—Continued

Accidents and violence

Motor vehicle accidents 4
All other accidents4 ...
Suicide
Homicide

ALL OTHER MALE

All causes

Diseases and conditions

Diseases of heart
Malignant neoplasms
Of buccal cavity and pharynx _ .

Of digestive organs and peritoneum ...
Of respiratory system
Of breast
Of genital organs .
Of urinary organs
Of all other and unspecified sites ...
Leukemia

Of other lymphatic and
hematopoietic tissues

Accidents and violence

Motor vehicle accidents4 . . .
All other accidents 4
Suicide
Homicide

See footnotes at end of table.

Number of deaths per 100,000 resident population 55-64 years

3711 634 708| 628} 459, 419, 3903| 3447 395| 390 352| 350] 333| 270 244
1202 | 1126 | 1006| 878| 877| 619 538| 497 521 | 5L1| 503| 495 489 443| 436
5111 70.6| 585| 588 386| 459 428 402 | 397 | 350 346] 335 324 321] 321
75 99| 100 6.2 52 44 4.1 43 5.2 1.7 7.6 8.2 85 8.1 89
34532 | 4039.4 |3800.1 | 3710.7 | 3230.7 | 3480.8 | 3191.2 | 3151.5 [3126.6 | 3046.6 | 3013.1 | 3073.2 | 3069.5 | 2942.3 | 2806.6
76931 9754 | 9633 |1029.6 | 962.2 | 1313.8 | 1218.2 | 1175.6 | 1147.8 | 1062.3 | 1048.3 | 1066.3 { 1061.2 | 1006.4 | 930.2
173.4 | 1905 | 253.0 | 297.0 | 3369 | 457.1 | 530.0 | 549.8 | 603.7 | 642.9 | 671.2( 6822 | 707.5 | 721.1| 729.4
7.4 78 131| 107] 106} 189 165| 147 | 240| 238| 237| 279| 265| 269 299
113.3| 1161 | 153.1| 171.8 | 184.6 | 2241 | 2326 | 2187 | 228.0 | 200.3 | 209.6 | 198.1 | 205.7 | 2124 | 2134
- 68| 136| 216 386( 744 1080 1542 | 1720 | 2315 | 2418 | 2639 | 275.4 | 283.8 | 290.0
0.8 0.3 0.6 1.0 1.9 17 0.5 1.6 0.8 0.8 0.6 24 15 1.0 11
-~| 268 | 344) 403| 496| 561 | 655 551 | 550] 496 | 57.1| 582| 569 | 558| 523

- 81| 125f 153| 158| 184 | 232| 232! 260| 238| 236| 265 243| 229 237

- - - -~ --| 396 527| 503 | 630| 684 | 702| 663 | 728 | 741 749
45 23 44 6.1 68| 110 120| 112 | 128| 150| 130 107 | 151| 155| 144

- - - - ~| 128 191 208 | 220 | 296 316| 284 | 292 287| 296
251 5821 719, 578 | 488| 57.0| 558 | 476 | 582 | 599 | 624 | 620 | 579| 454 | 44.8
11991 104.8 | 1014 965 934| 8.4 | 839 | 85| 83| 921 796| 85| 8.2 824| 793
91 165 178 126 91| 168 127| 169 | 142 105{ 119] 11.9| 122] 125| 115
301 381 358| 282 245 323 352 291 | 3671 5511| 572 641 61.8| 653 577
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Table 30. Death rates for selected causes for persons 55-64 years of age, according to sex and color: United States, selected years 1925-75—Continued
(Data are based on the National Vital Registration System)

Sex, color, and cause of death 1 1925 | 1930 | 1935 | 1940 | 1945 | 19502 | 1955 | 1960 | 1965 | 1970 | 1971 | 19723| 1973 | 1974 | 1975
WHITE FEMALE Number of deaths per 100,000 resident population 55-64 years
All causes 2029.2 11993.21 1863.7 | 1684.4 | 1489.1 | 1293.8 | 1119.4 | 1078.9] 1024.2] 1014.9] 1003.3] 1001.6] 1000.7| 973.6| 944.6
Diseases and conditions
Diseases of heart 416.1 | 458.0| 4624 | 462.7 | 442.8| 460.2 | 395.6| 383.0| 344.6| 3177 3150 305.9| 300.8| 284.9| 2723
Malignant neoplasms 4073 ) 408.1| 4118 ) 3933 | 3873| 3625 | 3436 329.0| 327.3| 3386 339.6| 3423| 348.6| 3545 | 3519
Of buccal cavity and pharynx ____________ 28 32 29 29 34 3l 3.2 3.7 4.1 6.1 6.4 6.5 6.4 6.4 6.8
Of digestive organs and peritoneum ___ 186.0 | 174.0 | 1689 | 151.3 | 1487 123.0 | 107.7| 986] 90.4| 830| 803| 783 814| 80.7! 803
Of respiratory system - 95| 105} 128 156| 155| 148] 167| 236 393| 41.8| 46.8| 497| 547| 589
Of breast 631 | 754| 778 765| 729 709 | 718| 7.8} 766| 793| 796 818 818} 818 796
Of genital organs 975 | 1010 101.3{ 977 936| 83.1| 758 688| 6L2| 551| 551| 540| 527| 538| 507
Of urinary organs - | 119| 127| 119y 113} 110 104 8.8 9.0 9.4 8.8 8.6 9.2 93 8.7
Of all other and unspecified sites .______ —| 339 354 339| 366| 396| 404| 402 413 4L7| 410
Leukemia 5.7 6.9 82 79 89| 103| 108 106 9.6 9.0 8.6 8.8 8.8 85 8.6
Of other Iymphatic and
hematopoietic tissues __________ - — - 117 137] 161 162 1771 185 173( 173 17.7| 17.2
Accidents and violence
Motor vehicle accidents4 ... 182 | 241} 227 189 111 150 | 158 153 179| 161 | 156( 162} 152 11.0| 105
All other accidents 4 365 349 357 292| 263} 185 158| 144 159( 169 | 176 175{ 180} 163 | 153
Suicide 113} 145! 138 131} 114 107 | 104 109( 123| 123| 126 133| 120 11.0{| 117
Homicide 11 15 16 1.2 0.9 13 11 1.5 1.6 20 23 20 2.1 24 24
ALL OTHER FEMALE
All causes 3667.5 {4142.8 | 3690.9 [3318.3 | 2806.1 | 2763.0 [2437.5 | 2409.7 | 2220.8 | 1886.9 | 1829.4 | 1830.2 | 1821.7 | 1716.3 | 1636.2
Diseases and conditions
Diseases of heart 813.7 (10229 1 936.1 | 9150 | 814.0 {10735 | 9409 | 909.0| 825.7| 669.8 | 6226 | 659.1 | 625.7 | 582.7 | 554.0
Malignant neoplasms 354.2 | 370.8 | 4115 | 3709 | 3865 | 437.7 | 4144 | 4278] 4219 387.1 | 4055 3911 419.2 4252 | 411.0
Of buccal cavity and pharynX ... 4.8 4.6 7.2 41 3.2 56 2.7 5.1 58 70 6.6 6.8 6.9 6.0 6.3
Of digestive organs and peritoneum ... 1229 | 120.7 | 141.0 | 120.6 | 131.8 | 151.8 | 1335 139.9| 1283| 1132 | 1089 | 111.8| 121.2| 1199 | 1129
Of respiratory system - 17 4.8 95| 124] 141 196| 202| 263| 353 | 394 | 401| 467 | 536 | 523
Of breast 465 | 559 | 565 | 538 | 529 581 | 607! 611 €92) 619 714| 671| 711 749 752
Of genital organs 143.7 1 1535 | 157.7 | 1420 | 1408 | 1391 | 1258 | 1166} 1047 ( 867 | 81| 789| 830 793 | 737
Of urinary organs 6.7 95| 106 115| 141 105 47| 132 102 | 136 11.0| 114| 120 | 114
Of all other and unspecified sites ... — - - | 385| 428 482| 479 465| 514 504 | 508 526 | 509
Leukemia 1.6 0.8 58 33 4.1 69| '76} 110| 101 8.8 73 83 97| 101 8.8
Of other lymphatic and
hematopoietic tissues . .. — — —— 95| 113} 11.1| 165| 1761 208 167 183| 168 | 195

éee footnotes at end of table.
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Table 30. Death rates for selected causes for persons 55-64 years of age, according to sex and color: United States, selected years 1925-75—Continued
(Data are based on the National Vital Registration System)

Sex, color, and cause of death ! 1925 ! 1930 | 1935 | -1940 | 1945 | 19502 | 1955 | 1960 | 1965 | 1970 | 1971 | 19723 [ 1973 | 1974 | 1975
ALL OTHER FEMALE—Continued Number of deaths per 100,000 resident population 55-64 years
Accidents and violence
Motor vehicle accidents4 | 123 | 227 {198 | 157 | 83 | 139 | 174 [ 144 | 157 | 167 | 158 | 143 | 142 | 139 127
All other accidents 4 ) 582 | 673 | 514 | 459 | 372 | 339 [ 347 | 367 | 202 | 245 | 27.4 | 258 | 227 | 255 | 239
Suicide 16| 201 20| 14 | 11| 12 | 26 | 34 28| 22| 30| 37| 44| 34| a1
Homicide 27| 71| 58| 43 | 34| 32 | 60 | 66| 70| 78 | 112 | 110 { 104 | 96| 100

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 1921, 1930, 1939, 1949, 1958, and 1968. In some instances
data are omitted for earlier years because appropriate subcategories are not available by age of the decedent. Except for diseases which are epidemic in nature,
abrupt changes at the beginning of the revision period are indicative of breaks in comparability. The cause-of-death titles are based on the Eighth Revision Inter-
national Classification of Diseases, Adapted for Use in the United States and in some instances have been considerably shortened.

2 Population adjusted for age bias in races other than white.

3 Based on a 50-percent sample of deaths.

4The “motor vehicle accident” rate can be added to the “other accident” rate to provide the single category “all accidents.”

SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. Il, for data years 1925-72, Washington, U.S. Government Printing
Office; for 1973 and 1974, Health Resources Administration, DHEW, Rockville, Md., in preparation; and for 1975, Health Resources Administration, DHEW, Rockville,
Md., to be published.



D. Determinants of Health

Certain characteristics of ‘the environment,
of health services, of the family, and of the
individual are associated with health status.

The Donora, Pa., smog of 1948 was a well-
documented case of a change in the ambient
environment being associated with excess mor-
bidity and death; 5,910 people were ill and 20
died. (The London fog of 1952 resulted in 4,000
deaths and an unknown number of illnesses.)
Immunization not only protects the immunized
person but high levels of immunization in the
population help to break the chain of contagion
and thus protect even those individuals who
have not been immunized. Quick access to med-
ical care may save the life of a motor vehicle
accident victim and continuing care may im-
prove the quality of life for the person with a
chronic condition or impairment. Smokers are
more likely to die of lung cancer and alcoholics
of cirrhosis of the liver than nonsmokers or non-
drinkers.

Some of the determinants of health can be
modified only by societal control. Others are
subject to individual control. A few may be un-
changeable by means now available.

Societal controls are required to reduce pol-
lutants thought to be hazardous to health, and
there is evidence from the Environmental Pro-
tection Agency that levels from some pollutants
were reduced in the 5-year period 1970-75.

Consumer products are only partly subject to
societal control; they require care in manufac-
turing, labeling, and in use. According to prod-
uct hazard scores developed by the Consumer
Product Safety Commission (based on emer-
gency room utilization and severity data), sports
and related equipment are very high on the
hazard list. Stairs are the only nonsports related
item rated among the top five hazards for both
children under age 15 and people 15 years and
over. For children under 15, bicycles and bicycle
equipment are ranked first.

- A decade ago the Surgeon General published
a report compiling the evidence that cigarette
smoking was dangerous to health. As smoking
patterns change, especially as more smokers be-
come former smokers, some of the relationships
between cigarette smoking status and measures
of health have blurred. Some of the statistics
suggest that the former smoker is in the most

disadvantaged health position. For example, the
highest rate of heart trouble is found among
older former smokers. However, it may be that
the smokers with the most serious health prob-
lems are forced to join the ranks of the former
smokers. They become nonsmokers because of
poor health. In general, smokers and former
smokers tend to have more disability and long-
term illness than persons who have never
smoked. They are also more likely to have had a
hospital episode during the year. However, re-
cent evidence indicates that the health status of
former smokers improves with the duration of
smoking cessation.

There is no question that cigarette smoking,
a condition which is subject to control by the
individual, decreases longevity. At every age and
for both sexes, death rates are higher for people
who smoke or who have smoked in the past than
for people who have never smoked.

In general, the proportion of adults who
smoke has declined, while the proportion of
teenagers who smoke has not. In each age cate-
gory the proportion of teenaged boys who smoke
has remained fairly constant; the 1974 levels
were about the same as the 1968 ones. Smoking
among teenaged girls, however, appears to have
increased. As a result, there was little difference
in the proportion of boys and girls who smoked
in 1974, although fewer girls than boys were
smokers in 1968.

Among adults, the proportion who are ciga-
rette smokers has declined from 1965 to 1975.
The decline has been marked among men, who
had been far more likely than women to smoke
cigarettes. In 1975 they were still more likely
to smoke than women were but the difference
was much less. For example, 60 percent of the
men aged 25-34 in 1964-66 were smokers; by
1975 only 47 percent of those same men, now
aged 35-44, were smokers and only 44 percent of
the young men aged 25-34 smoked. About 43 per-
cent of women aged 25-34 smoked in the mid-
1960’s. By 1975 only 36 percent of those same
women, now aged 35-44, were current cigarette
smokers, and 35 percent of those aged 25-34
smoked. Many adults have quit smoking over
this 10-year period.

Data on drinking levels and problem drinking
are more difficult to obtain than data on smok-
ing. The majority of the people in the United
States drink alcohol at some time. Only 27 per-
cent of high school students reported themselves
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as abstainers on self-administered question-
naires; 23 percent reported drinking once a
week or more often. The proportion of the stu-
dents who were abstainers was higher for girls
than for boys and higher among younger than
among older students. Students with low grades
were more likely to drink and to drink more
often than those with high grades.

Adult problem drinkers, defined as those con-
suming more than 1.5 ounces of absolute alco-
hol daily and above the median on a problem
drinking index, have slightly higher median in-
come and education than the rest of the popu-
lation and are less likely to be in blue-collar
occupations. Survey data on problem drinking
must be treated with caution as the methodo-
logical difficulties in obtaining data (such as fail-
ure to obtain any response or failure to obtain
an honest response) may lead to biases.

Overweight 1is a personal characteristic
thought to be associated with premature death
and a contributing factor to disease and related
problems which, without the overweight, might
have remained latent. According to actual phys-
ical skinfold measurements, about 13 percent of
the men and 23 percent of the women aged 20-
74 were obese. About twice as many people
rated themselves as overweight when asked. It
appears that one’s perception of being over-
weight is at least partly subjective and cosmetic.

Of those adults 17 years and over who rated
themselves as overweight, almost two-thirds (64
percent) were trying to lose weight and 21 per-
cent were trying not to gain. Young people who
think they are overweight are more likely than
older people to be trying to lose weight, and
women are more likely than men. However;
older overweight people are more likely than
younger ones to be trying to lose because of a
physician’s advice.

Of those who were trying to lose weight, the
majority were relying on diet and a substantial
group were relying on a combination of diet
and exercise. Very few (3 percent) were using
medication to lose weight. Medication is very
rarely reported for men and, even among young
women, only 4 percent were using it as a means
of losing weight.

Regular exercise is generally regarded as con-
tributing to the maintenance of good health
unless a preexisting condition makes it inad-
visable. In 1975 almost half (48.6 percent) of
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the noninstitutionalized adults in the civilian
population exercised regularly. Even among
elderly people, 42.3 percent of those not in nurs-
ing homes or other institutions exercised.

The most frequently reported form of exer-
cise was walking. It is especially common among
the elderly, who are less likely to engage in other
forms of exercise than younger people. Men,
especially young men, were more likely than
young women to have several forms of exercise.
Jogging and weight lifting were much more
frequently reported for men than for women,
while the proportions bicycling and/or doing
calisthenics were approximately the same.

Steady exercise which requires real effort is
the recommendation for maintaining the cardio-
vascular system. Whether that level of exercise
is being attained cannot be judged on the basis
of these data.

One of the health care measures recom-
mended to help prevent early childhood morbid-
ity and mortality is early prenatal care. The
proportion of births to mothers who received
care before the end of the third month of preg-
nancy increased from 68 percent in 1970 to 72
percent in 1975. The proportion who received
no care before the seventh month decreased
from 8 to 6 percent.

Relatively little change occurred in prenatal
care for white women. The majority were receiv-
ing care before the end of the third month in
both 1970 and 1975 (72 and 76 percent, respec-
tively) . Less than half of the black women were
receiving care before the end of the third month
in 1970 (44 percent), but in 1975 over half
(56 percent) were receiving early care.

Even in 1975, the women whose babies were
most at risk of infant death, the youngest and
the oldest, were the least likely to receive early
care and the most likely to receive either no care
or care only after the beginning of the seventh
month.

In general, immunization levels in 1975 were
not as high as one might wish. More young chil-
dren were reportedly immunized against rubella
in 1975 than in 1970 but levels for diphtheria,
pertussis, tetanus (DPT), and polio were cer-
tainly no higher. Although these are no longer
the dread diseases of a quarter of a century ago,
they have not been eradicated, and high levels
of immunization need to be maintained.

Having a continuing source of medical care



where the individual is known and followup to
problems or potential problems can be provided
is usually regarded as desirable.

Foux-fifths of the civilian noninstitutionalized
population are reported to have a usual place of
medical care. Even higher proportions of chil-
dren under 15 years and adults 65 years and over
have a place where they usually go for care.
Young adults, especially young men, are less
likely than other groups to have a usual place
for care. Probably many of them have not felt
a need for medical care and have never looked
for a provider.

The most common wusual place for medical
care in 1974 was a physician’s office or group
practice. Seventy percent of the people relied on
these sources of care, with higher proportions
for higher income people and for children. Only
4 percent relied on a hospital outpatient clinic
as the usual source of medical care, although
the proportions were higher for blacks and other
racial minorities (12 percent) and for the popu-
lation with family income under $5,000 (7 per-
cent) .

About 10 percent of the people reportedly
had difficulty in obtaining medical care when
they sought it. It is not known whether the ef-
forts over the past decade to make care available
to all those who seek it has made this proportion
lower than it was before. Women in the child-
bearing ages were more likely to report barriers
to care than any other age-sex group. Low-in-
come people (under $5,000 family income) were
more likely than people in other income groups
to report barriers to medical care.

For the 21.6 million people with reported
barriers to medical care, the most common prob-
lem was difficulty getting an appointment. This
was primarily a problem for those aged 15-44,
the age group least likely to have a usual place
for care. Only 9 percent of the elderly had re-
ported barriers to care; they cited transportation
difficulties as well as trouble getting an appoint-
ment. Low-income people generally cited cost
as well as trouble getting an appointment if any
barriers to care were reported.

Cost was reported as a barrier to receiving
needed care for only 2.5 percent of the civilian
noninstitutionalized population. Availability
(i.e., trouble getting an appointment, doctor
not available when needed, and office hours not
convenient) appeared to be the major problem.

The determinants discussed so far are factors
which can be modified to some degree if society
or the individual judges the change worth mak-
ing. Air pollution can be reduced. Many adults
including elderly ones, do manage to exercise
regularly. People can quit smoking, and many
overweight people can control their weight.
Medical care can be made available to people
if they need it and seek it. Reduction in air
pollution and in the proportion of adults smok-
ing, and increases in the proportion of pregnant
women obtaining prenatal care are examples of
changes which are documented in this report.

There are also factors known to be associated
with high death rates which are not so amenable
to change. For example, extremes of tempera-
ture are associated with unusually high death
rates from coronary heart disease and from stroke.
Death rates from motor vehicle accidents are

" much higher on holidays than on regular days.

On New Year’s Day death rates from motor
vehicle accidents are almost twice as high as the
average, and homicides are more than twice as
high on both New Year’s Day and Christmas
Day. Death rates from motor vehicle accidents
and homicides are higher on Saturdays and Sun-
days than on other days of the week.

‘We cannot control weather or holidays, or the
days of the week. We can, however, be aware
that deaths are more liable to occur under cer-
tain conditions and, if possible, take precau-
tions to prevent them. Air conditioning can
modify the effect of extremely high temperature
for those at high risk of deaths from heart dis-
ease or stroke if people have air conditioning
available and remain inside. On holidays, people
can stay off the highways and speed limits can
be rigidly enforced. Thus the effects of even
these determinants can be modified to some ex-
tent.
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Table 31. Consumer products with the highest product hazard index scores? listed in rank order, according to age of
person injured: Contiguous United States, July 1, 1975-June 30, 1976

(Data are based on reporting by a sample of hospital emergency rooms)

Rank All ages " Under 15 years 15 years and over
Product category?
1 Bicycles and bicycle equipment, in- | Bicycles and bicycle equipment, in- | Stairs (including folding stairs),

10

11

12

13

14

15
16

17
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cluding add-on features (baskets,
horns, nonstandard seats, handle-
bars)

Stairs (including folding
steps, ramps, landings

stairs),

Football, activity, related equipment
and apparel

Baseball, activity, related equip-

ment and apparel

Swings, slides, seesaws, and play-
ground equipment

Nonglass tables and unspecified

tables

Swimming, swimming pools, and re-
lated equipment

Beds, including springs, frames,
bunk beds, and unspecified beds
(excluding mattresses or box
springs, water beds, sofa beds,
infant beds, and special beds)

Liquid fuels, kindling, illuminating
(including gasoline, kerosene, light-
er fluid, fuel for chafing dishes and
fondue pots, charcoal starter, etc.)

Nails, carpet tacks and screws,
thumbtacks
Baskethall, activity, and related
equipment

Chairs, sofas, and sofa beds

Bleaches and dyes, cleaning agents,
and caustic compounds

Architectural glass, including glass
doors

Floors and flooring materials

Cooking ranges, ovens, and related
equipment

Power lawnmowers and unspecified
lawnmowers

See footnotes at end of table.

cluding add-on features (baskets,
horns, nonstandard seats, handle-
bars)

Stairs (including folding stairs),
steps, ramps, landings

Swings, slides, seesaws, and play-
ground equipment

Nonglass tables and unspecified
tables

Football, activity, related equipment
and apparel

Swimming, swimming pools, and re-
lated equipment

Baseball, activity, related equipment
and apparel

Beds, including springs, frames,
bunk beds, and unspecified beds
(excluding mattresses or box
springs, water beds, sofa beds,
infant beds, and special beds)

Liguid fuels, kindling, illuminating
(including gasoline, kerosene, light-
er fluid, fuel for chafing dishes and
fondue pots, charcoal starter, etc.)

Nails, carpet tacks and screws,
thumbtacks

Chairs, sofas, and sofa beds

Architectural glass, including glass
doors

Skates, skateboards, and scooters

Bleaches and dyes, cleaning agents,
and caustic compounds

Furnaces and floor furnaces

Charcoal

Desks, storage cabinets, bookshelves,
and magazine racks

steps, ramps, landings

Football, activity, related equipment
and apparel

Baseball, activity, related equipment
and apparel

Bicycles and bicycle equipment, in-
cluding add-on features (baskets,
horns, nonstandard seats, handle-
bars)

Basketball,
equipment

activity, and related

Cooking ranges, ovens, and related
equipment

Liquid fuels, kindling, illuminating
(including gasoline, kerosene, light-
er fluid, fuel for chafing dishes and
fondue pots, charcoal starter, etc.)

Home workshop powersaws and un-
specified saws

Floors and flooring materials

Ladders and stools (excluding chain
ladders)

Power lawnmowers and unspecified
lawnmowers

Nails, carpet tacks and screws,
thumbtacks

Bleaches and dyes, cleaning agents,
and caustic compounds

Batteries, all kinds

Chairs, sofas, and sofa beds

Architectural glass, including glass
doors

Bathtubs, nonglass shower enclo-
sures, and shower structures other
than doors and panels



Table 31. Consumer products with the highest product hazard index scores? listed in rank order, according to age of
person injured: Contiguous United States, July 1, 1975-June 30, 1976—Continued

(Data are based on reporting by a sample of hospital emergency rooms)

Rank All ages ” Under 15 years 15 years and over
Product category?
18 Skates, skateboards, and scooters Nonelectric fences and unspecified | Household chemical products other

19

20

Furnaces and floor furnaces

Bathtubs, nonglass shower enclo-
sures and shower structures other

than doors and panels

fences

Basketball, and related

equipment

activity,

Floors and flooring materials

than bleaches and dyes, cleaning
agents, caustic compounds, paints,
solvents and lubricants, waxes, and
polishes (e.g., fumigants, adhesives,
photographic chemicals, carbon
tetrachloride, acid, chemical de-
odorizer)

Beds, including springs, frames,
bunk beds, and unspecified beds
(excluding mattresses or box
springs, water beds, sofa beds, in-
fant beds, and special beds)

Matches

1Based on a frequency severity index (FS!) computed by the Consumer Product Safety Commission. The FSI is
derived from the estimated number of injuries treated in emergency rooms for a product category and the mean severity
of those injuries.
2 Excluded are products either not under Consumer Product Safety Commission jurisdiction or under questionable
or shared jurisdiction, and products lacking in sufficient specificity to be meaningful.

NOTE: Data obtained through the National Electronic Injury Surveillance System.

SOURCE: U.S. Consumer Product Safety Commission: Annual Report, Fiscal Year 1976. Washington. U.S. Govern-
ment Printing Office, Oct. 1976.
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Table 32. Air pollution, according to source and type of pollutant: United States, 1970-75
(Data are based on reporting by air quality monitoring stations)

Source
Type of pollutant and year Al Trans. | Stalionay | ygustrial | Solid | Miscel-
sources portation combustion processes waste laneous
Particulate matter Emissions in 10 6 tons/year
1970 26.8 13 9.7 136 1.2 1.0
1971 249 13 8.8 12.8 0.9 11
1972 234 1.3 81 123 0.8 0.9
1973 219 13 75 117 0.7 0.7
1974 20.3 13 7.0 10.6 0.6 0.8
1975 18.0 13 6.6 8.7 0.6 0.8
Sulfur oxides
1970 342 0.7 26.6 6.7 0.1 0.1
1971 323 0.7 25.2 6.2 0.1 0.1
1972 36.7 0.7 28.9 6.9 0.1 0.1
1973 35.6 0.7 28.0 6.7 0.1 01
1974 34.1 0.8 26.8 6.3 0.1 01
1975 329 0.8 263 57 0.0 0.1
Nitrogen oxides
1970 226 9.3 12.3 0.6 0.3 0.1
1971 234 9.8 125 0.6 0.3 0.2
1972 245 10.4 131 0.7 0.2 0.1
1973 25.6 10.9 13.7 0.7 0.2 0.1
1974 249 10.6 133 0.7 0.2 01
1975 242 10.7 124 0.7 0.2 0.2
Hydrocarbons
1970 339 14.1 1.6 36 19 127
1971 333 13.7 17 35 15 129
1972 34.1 140 17 338 1.2 134
1973 340 13.7 1.7 37 11 138
1974 329 125 17 37 1.0 14.0
1975 30.9 11.7 14 35 0.9 134
Carbon monoxide

1970 113.7 838.0 15 115 6.8 59
1971 1137 885 14 11.2 52 74
1972 115.8 935 14 11.2 44 5.3
1973 1115 90.3 1.4 11.5 4.0 43
1974 103.3 82.1 14 11.0 35 5.3
1975 96.2 774 1.2 9.4 33 49

SOURCE: United States Environmental Protection Agency: National Air Quality Emissions Trends Report, 1975.
EPA-450/1-76-002. Research Triangle Park, N.C., Nov. 1976.
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Table 33. Current cigarette smoking among persons 12-18 years of age, according to sex and age: United States, selected
years 1968-74

(Data are based on telephone interviews of samples of the noninstitutionalized population resident in private households
with telephones)

Sex and age 1968 1970 1972 T 1974
Male Percent in age group who are current cigarette smokers

All ages 12-18 years 14.7 18.5 157 158

12-14 years 29 5.7 46 42
15-16 years 17.0 195 178 18.1
17-18 years 30.2 373 30.2 310

Female

All ages 12-18 years 8.4 119 133 153

12-14 years 0.6 3.0 28 419
15-16 years 9.6 144 163 20.2
17-18 years 18.6 22.8 253 259

NOTE: A current smoker is a person who has smoked at least 100 cigarettes and who now smokes cigarettes on a
regular basis at least weekly.

SOURCES: Regional Medical Programs Services, National Clearinghouse for Smoking and Health: Teenage Smoking,
National Patterns of Cigarette Smoking Ages 12 Through 18, in 1968 and 1970, DHEW Pub. No. (HSM) 72-7508, Health
Services and Mental Health Administration, Rockville, Md.; National Institutes of Health: Teenage Smoking, National
Patterns of Cigarette Smoking, Ages 12 Through 18, in 1972 and 1974, DHEW Pub. No. (NIH) 76-931, Public Health Service,
Bethesda, Md.
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Table 34. Smoking status of persons 21 years of age and over, according to sex and age: United States, 1975
(Data are based on telephone interviews of a sample of the noninstitutionalized population resident in private households)

Smoking status
Sex and age All
statuses Never Former Current

Male Percent distribution
All ages 21 years and over 100.0 315 29.2 39.3
2124 YEATS e et e 100.0 427 16.0 413
25-34 years 100.0 336 225 439
35-44 years 100.0 27.0 25.8 47.1
45-54 years . 100.0 229 36.0 41.1
55-64 years 100.0 21.6 38.8 337
65 years and over . 100.0 39.6 36.2 24.2

Female

All ages 21 years and over _. 100.0 56.6 145 289
21-24 years ... . 100.0 56.1 9.9 340
2534 YOArs .o e 100.0 48.1 16.5 354
35-44 years 100.0 459 17.7 36.4
45-54 years 100.0 51.8 155 32.8
55-64 years 100.0 59.0 150 259
65 years and over ... 100.0 79.1 10.7 10.2

NOTE: Smoking status is defined as: Never—never having smoked as many as 100 cigarettes; former—having smoked
at least 100 cigarettes but not smoking cigarettes now; current—having smoked at least 100 cigarettes and smoking ciga-
rettes now.

SOURCE: Center for Disease Contro! and National Institutes of Health: Adult Use of Tobacco, 1975. Public Health
Service. Atlanta, Ga., June 1976.

Table 35. Smoking status of persons 21 years of age and over, according to sex and family income: United States, 1975
(Data are based on telephone interviews of a sample of the noninstitutionalized population resident in private households)

Smoking status
Sex and family income All
statuses Never Former Current
Male Percent distribution
All incomes1 _ 100.0 315 29.2 393
Less than $3,000 100.0 36.6 223 41.1
$3,000-$4,999 100.0 31.8 245 43.8
$5,000-$7,499 100.0 378 21.1 411
$7,500-$9,999 100.0 27.9 25.8 464
$10,000-$14,999 100.0 316 30.1 383
$15,000-$19,999 100.0 28.8 31.0 40.3
$20,000 or more 100.0 30.7 343 350
Female
All incomes! 100.0 56.6 145 289
Less than $3,000 100.0 67.4 89 237
$3,000-$4,999 100.0 64.6 9.1 26.3
$5,000-$7,499 100.0 56.4 16.7 27.0
$7,500-$9,999 ____ 100.0 56.3 12.7 311
$10,000-$14,999 ___. 100.0 52.7 17.3 301
$15,000-$19,999 100.0 50.2 16.5 333
$20,000 or more 100.0 45.0 21.0 339

T Includes unknown family income.

NOTE: Smoking status is defined as: Never—never having smoked as many as 100 cigarettes; former—having
smoked at least 100 cigarettes but not smoking cigarettes now; current—having smoked at least 100 cigarettes and smok-
ing cigarettes now.

SOURCE: Center for Disease Control and National Institutes of Health: Adult Use of Tobacco, 1975. Public Health
Service. Atlanta, Ga., June 1976.
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Table .36. Current cigarette smoking among persons 21 years of age and over, according to sex and age United States,

1964-66, 1970, and 1975

(Data are based on household interviews and telephone interviews of samples of the noninstitutionalized populatlon

resident in private households)

Sex and age 1964-66 1970 1975
Percent in age group who are
Male current cigarette smokers
) All ages 21 years and over 524 42.2 393
21-24 years 64.3 49.8 413
25-34 years 59.9 46.7 439
35-44 years 59.9 486 471
45-54 years 535 431 411
55-64 years 49.2 374 337
65 years and over 28.8 228 242
Female
All ages 21 years and over 325 305 28.9
21-24 years 452 323 340
25-34 years 426 403 354
35-44 years 39.9 38.8 36.4
45-54 years 399 361 3238
55-64 years 20.5 242 259
65 years and over 7.7 10.2 102

NOTE: A current smoker is a person who has smoked at least 100 cigarettes and who_now smokes cigarettes on a

regular basis at least weekly.

SOURCES: National Clearinghouse for Smoking and Health, Center for Disease Control: Adult Use of Tobacco,
1970, DHEW Pub. No. (HSM) 73-8727, Health Services and Mental Health Administration, Atlanta, Ga., June 1973; Center
for Disease Control and National Institutes of Health: Adult Use of Tobacco, 1975, Public Health Servnce, Atlanta, Ga.,,

June 1976.
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Table 37. Selected measures of health, according to sex, age, and smoking status: United States, 1974
(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

Disability Reported conditions mlejéli::lglaggpvi?;s
. Number

. Percent with . Number of Percent Percent

Sex, age, and smoking status Rzittrixvcitted- B Work-loss chronic reporting acute with with
d g y ed days days per dition(s) physician irat fi
days per person y condition(s diagnosis of respiratory | five or morefone or more
per person per year person causing heart trouble conditions | physician | hospital
per year peryear1} limitation per 1,000 per 100 visits in |episodes in
of activity perS(’)n S persons 2 past year | pastyear
Both sexes
All ages 17 years and over ... 19.8 75 46 18.6 89.5 750 24.8 13.1
Never smoked 19.3 75 40 18.9 94.3 726 26.1 127
Former smoker 218 73 47 22.4 129.2 72.2 270 14.4
Current smoker 202 7.3 53 173 778 84.0 23.7 135
17-44 years 134 54 44 88 42.2 95.7 220 123
Never smoked 11.8 49 37 8.0 413 94.2 22.3 12.0
Former smoker 138 49 41 9.4 47.4 90.5 234 11.7
Current smoker 154 6.1 5.5 9.8 48.3 105.6 23.0 13.8
45-64 years 233 8.1 5.2 237 111.1 526 255 129
Never smoked — 228 84 50 223 99.0 590 27.2 121
Former smoker 215 6.5 53 24.7 149.0 54.3 264 151
Current smoker 259 8.6 52 26.2 115.7 503 243 123
65 years and over 378 139 * 45.8 2293 410 34.2 165
Never smoked 35.4 13.3 * 4.7 2333 310 34.9 15.3
Former smoker 418 14.6 * 49.2 2848 66.0 371 19.7
Current smoker . 38.7 118 * 46.3 1788 36.1 27.0 16.5
Male

All ages 17 yearsand over .. 17.1 6.1 45 18.7 89.0 68.4 179 10.2
Never smoked 136 51 34 173 838 743 173 83
Former smoker 20.3 6.1 5.0 235 1378 62.3 229 128
Current smoker 18.8 6.7 5.1 18.7 81.7 74.1 169 105
17-44 years 113 4.2 42 9.0 383 86.3 134 70
Never smoked 8.0 29 30 84 36.3 90.9 13.1 53
Former smoker 111 3.6 42 8.8 46.5 78.6 16.1 8.0
Current smoker 146 53 5.5 10.0 454 95.3 141 86

See footnotes at end of table.




Table 37. Selected measures of health, according to sex, age, and smoking status: United States, 1974—Continued

!

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

I o, Utilization of
Disability Reported conditions medical services
. Number

Iy Percent with ; Number of Percent Percent

Sex, age, and smoking status R:‘?t'}'vc;f‘;d Bed days Work-loss chronic ;?,‘;,gﬁ'igﬁ acute with with
days per person days per | condition(s) diagnosis of respiratory | five or morejonhe or more
per person per year person | causing heart trouble conditions | physician | hospital
per year1 limitation per 100 visits in | episodes in
per year of activit per 1,000 ersons 2 t year ast year
y persons persons pasty pasty!
Male—Continued
45-64 years 20.4 65 50 23.7 1203 448 213 13.1
Never smoked 19.7 65 4.4 20,0 100.1 59.5 208 125
Former smoker 20.2 51 5.5 238 152.1 46.2 24.1 145
Current smoker 232 80 45 278 1299 413 207 124
65 years and over 355 139 * 51.0 2449 434 30.2 174
Never smoked 289 124 * 51.4 264.8 235 304 14.9
Former smoker 38.2 132 * 50.9 284.6 62.4 335 185
Current smoker 363 129 * 525 186.1 310 24.8 19.0
Female

All ages 17 years and over ... 22.2 8.7 48 18.4 90.0 80.9 30.8 15.7
Never smoked 219 84 45 19.7 99.0 719 300 14.7
Former smoker 245 9.3 39 20.6 1137 90.2 345 17.5
Current smoker 218 79 56 15.8 735 95.0 313 16.9
17-44 years 15.2 6.6 4.6 8.6 459 104.3 29.9 17.2
Never smoked 140 6.1 43 7.8 44.2 96.0 27.6 159
Former smoker 17.5 6.8 * 10.2 48.7 107.0 335 16.8
Current smoker 16.3 6.9 53 9.5 51.4 117.0 329 195
45-64 years 25.8 96 56 238 102.7 59.7 29.2 128
Never smoked 238 91 5.4 23.1 98.5 58.8 294 120
Former smoker 24.3 9.4 * 265 142.5 71.0 311 16.2
Current smoker 29.0 9.3 6.5 24.4 100.2 60.1 28.3 123
65 years and over 394 139 * 421 218.2 393 370 158
Never smoked 373 136 * 42,6 2238 33.2 36.3 154
Former smoker 51.7 184 * 446 2854 76.1 46.8 23.1
Current smoker 423 * * 374 167.5 434 30.1 129

g61

1Currently employed persons only. .
2 Number can exceed 100.-because more than one condition may be reported per person.

NOTE: Smoking status is defined as: Never—never having smoked as many as 100 cigareites; former—having smoked at least 100 cigarettes but not
smoking cigarettes now; current—having smoked at least 100 cigarettes and smoking cigarettes now.

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



Table 38. Death rates for persons 35-84 years of age, according to age, sex, and smoking status: United States, 1966-68
(Data are based on questionnaires mailed to relatives of a sample of decedents)

Age-ad-
justed
Sex and smoking deatn e | 3544 45-54 55-64 65-74 75-84
status ! g opul a’Ei on years years years years years
35-84 years
of age 2
Male Death rate per 100,000 population
Total 1,973.7 4123 990.7 2,422.9 5,066.4 10,491.1
Ever smoked 2,220.6 462.6 1,106.2 2,657.2 5,893.8 11,647.7
Current smoker ... .. 2,516.4 5234 1,243.4 2,959.8 6,704.6 13,442.7
Ex-smoker 1,736.8 256.9 707.7 2,050.8 4,940.0 10,230.4
Never smoked 14821 2493 628.3 1,767.5 3,794.8 9,417.8
Female
Total 11215 239.0 527.5 1,099.9 2,868.6 7,478.3
Ever smoked 1,746.4 298.6 678.2 1,590.6 4,261.1 14,354.7
Current smoker .o 1,692.8 294.6 665.3 1,520.7 4,267.8 13,5326
Ex-smoker 1,887.4 320.2 7450 1,846.4 4,245.0 15,867.4
Never smoked 956.7 178.3 400.2 856.4 2,579.0 6,933.5

1“Ever smoked” means a lifetime history of having smoked 100 or more cigarettes. Ex-smokers are distinguished
from current smokers by having quit cigarette smoking for at least 1 year.

2 Age-adjusted by the direct method on the age distribution of the total population of the United States ages 35-
84 as enumerated in the 1940 census.

SOURCE: Godley, F., and Kruegel, D. L.: Cigarette Smoking and Differential Mortality: New Estimates from Repre-
sentative National Samples. Paper presented at the annual meeting of the Population Association of America, Seattle,
Apr. 1975.
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Table 39. Self-assessed drinking levels of junior and senior high school students, according to selected characteristics:
United States, spring 1974

{Data are based on questionnaires administered in a sample of classrooms)

Drinking level

Characteristic
All levels " Abstainer | Infrequent Light Moderate Mo}?ei:'\?;el Heavy
Percent distribution
Total 1000 273 16.3 16.6 155 137 106
Sex
Male 100.0 23.2 13.7 156 164 16.0 15.1
Female 100.0 311 188 176 146 115 63
Race/ethnicity
White 100.0 24.8 166 17.0 16.4 146 107
Black 100.0 409 176 14.8 114 9.5 57
Spanish American 100.0 316 14.7 18.1 13.0 118 109
American Indian 100.0 27.1 15.2 14.0 156 116 165
Oriental 100.0 * 345 93 215 164 48 135
Age
Under 14 years 100.0 378 236 14.4 127 73 43
14 years 100.0 27.8 18.8 166 154 117 9.7
15 years 100.0 24.7 14.1 174 16.2 16.0 115
16 years 1000 . 226 112 17.1 173 174 145
17 years 100.0 17.2 114 20.3 175 19.0 146
18 years and over 100.0 205 6.9 15.1 16,5 20.8 202
Parent's occupation 1
Professional __. 100.0 259 16.2 16.7 16.4 151 9.8
Manager, owner, or administrator ______ 100.0 238 17.9 173 169 137 105
Office worker or clerical e .. 100.0 221 16.7 196 15.7 14.8 110
Skilled worker 100.0 280 17.1 175 146 130 9.9
Farmer 100.0 35.7 145 15.1 7.6 16.7 10.4
Semiskilled worker 100.0 305 147 13.9 15.7 14.0 111
Region of residence
Northeast 100.0 22.6 19.2 175 17.1 13.6 10.1
North Central 100.0 245 17.1 169 156 143 116
South 1000 |} 351 145 151 138 129 8.7
West 100.0 24.7 144 178 16.0 143 128
Locatfon of residence
Metropolitan area 100.0 251 175 178 159 134 103
Nonmetropolitan area .. __ 100.0 82 15.2 15.6 15.1 140 10.9

NOTE: Drinking level is defined by the frequency and amount of alcohol consumed. Abstainers do not drink or
drink less than once a year. Heavy drinkers drink at least once a week and consume 5 or more drinks per typical drink-
ing occasion. The intermediate categories are defined by a combmatlon of frequency of drinking and amount of alcohol

consumed per typical drinking occasion.

SOURCE: Rachal, J. V,, et al.: A National Study of Adolescent Drinking Behavior, Attitudes and Correlates. Research
Triangle Park, N.C. Research Trlangle Institute, Apr. 1975.

231501 O - 77 - 14
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Table 40. Self-assessed drinking levels of junior and senior high schoo! students, according to marijuana use, use of
hard drugs, and school grades: United States, spring 1974
(Data are based on questionnaires administered in a sample of classrooms)
Kind of Percent Drinking level
drug use distribution
and for each All : Infre- : Moderate/
school grades category levels Abstainer quent Light Moderate heavy Heavy
Percent distribution
Total ... _ 100.0 100.0 273 16.3 16.6 155 13.7 106
DRUG USE IN PAST
6 MONTHS
Marijuana
None 71.0 100.0 377 195 17.2 134 1.7 46
lor2times o . 6.9 100.0 84 9.7 19.7 24.1 220 16.0
3or more times .. . 22.1 100.0 32 37 118 21.2 29.7 305
Hard drugs
None 96.4 100.0 28.8 15.7 16.6 159 13.1 9.9
lor2times e 16 1000 30 3.6 7.1 15.2 325 386
3 or more times ... 20 100.0 53 41 6.1 135 238 471
SCHOOL GRADES
A's 10.2 100.0 373 205 19.1 11.8 7.7 36
Asand B's e 246 100.0 295 199 17.1 16.2 11.6 5.7
B's 16.3 100.0 259 15.6 20.2 16.1 12.8 9.5
B'sandC's ... 285 100.0 258 15.5 15.8 16.8 14.3 11.8
C's 113 100.0 234 13.0 13.0 14.3 19.0 174
Csand D's .. .. 76 100.0 229 118 16.0 132 17.7 18.5
DsandF's oo 16 100.0 24.5 8.6 8.0 175 205 209

NOTE: Drinking level is defined by the frequency and amount of alcohol consumed. Abstainers do not drink or drink
less than once a year. Heavy drinkers drink at least once a week and consume 5 or more drinks per typical drinking occa-
sion. The intermediate categories are defined by a combination of frequency of drinking and amount of alcohol consumed
per typical drinking occasion.

SOURCE: Rachal, J. V., et al.: A National Study of Adolescent Drinking Behavior, Attitudes and Correlates. Research
Triangle Park, N.C. Research Triangle Institute, Apr. 1975.
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-Table 41. Consumption of alcohol by persons 18 years of age and over, according to selected. characteristics: United
States, January 1975

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

Drinking level
. Drinkers, average daily consumption
. s Abstainers Infrequent
Characteristic All or less than drinkers of absolute alcohol:
levels 1 drink (1-6 drinks | 0,100 0z. | 0.101- | 0.201- | 0551 oz.
per year per year) or less | 0.200 oz.|0.550 oz.| or more
Percent distribution .
Total 00 | 34 10 21 7 11 16
Sex
Male 100 25 8 18 7 14 25
Female 100 43 11 25 6 8 7
Race

White 100 33 10 22 7 11 16
Black 100 47 10 19 3 7 9

Family income
Less than $5,000 100 53 10 16 3 5 11
$5,000-$9,999 100 39 11 15 4 11 16
$10,000-$14,999 100 28 10 25 9 12 15
$15,000 or more 100 16 8 27 10 16 21

Marita! status
Single - 100 19 11 22 8 13 28
Married 100 33 9 22 8 11 15
Separated, divorced, or widowed _____. 100 51 11 19 2 6 g

Education

Less than high school graduate ___.__ 100 50 9 16 3 6 i3
High school graduate 100 27 10 23 8 13 18
Some college 100 22 13 26 . 8 12 18
College graduate 100 21 6 28 11 16 16

SOURCE: Calculated from tables in: Rappeport, M, Labaw, P, and Williams, J.: The Public Evaluates the NIAAA
Public Education Campaign; A Study for the U.S. Department of Health Education, and Welfare, Vols. l and Il. Prince-
. ton. Opinion Research Corporation, July 1975.
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Table 42. Selected characteristics of problem drinkers and of the general population 18 years of age and over, according
to sex: United States, 1972-74

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

Male Female
Characteristic General Problem1 General Problem1
population | drinkers | population | drinkers
Percent of population with specified characteristic
Abstainer 2 26 44
Marital status:
Single 20 37 10 17
Separated or divorced3 5 17 7 12
Black or Spanish American 12 17 12 14
Living in South 28 18 28 17
Unemployed 4 4 12 13 30
Blue-cotlar occupation 60 54 56 29
Past family drinking5 32 54 33 46
Present household drinking¢ 12 32 17 63
Other specified measure
Daily consumption of absolute alcohol in oz. 0.9 44 04 5.0
Median age in years 43 33 39 40
Median annual household income $10,000 $10,500 $9,250 $10,000
Median education in years 115 11.8 118 120

1A subgroup of the general population defined by the daily consumption of more than 15 ounces of absolute
alcohol and above the median on the index of problem drinking.

2Drink once a year or less.

3 Base = ever-married population.

4 Base = labor force population. For females, heads of household only.

5 While growing up, member of immediate family was a frequent or heavy drinker.

é Another member of present househoid is a frequent or heavy drinker.

SOURCE: Armor, D. J., Polich, J. M,, and Stambul, H. B.: Alcoholism and Treatment. Rand Corporation, June 1974,
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Table 43. Obesity among persons aged 20-74 years based on triceps skinfold measurements, according to sex and age:

United States, 1971-74

(Data are based on physical examinations of a sample of the civilian noninstitutionalized population)

Sex and age Percent of population classified as obese!

Male

All ages 20-74 years 130

20-44 years 140

45-74 years 118
Female

All ages 20-74 years 22.7

20-44 years 19.1

45-74 years 26.9

1 Obesity is defined as falling above the sex-specific 85th-percentile measurements for ages 20-29 years.
SOURCE: Division of Health Examination Statistics, National Center for Health Statistics: Data from the Health and

Nutrition Examination Survey.

Table 44. Self-assessed weight status among persons 17 years of age and over, according to sex and age: United States, 1974
(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

Self-assessed weigh’é status

Sex and age Total || Under- | About | Over- No
ota weight | right | weight | rating
Male Percent distribution

All ages 17 years and over 100.0 9.6 51.0 305 8.9

17-44 years 100.0 108 509 28.1 10.2
45-64 years 100.0 6.2 499 379 89
65 years and over 100.0 121 60.7 238 33

Female

All ages 17 years and over 100.0 6.2 419 489 31

17-44 years 100.0 6.0 425 484 31
45-64 years 100.0 4.6 36.0 56.1 33
65 years and over 100.0 9.6 511 36.9 24

SOURCE: Division of Health Interview Statistics, National Center for Health Statistiés: Data from the Health Inter-

view Survey.
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Table 45. Weight control among persons 17 years of age and over who assess themselves as overweight, according to age
and sex: United States, 1974

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

All ages
Sex and weight control 17 years || 144 4564 65 years
and over years years and over

Both sexes Number in thousands

Persons overweight ... . 58,063 1 31,193 | 20,341 | 6,529
Percent distribution

Total . 100.0 100.0 100.0 100.0

Trying to lose 63.6 66.5 62.1 54.4

On physician’s advice 232 18.0 283 318

Trying not to gain 20.5 19.2 218 224

On physician’s advice . 41 27 53 6.4

All other! 159 143 16.1 23.1
Male Number in thousands

Persons overweight 20,724 Il 10937 | 7745 | 2042
Percent distribution

Total 100.0 " 100.0 | 100.0 | 100.0

Trying to lose 55.4 55.6 55.7 532

On physician's advice e e 180 11.0 249 298

Trying not to gain 22.7 22.7 235 198

On physician’s advice 43 26 6.2 6.3

All other! 219 21.7 20.8 26.9
Eemale Number in thousands

Persons overweight ..o 37339 Il 20,256 | 12596 | 4,487
Percent distribution

Total 100.0 100.0 100.0 1000

Trying to lose 68.2 724 66.0 55.0

On physician’s advice 26.0 218 30.4 328

Trying not to gain 19.2 17.3 20.8 236

On physician’s advice 3.9 28 438 6.4

All other1 126 10.3 13.2 214

Tncludes overweight persons not trying to control their weight and persons of unknown weight control status.

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Inter-
view Survey.
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Table 46. Method of weight control of persons 17 years of age and over who assess themselves as overweight and are trying
to lose weight, according to age and sex: United States, 1974

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

Al ages
. 1744 45-64 65 years
Sex and method of weight control alzdyi?; years years and over
Both sexes Number in thousands
" Overweight persons trying to lose weight 36935 || 20752 | 12630 | 3553
Percent distribution
Total 100.0 100.0 100.0 100.0
With medication 28 33 23 *
Without medication 93.4 928 939 94.7
Diet 574 493 664 73.0
Exercise 45 6.0 25 25
Diet and exercise 315 375 25.1 19.2
Other and unknown 38 38 38 38
Male Number in thousands
Overweight persons trying to lose weight 11,482 1 6,078 | 4316 | 1,087
Percent distribution
Total 100.0 ” 100.0 | 100.0 | 100.0
With medication 14 14 * *
Without medication 94.8 94.4 95.3 95.3
Diet 531 431 63.7 67.2
Exercise 78 112 3.7 *
Diet and exercise 339 401 278 231
Other and unknown 38 42 3.2 *
Female Number in thousands
Overweight persons trying to lose weight 25453 11 14,673 | 8314 | 2,466
Percent distribution
Total 1000 100.0 100.0 100.0
With medication 34 41 27 *
Without medication 92.8 922 933 944
Diet 59.4 51.9 67.8 756
Exercise 30 39 19 *
Diet and exercise 304 36.5 236 175
Other and unknown 38 36 41 4.1

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

view Survey.
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Table 47. Persons exercising regularly and type of exercise, according to sex and age: United States, 1975
{Data are based on household interviews of a sample of the civilian noninstitutionalized population)

Civilian .
noninstitu-| Percent Type of exercise
tionalized | exercis-
Sex and age population|ing regu-| Ride | Do calis- Lift . All
in larly1 | bicycle| thenics | 408 | weights | Swim | Walk other
thousands
Both sexes Percent of population engaging in specific type of exercise
All ages 20 years
and over ... 135,655 48.6 10.9 135 48 34 118 338 6.8
20-44 years 71,084 53.7 16.1 17.3 7.3 5.4 16.9 338 69
45-64 years 43,145 434 6.5 10.8 2.7 15 8.0 329 6.5
65 years and over ... ... 21,426 423 2.9 6.1 12 * 28 35.7 6.9
Male
All ages 20 years
and over ... 63,665 48.5 10.8 13.5 7.2 6.3 133 325 64
20-44 years 34,268 52.7 14.9 175 106 101 18.8 314 6.2
4564 years ... e 20,567 42.0 6.7 101 38 2.6 8.1 314 5.9
65 years and over ... _. ... 8,830 473 43 5.9 2.1 * 41 39.4 8.1
Female
All ages 20 years
and over ... 71,990 48.7 11.1 135 2.7 0.8 105 350 7.1
20-44 years 36,816 54.6 17.2 17.1 41 11 15.0 36.0 75
45-64 years ... 22,579 44.6 6.4 11.4 16 * 7.8 342 71
65 years and over ... 12,595 38.7 1.8 6.3 * * 19 330 6.0

1 Regular exercise is defined as any exercise on a weekly basis.
NOTE: More than one type of exercise can be reported per person.

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Provisional data from the
Health Interview Survey.
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Table 48. Live births by month of pregnancy during which prenatal care began according to race: United States, reporting
areas, 1970-75

(Data are based on the National Vital Registration System)

Month of pregnancy prenatal care began
Race and year 18001 3q | ath | 5h | 6th | 7th | s | o | NO
Total mggth month | month | month:| month | month | month | month prigﬁ;cal
All races1 Percent distribution
1970 100.0 412 26.7 121 73 48 34 20 0.8 17
1971 100.0 414 27.2 12.2 7.2 4.7 31 18 0.7 16
1972 100.0 424 27.0 12.0 7.1 45 3.0 17 0.7 16
1973 100.0 438 270 11.6 6.8 4.2 28 17 0.7 15
1974 1000 449 27.2 114 6.4 3.9 26 16 0.6 14
1975 100.0 455 26.8 114 6.3 39 26 15 0.6 1.3
White
1970 100.0 445 279 113 6.2 39 27 16 0.7 1.2
1971 100.0 44.7 283 113 6.1 38 26 15 06 11
1972 100.0 457 279 111 6.0 37 24 14 06 11
1973 100.0 47.1 278 10.6 5.7 34 23 14 06 11
1974 100.0 480 279 10.4 5.4 32 22 13 05 1.0
1975 100.0 48.5 274 105 5.4 3.2 2.2 13 05 10
Black

1970 100.0 237 20.6 16.2 131 9.8 6.9 3.8 15 44
1971 100.0 24.8 21.8 165 13.0 9.2 6.1 33 12 4.0
1972 100.0 264 226 16.7 125 85 55 3.0 11 3.6
1973 100.0 28.2 232 16.3 11.9 79 50 2.8 12 34
1974 100.0 301 238 16.1 113 73 47 26 11 3.0
1975 100.0 316 242 16.0 10.8 6.9 44 24 10 2.7

1Includes all other races not shown separately.

NOTE: In 1970 and 1971 month of pregnancy prenatal care began was reported by 39 States and the District of Colum-
bia, in 1972 by 40 States and the District of Columbia, and in 1973-75 by 42 States and the District of Columbia. Figures
for 1970 and 1971 based on a 50-percent sample of births; for 1972-75, based on 100 percent of births in selected States and
‘'on a 50-percent sample of births in all other States. )

SOURCE: National Center for Health Statistics: Vital Statistics of the United States, Vol. |, for data years 1970-72,
Washington, U.S. Government Printing Office; for 1973 and 1974, Health Resources Administration, DHEW, Rockville, Md,,
in preparation; and for 1975, Health Resources Administration, DHEW, Rockville, Md., to be published.
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Table 49. Live births by race and age of mother, and percent distribution of live births by month of pregnancy during
which prenatal care began according to race and age of mother: United States, reporting areas, 1975

(Data are based on the National Vital Registration System)

Month of pregnancy prenatal care began!
Number of No
Race and age of mother live births Total || lstor2d 3d athth | Tthoth | o onoe
month month month month care
Percent distribution
All races? oo 3,144,198 100.0 455 26.8 21.6 47 1.3
Under 15 years e 12,642 100.0 14.5 16.4 48.0 16.2 4.9
15-19 years 582,238 100.0 278 255 358 85 23
20-24 years 1,093,676 100.0 45.1 213 20.8 45 13
25-29 years ..... 936,786 100.0 54.3 271 15.0 28 0.8
30-34 years 375,500 100.0 517 27.2 16.9 33 1.0
35-39 years ... 115,409 100.0 43.3 27.0 230 5.0 17
40-44 years 26,319 100.0 349 26.1 286 78 2.7
45-49 years 1,628 100.0 264 231 371 84 5.0
White 2,551,996 100.0 48.5 274 19.1 39 1.0
Under 15 years e 5,073 100.0 15.2 153 46.4 17.7 55
15-19 years 410,129 100.0 30.0 26.7 335 79 1.9
20-24 years 894,676 100.0 48.8 219 185 38 1.0
25-29 years 808,906 100.0 56.3 213 134 23 0.6
30-34 years 318,149 100.0 53.7 275 15.2 28 03
35-39 years 93,266 100.0 451 21.7 213 45 1.4
40-44 years 20,560 100.0 36.8 26.5 26.9 73 2.5
45-49 years 1,237 100.0 281 246 333 85 5.5
Black 511,581 100.0 316 24.2 337 78 27
Under 15 years o 7,315 100.0 141 17.3 49.3 14.9 4.4
15-19 years 161,044 100.0 225 227 41.6 9.9 32
20-24 years 175,915 100.0 335 246 31.8 74 26
25-29 years 100,966 100.0 40.7 25.7 26.2 54 20
30-34 years 43,567 100.0 39.0 25.2 27.8 58 23
35-39 years 17,579 100.0 331 245 32.3 70 31
40-44 years 4,859 100.0 276 241 36.1 9.1 31
4549 years 336 100.0 21.2 184 50.6 71 2.7

11n 1975 month of pregnancy during which prenatal care began was reported for 2,707,551 births by 42 States and the
District of Columbia.

2 Includes all other races not shown separately.

SOURCE: National Center for Health Statistics: Vital Statistics of the United States, 1975, Vol. |. Health Resources-
Administration, DHEW, Rockville, Md. To be published.
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Table 50. Persons with history of rubella vaccine, according to age and color for 1970-75 and age and geographic division
for 1975: United States

(Data are based on household interviews of samples of the civilian noninstitutionalized popuiation)

Col d hic divisi 14 59 10-12
olor, year, and geographic division years years years
COLOR
Total Percent of population with history of rubella vaccine
1970 372 465 295
1971 512 63.2 473
1972 i 56.9 66.8 55.2
1973 55.6 649 541
1974 59.8 68.0 515
1975 619 700 60.9
White
1970 383 474 29.0
1971 518 635 46.7
1972 578 67.4 54.8
1973 57.0 658 540
1974 610 69.0 579
1975 63.9 : 713 611
All other
1970 318 417 320
1971 48.2 61.6 51.2
1972 526 63.7 577
1973 485 59.8 54.2
1974 536 629 55.2
1975 520 633 59.9
GEOGRAPHIC DIVISION, 1975
New England 61.7 60.6 55.7
Middle Atlantic 69.2 753 701
East North Central 64.2 68.8 504
West North Central 638 727 60.3
South Atlantic 60.0 69.9 61.0
East South Central 54.0 66.2 50.4
West South Central 613 74.1 67.7
Mountain 576 69.2 59.2
Pacific 56.8 66.1 545

SQURCE: Center for Disease Control: Data from the U.S. Immunization Surveys.
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Table 51. Persons with history of measles vaccine and/or measles infection, according to age and color for 1970-75 and
age and geographic division for 1975: United States

(Data are baséd on household interviews of samples of the civilian noninstitutionalized population)

) e . 1-4 5-9 10-13
Color, year; and geographic division years years years
COLOR Percent of population with history of measles
Total vaccine and/or measles infection
1970 62.3 79.8 80.9
1971 66.6 81.3 81.6
1972 66.0 81.3 82.1
1973 64.1 79.6 816
1974 66.6 80.8 81.1
1975 .. 67.7 804 80.5
White
1970 64.9 82.1 82.6
1971 67.7 824 83.1
1972 67.1 829 835
1973 66.1 814 83.1
1974 68.6 824 83.2
1975 - 70.0 82.2 82.0
All other
1970 50.0 67.8 70.3
1971 61.3 755 72.7
1972 60.5 730 74.0
1973 54.2 70.1 733
1974 56.3 724 69.4
1975 57.2 712 725
GEOGRAPHIC DIVISION, 1975

New England 70.7 81.2 827
Middle Atlantic 733 813 82.4
East North Central 679 79.1 805
West North Central 67.4 82.8 83.9
South Atlantic 66.7 79.4 794
East South Central 63.6 80.4 778
West South Central 68.3 829 85.9
Mountain 62.3 79.1 753
Pacific ... 64.8 783 75.3

SOURCE: Center for Disease Control: Data from the U.S. Immunization Surveys.
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Table 52. Persons with 3 or more doses of diphtheria-tetanus-pertussis vaccine, according to age and color for 1970-75 and

age and geographic division for 1975: United States

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

Color, year, and geographic division

14
years

59
years

10-13
years

COLOR
Total

1970

1971

1972

1973

1974

1975

White

1970

1971

1972
1973

1974

1975

All other
1970

1971

1972

1973

1974

1975

GEOGRAPHIC DIVISION, 1975

New England

Middle Atiantic

East North Central

West North Central

South Atlantic

East South Central

West South Central

Mountain

Pacific __.

Percent of population with 3 or more doses of

diphtheria-tetanus-pertussis vaccine

76.1
78.7
75.6
726
739
75.2

79.7
81.6
78.8
75.8
768
78.5

58.8
65.1
58.7
56.7
59.6
59.4

79.1
76.2
75.9
80.6
73.8
75.3
74.3
74.9
70.8

859
86.4
854
819
847
844

87.6
88.1
87.3
834
86.7
86.5

775
77.7
750
743
74.2
738

84.4
81.9
82.1
89.1
847
873
89.6
81.6
83.7

87.0
874
87.2
83.8
85.5
840

88.8
89.2
88.7
85.5
875
86.1

764
77.1
78.5
740
74.8
729

843
83.0
82.7
85.5
84.6
845
90.2
813
816

SOURCE: Center for Disease Control: Data from the U.S. Immunization Surveys.
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Table 53. Persons with 3 or more doses of polio vaccine, according to age and color for 1970-75 and age and geographic divi-
sion for 1975: United States

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

Color d geo hic divisi 1-4 59 10-14 15-19
olor, year, and geographic dtvision years years years years
COLOR
Total Percent of population with 3 or more doses of polio vaccine
1970 . 659 823 85.3 778
1971 673 812 839 770
1972 629 789 818 75.4
1973 60.4 714 69.3 59.1
1974 63.1 735 69.8 60.2
1975 .. ... 64.8 76.7 715 59.9
White
1970 ... 69.2 8338 86.6 79.5
1971 705 8238 85.9 79.0
1972 66.3 81.6 83.7 77.3
1973 64.4 735 711 61.0
1974 66.7 76.0 718 62.1
1975 68.8 796 737 61.7
All other
1970 50.1 74.8 76.7 67.7
1971 519 729 719 65.0
1972 452 64.7 715 63.7
1973 39.8 603 59.0 47.8
1974 . 45.0 60.4 59.1 493
1975 _. 46.1 61.7 59.6 494
GEOGRAPHIC DIVISION, 1975
New England 755 83.0 75.4 57.3
Middie Atlantic 65.4 79.0 702 59.0
East North Central . . 63.2 63.9 63.0 54.8
West North Central 66.5 790 723 55.5
South Atlantic 62.8 765 735 59.9
East South Central 61.0 80.8 738 63.1
West South Central 63.6 781 78.3 69.3
Mountain 67.3 75.1 76.1 64.9
Pacific .. 65.5 79.2 735 62.7

SOURCE: Center for Disease Control: Data from the U.S. Immunization Surveys.
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Table 54. Persons with a usual place of medical care, according to age, sex, color, and family income: United States, 1974
(Data are based on household interviews of a sample of the civilian noninstitutionalized population) -

Sex, color, and family income | All ages 1] Under 15 years l 15-44 years r 45-64 years 65 years and over
Percent of population with a usual place of medical care
Total o 805 898 741 79.7 85.0
Sex
Male 756 90.1 65.7 741 823
Female: 850 895 819 8418 869
Color
White 812 91.2 750 80.0 85.1
All other 75.2 824 67.7 769 842

Family incomet

Less than $5000 _ 779 829 68.2 790 85.3
$5,000-$9,999 . 79.8 87.1 726 80.1 88.6
$10,000-$14999 81.7 921 752 804 8.3
$15,000 or more .. 83.2 93.7 718 821 82.7

1 Excludes unknown family income.

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

Table 55. Persons with barriers to medical care, according to age, sex, color, and family income: United States, 1974
(Data are based on household interviews of sample of the civilian noninstitutionalized population)

- . Under 1544 45-64 65 years
Sex, color, and family income Al ages 15 years years years and over
Percent of population with one or more
barriers to medical care
Total 10.4 7.8 124 100 9.0
Sex
Male 85 76 93 80 85
Female 121 8.0 153 118 9.3
Color
White 103 79 124 9.8 8.7
All other 10.5 74 12.2 116 118

Family income 1

Less than $5,000 142 | 108 184 15.6 107
$5,000-$9,999 11.6 9.2 146 10.7 80
$10,000-$14,999 9.1 70 110 83 51
$15,000 or more 87 63 105 8.2 7.8

1 Excludes unknown family income.
NOTE: See following table for types of barriers.

. SSOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Inter-
view Survey.
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Table 56l Persons with barriers to medical care, according to type of barrier, age, sex, color, and family income: United
States, 1974

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

Type of barrier to care
Dactor not . .
Age, sex, color, and family income available | Cost too | Did not |No wayto| Office Trouble
when much know where| get to hours not [getting ap- | Other?
needed to go doctor |convenient| pointment
ALL AGES Percent of population with specified barrier to care
Total . 2.7 25 1.0 1.2 1.7 5.0 0.6
Sex
Male . ... 23 21 0.7 0.8 16 38 05
Female 31 3.0 1.2 16 17 6.0 0.6
Color
White 28 24 10 1.1 1.7 5.1 0.6
All other 21 33 11 21 17 3.9 0.5
Family income 2
Less than $5,000 3.2 51 13 36 1.7 51 0.8
$5,000-$9,999 29 38 13 14 19 5.2 05
$10,000-$14,999 26 18 0.9 0.6 1.7 4.9 05
$15,000 or more 26 0.8 0.6 0.3 16 5.2 0.5
UNDER 15 YEARS
Total . 23 138 0.6 1.1 1.5 3.3 04
Sex
Male 22 1.7 038 1.0 1.7 33 0.5
Female 23 2.0 0.5 1.2 12 34 0.3
Color
White 25 19 0.6 0.9 13 35 0.4
All other 1.1 1.7 * 2.1 21 26 *
Family income 2
Less than $5,000 25 3.7 12 3.7 15 39 *
$5,000-$9,999 2.6 29 0.9 13 20 36 *
$10,000-$14,999 24 12 0.5 0.7 1.6 31 *
$15,000 or more 19 0.6 * * 1.0 34 *
15-44 YEARS
Total 31 29 1.3 1.0 23 6.3 0.5
Sex
Male 24 2.3 0.8 04 1.9 46 04
Female 3.8 34 1.8 16 26 8.8 0.8
Color
White 3.2 2.8 13 0.9 23 6.9 0.6
All other 25 39 13 19 19 5.6 *

See footnotes at end of table.
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Table 56. Persons with barriers to medical care, according to type of barrier, age, sex, color, and family income: United
States, 1974—Continued

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

Type of barrier to care
Doctor not . .
Age, sex, color, and family income | available | Cost too |, Did not [Nowayto} Office | Trouble
when much know where| get to hours not | getting ap- Other1
needed to go doctor {convenient| pointment
15-44 YEARS—Continued Percent of population with specified barrier to care
Famiiy income 2
Less than $5,000 46 6.0 19 3.6 29 88 0.7
$5,000-$9,999 34 5.0 1.6 13 24 7.1 0.7
$10,000-$14,999 27 23 13 0.6 21 6.5 05
$15,000 or more 30 09 0.9 0.3 2.2 6.5 0.5
45-64 YEARS
Total 2.7 30 0.7 0.9 12 44 0.7
Sex
Male 23 20 0.5 05 11 35 0.7
Female 30 3.8 0.9 12 12 5.2 0.7
Color
White 2.6 28 0.6 0.8 12 4.6 0.7
All other 30 4.7 * 1.6 * 28 *
Family income 2
Less than $5,000 33 86 13 31 * 33 15
$5,000-$9,999 2.7 3.7 1.0 12 14 43 *
$10,000-$14,999 26 17 * * 13 43 *
$15,000 or more 2.7 0.9 0.5 * 12 51 0.6
65 YEARS AND OVER
Total 2.2 20 1.0 2.8 038 27 0.7
Sex
Male 22 21 1.0 21 0.8 25 *
Female 21 20 1.0 3.2 0.3 28 09
Color
White 21 19 1.0 2.7 0.8 238 0.8
All other 2.7 * * 39 ® * *
Family income 2
Less than $5,000 18 26 0.9 3.7 10 28 *
$5,000-$9,999 23 20 17 22 * 30 *
$10,000-$14,999 24 * * * * * *
$15,000 or more 3.0 * * * * 34 *

1includes both “other specified” and “other unspecified” responses.
2 Excludes unknown family income.

NOTE: A person can report more than one barrier to care.

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Inter-
view Survey.
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Table 57. Usual place of medical care, according to age, sex, color, and family income: United States, 1974

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

Usual place of medical care

Private c N Unknown
Age, sex, color, and Population All doctor's | Hospital | Hospital omEany Other Usual OI whether
family income in thousands | office or rotqp outpatient | emergency| d?: X Home | place of | place rlegu arf regular
places || goctors' | Practice clinic room | ™M i stry care | unknown | P'@€ 011 oirce
clinic clinic care | of care
ALL AGES Percent distribution
Total ... _ 207,334 100.0 50.5 219 38 0.4 0.3 0.2 2.2 1.2 149 4.7
s
Male 100,024 100.0 47.2 204 36 0.4 0.3 02 2.2 12 17.7 6.7
Female 107,309 100.0 53.6 23.2 4.0 0.3 0.2 0.2 2.2 1.2 12,2 2.8
Color '
White 180,725 100.0 52.2 227 26 0.3 0.3 0.2 19 1.2 14.3 45
All other . . 26,608 100.0 39.4 16.4 124 11 0.4 * 43 11 18.8 6.0
Family income1
Less than $5000 ... 32,316 100.0 47.0 17.3 7.2 0.6 0.2 0.3 4.1 11 19.1 29
$5,000-$9,999 ____ i 47,398 100.0 50.1 19.9 48 0.6 03 0.2 2.8 1.2 16.6 3.6
$10,000-$14,999 __ . 51,666 100.0 519 233 3.0 0.3 0.3 0.1 16 1.2 14.1 4.2
$15,000 or more .. 63,265 100.0 52.4 25.4 2.1 0.1 0.3 0.2 14 13 116 5.2
UNDER 15 YEARS
Total 54,588 100.0 525 27.1 5.2 0.5 0.2 0.1 2.8 15 8.7 1.5
sex
Male 27,827 100.0 52.0 278 53 0.5 0.1 * 28 15 85 1.4
Female 26,761 100.0 52.9 264 52 0.5 0.2 * 2.7 1.6 89 16
Color
White 45,831 100.0 55.4 28.3 31 0.3 0.1 0.1 2.2 16 75 1.3
All other . . 8,758 100.0 369 20.7 16.4 1.3 * * 5.7 13 15.0 26
Family income 1
Less than $5,000 . 6,746 100.0 43,0 20.3 113 1.0 * * 58 1.1 15.4 1.6
$5,000-$9,999 _ 12,853 100.0 50.2 23.7 7.0 0.8 * * 38 1.3 11.3 1.6
$10,000-$14,999 __ e 15,394 100.0 55.7 21.7 4.0 0.4 * * 23 18 6.5 14
$15,000 or more . 16,685 100.0 55.4 327 25 * * * 1.2 15 5.2 1.0

See footnote at end of table.
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Table 57. Usual place of medical care, according to age, sex, color, and family income: United States, 1974—Continued

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

Usual place of medical care

Private c N Unknown
Age, sex, color, and Population Al doctor's | o Hospital | Hospital |“ompany Other Usual °| whether
family income in thousands| office or rotqp outpatient | emergency| . d°r ¢ Home | place of | place r?gu arf regular
places || doctors' | Practic® | clinic room |™M l.”S? ry care | unknown | P'3€OT| <hurce
clinic clinic care [ of care
15-44 YEARS Percent distribution
Total 89,143 100.0 46.2 20.1 34 04 0.3 01 25 10 19.6 6.3
sex
Male 43,201 100.0 41.7 17.1 2.7 0.5 04 0.2 2.2 10 24.8 9.5
Female 45,942 100.0 50.5 229 41 04 0.2 0.1 29 1.0 147 34
Color
White 77,506 100.0 475 211 24 0.3 02 0.1 24 1.0 189 6.0
Al other —_ 11,637 100.0 317 13.2 10.0 13 05 * 38 1.0 238 8.5
Family income ! .
Less than $5,000 .. . 10,746 100.0 375 146 71 10 * * 6.7 0.9 26.9 49
$5,000-$9,999 . 20,041 100.0 45.0 18.1 44 0.6 03 0.2 3.0 1.0 224 5.0
$10,000-$14,999 _ 24,194 160.0 47.2 2.1 27 04 0.3 * 16 0.9 19.3 55
$15,000 or more . _ 29,541 100.0 49.9 22.5 2.0 0.1 03 0.2 16 11 15.2 7.0
4564 YEARS
Total .. 42,862 100.0 52.7 20.2 34 0.1 04 0.1 15 1.1 144 6.0
s
Male 20,419 100.0 48.2 18.5 35 0.2 0.5 * 19 11 16.8 9.1
Female 22,443 100.0 56.8 21.8 34 * 0.4 * 1.0 1.2 12.2 31
Color
White 38,514 100.0 538 20.7 2.6 01 0.4 0.1 1.2 11 14.2 59
Al other . — 4,348 100.0 434 16.3 111 * * * 39 14 16.3 6.8
Family income!
Less than $5,000 ... - 6,001 100.0 498 174 8.1 * * * 21 10 183 2.7
$5,000-$9999 9,016 100.0 529 19.1 4.1 * 04 * 21 1.0 153 45
$10,000-$14,999 e 9,957 1000 55.4 20.0 25 ® 0.5 * 1.0 1.0 140 5.6
$15,000 or more e 14,807 100.0 533 235 20 * 05 * 13 14 117 6.2

See footnote at end of table.
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Table 57. Usual place of medical care, according to age, sex, color, and family income: United States, 1974—Continued
(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

Usual place of medical care
Private C N Unknown
Age, sex, color, and Population Al doctor's | Hospital | Hospital |“°MPany Other Usual °| whether
family income in thousands| office or rotqp outpatient [ emergency| . d°r ; Home | place of | place rlegu arf regular
Places Il goctors’ | Practice | .jinic room | I_ug ry care | unknown | P'3C€ 9T hurce
clinic ciinie care of care
65 YEARS AND OVER Percent distribution
Total .. 20,740 100.0 59.5 19.2 28 0.2 0.2 08 0.7 15 120 30
sex
Male 8,578 100.0 57.8 183 34 * 04 * 0.6 15 14.1 3.6
Female 12,163 100.0 608 19.8 24 * * 1.2 0.8 16 105 2.6
Color
White 18,875 100.0 60.2 195 18 * 0.2 0.8 0.6 16 120 29
All other 1,866 100.0 52.7 16.0 123 * * * * * 115 4.3
Family income !
Less than $5000 . _ 8,823 100.0 59.7 18.2 3.7 * * 0.6 11 16 13.1 16
$5,000-$9,999 . _ . _ 5,488 100.0 63.9 18.9 21 * * 0.7 * 20 95 20
$10,000-$14999 2,122 100.0 61.0 20.2 2.2 * * * * * 10.4 43
$15,000 or more - 2,231 100.0 56.5 215 1.7 * * * * * 11.6 5.7

1 Excludes unknown family income.
SQURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview Survey.



Table 58. Deaths from coronary heart disease and stroke, according to weather on day of death and on days preceding
death: United States, selected groups of SMSA’s, 1962-66

(Data are based on the National Vital Registration System)

Coronary heart disease Stroke
Day and weather condition
17 snow areas! | 9 warm areas? | 17 snow areas! | 9 warm areas?
Day of death Average index number3
Average temperature under 40F, with snowfall . 112 108 een
Average temperature under 40F, with no snowfall ___ 106 4121 105 4122
Average temperature 40-59F 100 110 98 107
Average temperature 60-79F 93 98 95 97
Average temperature 80F and over 104 96 116 99
Day of death and day preceding death
Average temperature under 40F, with snowfall ________ 114 . 110 .
Average temperature under 40F, with no snowfall _____ 105 5123 105 5120
Average temperature 40-59F 100 112 98 107
Average temperature 60-79F 93 98 94 96
Average temperature 80F and over 6109 95 7128 100
Day of death and two days preceding death
Average temperature under 40F, with snowfall _______ 116 8114 ..
Average temperature under 40F, with no snowfall ____ 105 — 104 —
Average temperature 40-59F 100 — 96 —
Average temperature 60-79F 92 - 93 —
Average temperature 80F and over 9112 — 103132 —_

TIncludes Boston, Buffalo, Chicago, Cleveland, Denver, Detroit, Milwaukee, Minneapolis, New York, Omaha, Phila-
delphia, Pittsburgh, Rochester, St. Louis, Salt Lake City, Syracuse, and Washington, D. C.

2|ncludes Atlanta, Dallas, Houston, Memphis, Miami, New Orleans, Phoenix, San Antonio, and Tampa.

3 Index numbers were first calculated for each area by dividing the average daily coronary heart disease (CHD) (and
stroke) deaths in given weather categories by the average daily CHD (and stroke) deaths in the 5-year period and multi-
plying by 100. Averages were then obtained by summing the appropriate index numbers and dividing by the number of
areas in the group.

4 Based on 8 areas.

5 Based on 6 areas.

¢ Based on 15 areas.

7 Based on 14 areas.

8 Based on 16 areas.

9 Based on 12 areas.

10 Based on 11 areas.

SOURCE: Rogot, E., and Padgett, S.: Associations of coronary and stroke mortality with temperature and snowfall in
selected areas of the United States, 1962-66. Am. J. Epidemiol. 103(6), June 1976. (Copyright: reprinted with permission.)

215



Table 59. Deaths, according to specified holiday and selected causes of death: United States, 1962-66
(Data are based on the National Vital Registration System)

Holiday
Day Day Day Day Day Day

Ratio of average deaths per day on specified holiday to average
deaths per day for month in which holiday occurs?

Total 1.06 0.98 1.07 0.99 1.02 1.07
Coronary heart disease ... 1.05 0.95 108 0.96 1.00 111
Stroke 1.05 0.96 1.01 0.94 1.05 1.05
Influenza-pneumonia oo 1.01 093 115 1.00 112 1.10
Diabetes 1.01 0.91 1.09 0.95 1.08 111
Cancer 0.99 098 098 0.97 1.00 1.01
Motor vehicle accident ... .. 1.95 1.32 1.34 1.58 1.58 135
Non-motor-vehicle accident ... . 1.15 113 132 1.15 107 1.05
Suicide 1.22 0.38 0.98 0.92 0.93 0.94
Homicide 217 1.26 170 1.73 1.80 2.10

1This procedure was modified for Labor Day and Thanksgiving Day. Labor Day was compared to the average for all
Mondays in September. Thanksgiving Day was compared to the average for all Thursdays in November.

NOTE: Based on 5-year average, 1962-66.

SOURCE: Rogot, E., Fabsitz, R., and Feinleib, M.: Daily variations in USA mortality. Am. J. Epidemiol. 103(2):198-211,
Feb. 1976. (Copyright: reprinted with permission.)

Table 60. Deaths, according to day of the week and selected causes of death: United States, 1962-66
(Data are based on the National Vital Registration System)

Day of week
Cause of death

Monday LTuesday l Wednesday | Thursday Friday Saturday Sunday
Ratio of average deaths per day on specified day
to average deaths per day for all days
Total o 1.01 0.99 0.99 0.99 1.00 1.02 101
Coronary heart disease ... 1.03 0.99 0.99 0.99 1.00 101 1.00
Stroke 101 1.00 0.99 0.99 0.99 101 1.00
Influenza-pneumonia ... 1.02 1.00 0.99 0.99 0.99 1.00 1.02
Diabetes 1.01 1.01 0.99 0.99 1.00 1.01 1.01
Cancer . 1.00 1.00 1.00 1.00 101 1.00 1.00
Motor vehicle accident .. 0.85 0.77 0.79 0.83 1.03 144 131
Non-motor-vehicle accident . 0.98 0.96 0.96 0.97 0.98 1.09 1.08
Suicide 1.09 1.05 0.98 0.93 0.98 0.95 0.96
Homicide 0.85 0.70 0.70 0.74 0.96 1.70 1.44

NOTE: Based on 5-year average, 1962-66.

SOURCE: Rogot, E., Fabsitz, R., and Feinleib, M.: Daily variations in USA mortality. Am. J. Epidemiol. 103(2):198-211,
Feb. 1976. (Copyright: reprinted with permission.)
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E. Measures of Health

Most people believe good health to be one
of their most important goals or desires. While
many people are able to identify or describe a
healthy person, our conception of health is ques-
tioned when an apparently healthy person dies
unexpectedly. It is even more difficult to cate-
gorize groups of persons as to their health status.
Yet, one of the major purposes of this volume
is to describe the health status of the American
people.

The measurement of health status is elusive.
The extreme opposite of good health, that is
death, is often used as an indicator of the health
status of a people. The total death rate of a
country is a commonly used indicator, as are life
expectancy and infant mortality. In the absence
of any single, well-accepted measure of health
status, a number of different measures are some-
times used as indicators. These include self-per-
ceived health status, measures of disability, and
the incidence and prevalence of selected diseases.

The interpretation of these indicators is sel-
dom straightforward. If, for example, the num-
ber of diseases people report increases over
time, it might be concluded that overall health
status is deteriorating. However, improvements
in the health care system might have resulted in
more frequent physician contacts and identifi-
cation of previously undiagnosed illnesses. It
might also reflect changes in diagnostic pro-
cedures used by physicians or changes in levels
of awareness or concern. None of these mea-
sures would necessarily reflect an actual change
in health status, only a change in how it is
measured.

One way to measure health status, used an-
nually in the Health Interview Survey, is simply
to ask people “Compared to other persons your
age, would you say your health is excellent,
good, fair, or poor?” In 1975 an estimated 87
percent of the civilian noninstitutionalized
population were reported as being in excellent
or good health. However, marked differences
were noted according to age and family income.
Among persons 45-64 years of age, only 53 per-
cent of those in families with incomes of less
than $5,000 reported excellent or good health,
while 89 percent of those in families with
$15,000 or more income reported excellent or
good health. Clearly, the poor perceive them-
selves to be in worse health than the nonpoor.

Reporting of self-assessed health status coin-
cides closely with other indicators of health
status and health care utilization as shown in
table A for persons aged 45-64.

Table A. Percent of persons aged 45-64 with specified
characteristics, by health status: United States, 1975

. Health status
Characteristic Excellent Poor

With 10 or more doctor visits Percent

in past year _ —
With 1 or more hospitalizations

in past year 70 356
With limitation in. major

activity 32 86.0

Persons who view themselves as being in poor
health report many more health-related events
than do persons who perceive themselves to be
in excellent health.

The impact of illness is another way of assess-
ing health status. How much disability does ill-
ness cause? While the current state of medical
knowledge may not be able to prevent certain
diseases, progress has been made in reducing the
disability caused by diseases. However, the im-
proved medical care results in more people sur-
viving formerly fatal illness, but surviving with
some form of disability. Therefore, improved
medical care can both decrease and increase
levels of disability, one of the primary measures
of health status.

Data from the Health Interview Survey
showed an estimated 17.9 restricted activity days
(i.e., when a person cuts down on the things he
usually does) per person per year in 1975 as a
result of illness or injury. This included 6.6 days
in bed and 5.2 days lost from work. At each age,
more disability days were reported for women
than for men.

There are clear patterns of the poor reporting
more disability days than the more affluent. For
instance, persons between the ages of 45 and 64
in families with less than $5,000 annual income
report over 3 times as much restricted activity
and bed disability as those in families with over
$15,000 income. The differences in work-loss
days are not as marked, partly because people
tend to drop out of the labor force as illness be-
comes more severe and are therefore not subject
to having work-loss days. Differences also are
apparent in the disability rates between occu-
pation and industry groups. In general, blue-
collar and service workers report more disability
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from all illness and injury, not just occupation-
ally related illnesses, than do white-collar work-
ers. As with other measures of health status,
some of the differences are due to the nature of
work and variations in sick leave programs,
rather than true differences in health status. For
example, the high level of disability among per-
sons employed in public administration is due
partly to more liberal sick leave plans in this
sector. When the impact of direct occupationally
related injury and illness is examined, it is
found, as might be expected, that workers in
construction and manufacturing have the high-
est rate of occupational illness and injury. Two-
thirds of the cases of occupational illness and
injury do not result in work loss.

Chronic illness often has a long-term impact
on people, changing their life style to the extent
that they can no longer carry on their major
activity, such as working or keeping house, or
they are limited in the kind or amount of their
activities. In 1974 almost 7 million people or
3.3 percent of the population were unable to
perform what would be considered their major
activity: 7.3 percent were limited in the kind
or amount of major activity, and 3.5 percent
were limited in other activities as a direct result
of chronic diseases. In total an estimated 30 mil-
lion persons had some degree of limitation of
activity as a result of chronic diseases. Heart con-
ditions, arthritis and rheumatism, and ortho-
pedic impairments are major causes of limita-
tion of activity.

The interpretation of data on the prevalence
of chronic and acute diseases depends to a large
extent on the source of the data. Household in-
terview surveys can provide data on a wide range
of illnesses and have the advantage of providing
important socioeconomic background data about
the respondents. Their major disadvantage is
that data on specific diagnostic categories of dis-
ease are difficult to obtain from interviews since
respondents can report only conditions they are
aware that they have. Therefore, conditions that
are undiagnosed because of problems of access
to medical care are not counted. Surveys which
include physical examinations of a probability
sample of the population, such as the Health
and Nutrition Examination Survey, are very ex-
pensive to conduct and are usually limited to
diseases that can be detected within a single
examination. Data also are obtained from re-
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porting systems, such as those operated by the
Center for Disease Control, in which physicians
report, often on a voluntary basis, certain dis-
eases that they diagnose in their patients. Such
systems suffer from their voluntary nature and
the fact that they only include diseases for which
people sought medical attention. Certain dis-
eases, such as venereal disease, are required to be
reported. However, compliance is not uniform
because of the stigma attached to the disease.

Information from the Health Interview Sur-
vey on the estimated prevalence rates of selected
chronic diseases by age, sex, and family income
indicated that chronic diseases are more preva-
lent among the poor. This is especially true
among middle-aged adults where rates for the
poor were about twice those of the more affluent.
The prevalence alone of a chronic disease is only
a partial indicator of health status, since the
severity and impact of a condition also should
be considered. Thus while hearing impairments
are one of the more frequently reported condi-
tions, they cause only a relatively small amount
of long-term limitation of activity.

On the other hand, heart conditions and arth-
ritis both have high prevalence rates and are
also major causes of limitation of activity. These
data also showed striking differences by sex in
the prevalence of selected chronic diseases. At
all ages females reported markedly higher levels
of arthritis and diabetes, while males reported
higher rates of hearing impairments.

A person’s general health status is not usually
measured in terms of short-term acute illness,
but certain types of acute illnesses can have a
major disruptive influence on our lives and so-
ciety. Influenza is one such illness. Trend data
are available on influenza and other acute upper
respiratory diseases, along with the associated
restricted-activity and bed days, from 1969 to
1975. These data clearly showed the seasonal
variation in influenza and the epidemic winters
of 1971-72 and 1974-75, as well as the different
impact of influenza on different age groups.

Information on notifiable disease collected by
the Center for Disease Control is very useful in
following trends in diseases and in identifying
epidemics, although caution should be used
when interpreting the actual level of a disease
since there is known to be serious underreport-
ing of some diseases. The impact of certain im-
munization programs, especially in the child-



hood diseases, can also be determined from these
data. The number of reported cases of rubella
was cut to one-third the number reported 10
years ago, and the number of reported measles
cases was only one-tenth the number a decade
ago.

The gradual decline in many of the notifiable
diseases is in contrast to the striking increase in
gonorrhea. Although males have a higher rate
of gonorrhea, the increases are greater among
women. While the rate of gonorrhea has tripled
since the early 1960’s, the reported cases of syph-
ilis have dropped to almost a tenth of the level
35 years ago.

Tuberculosis has dropped from one of the
major diseases in the early 1900’s to a relatively
minor level today. Still the rate of tuberculosis
among blacks and other minorities is more than
4 times higher than among whites, and the rate
in large metropolitan areas is more than twice
that in small metropolitan and nonmetropoli-
tan areas.

Finally, several measures, while not adequate

indicators of health status by themselves, can be
used as indicators or predictors of health status
when found to deviate markedly from normal
levels and in combination with other measures.
For example, low birth weight (below 2,500
grams) has been associated with poor health of
the mother, lack of proper prenatal care, and
future health problems of the child. Very young
mothers tend to have more children of low birth
weight, indicating potential health problems for
both the mother and child. Departures from the
normal growth patterns of children also can be
indicative of health problems. Data in this re-
port, based on the National Health and Nutri-
tion Examination Survey, show only the national
distribution of children from ages 2 to 18 by
height and weight. More detailed analysis of
these data indicates differences by socioeconomic
groups. For instance, both boys and girls living
in families with income below the poverty level
tend to be shorter and weigh less than children
in families above the poverty level.
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Table 61. Self-assessment of health, according to age, sex, and family income: United States, 1975
(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

Level of health
Age, sex, and family income
All levels1 ” Excellent L Good J Fair Poor
ALL AGES Percent distribution
Total 100.0 486 38.4 9.7 2.8
Sex
Male ... 100.0 51.7 36.5 85 28
Female 100.0 457 40.1 10.8 28
Family income 2
Less than $5,000 100.0 319 417 179 7.8
$5,000-$9,999 100.0 40.9 42.8 123 34
$10,000-$14,999 1000 518 38.1 80 15
$15,000 or more 100.0 60.3 333 5.0 1.0
UNDER 15 YEARS
Total 100.0 59.9 353 37 0.4
Sex
Male 100.0 60.0 350 40 0.5
Female ... 100.0 59.8 35.6 35 04
Family income 2
Less than $5,000 100.0 416 49.1 75 11
$5,000-$9,999 100.0 52.0 425 45 05
$10,000-$14,999 100.0 63.2 329 31 04
$15,000 or more 100.0 71.2 26.0 20 *
15-44 YEARS
Total 100.0 52.5 38.2 7.3 14
Sex
Male 100.0 56.9 355 5.8 13
Female __. 100.0 484 40.8 8.8 16
Family income 2
Less than $5,000 100.0 8.4 429 14.0 4.0
$5,000-$9,999 __ .. 100.0 44.0 439 9.8 18
$10,000-$14,999 100.0 539 38.0 6.8 0.9
$15,000 or more 100.0 61.8 3.1 4,0 0.7
45-64 YEARS
Total 100.0 359 415 16.1 59
Sex
Male 100.0 39.3 39.1 146 6.4
Female 100.0 328 438 174 54
Family income 2
Less than $5,000 100.0 18.8 343 285 17.7
$5,000-$9,999 100.0 264 42.2 22.2 8.5
$10,000-$14,999 100.0 354 449 15.2 39
$15,000 or more 100.0 47.8 411 9.0 1.8

See footnotes at end of table.
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Table 61. Self-assessment of health, according to age, sex, and family income: United States, 1975—Continued

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

Level of health

Age, sex, and family income

All levels1 Excellent Good Fair Poor
65 YEARS AND OVER Percent distribution
Total 100.0 28.6 40.3 215 8.6
Sex

Male 100.0 28.1 400 214 94
Female 1000 28.9 40.6 216 80

Family income 2
Less than $5,000 100.0 233 387 249 12.2
$5,000-$9,999 100.0 29.8 41.3 21.4 6.8
$10,000-$14,999 100.0 316 42.7 19.9 5.1
$15,000 or more 100.0 38.7 403 138 58

1 Includes unknown level of health.
2 Excludes unknown family income.

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Inter-

view Survey.
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Table 62. Occupational injury and illness in the private sector, according to industry: United States, 1974
(Data are based on reporting by industries)

Type of case

1974 annual Norfatal

average em- onrata Lost
Industry T and SIC code 2 ployment in Total w;_rcl)fc'jtay cases with- workdays

thousands 3 cases4 out lost

cases workdays
Incidence rate per 100 full-time workers 5
All industries in private sector ... 65,387.4 10.4 35 6.9 54.6
Agriculture, forestry, and fisheries ... 1,469.0 99 45 53 738
Agricultural production 01 - 9.1 4.3 48 70.1
Agricultural services, forestry, and fisheries .. 07-09 - 121 5.2 6.9 84.9
Mining 694.4 10.2 51 50 94.7
Metal miningé 10 94.0 75 4.8 2.7 70.3
Anthracite mining$é 11 34 223 89 133 1159
Bituminous coal and lignite miningé 12 172.7 10.6 5.7 438 9.4
Oil and gas extraction 13 304.5 11.9 55 6.4 117.7
Nonmetallic minerals, except fuelsé _ . 14 119.8 6.8 37 3.0 508
Contract construction 3,957.1 18.3 5.9 124 99.8
General building contractors 15 1,225.6 19.1 5.7 134 93.2
Heavy construction contractors 16 778.1 18.1 6.0 12.1 112.7
Special trade contractors 17 1,9534 17.8 6.0 118 97.9
Manufacturing 20,045.5 14.6 4.7 9.9 72.1
Durable goods 11,894.6 16.0 5.1 11.0 712
Ordnance and accessories 19 176.5 77 2.1 5.6 357
Lumber and wood products 24 626.2 22.2 9.0 13.2 156.5
Furniture and fixtures 25 516.7 17.8 53 126 786
Stone, clay, and glass products 32 690.2 18.2 6.3 11.8 107.3
Primary metal industries 33 1,3435 19.7 6.8 129 110.8
Fabricated metal products 34 1,5053 21.2 6.8 144 99.0
Machinery, except electrical 35 22178 16.8 48 12.0 65.2
Electrical equipment and supplies 36 2,030.2 10.2 2.8 7.3 433
Transportation equipment 37 1,821.1 15.1 4.7 104 69.5
Instruments and related products 38 519.5 8.0 2.2 58 316
Miscellaneous manufacturing industries ... 39 447.6 126 38 8.8 58.9
Nondurable goods 8,150.9 12.6 4.1 8.4 65.9
Food and kindred products 20 1,712.5 19.6 7.4 12.2 107.7
Tobacco manufactures 21 79.5 85 28 5.6 399
Textile mill products 22 988.1 111 25 85 49.3
Apparel and other textile products 23 1,347.7 71 1.8 53 26.6
Paper and allied products 26 7018 15.1 4.4 10.7 85.8
Printing and publishing 27 1,112.3 75 24 5.0 335
Chemicals and allied products 28 1,056.6 9.5 29 6.5 483
Petroleum and coal products 29 198.6 9.3 30 6.3 59.0
Rubber and plastics products? 30 6759 18.0 7.1 108 117.2
Leather and leather products 31 2779 11.3 3.6 7.7 53.0
Transportation and public utilities 4,695.9 105 48 5.7 89.8
Railroad transportation 6 40 583.2 8.5 4.0 45 99.9
Local and interurban passenger transit ... 41 2727 8.2 4.2 39 744
Trucking and warehousing 42 1,186.2 18.0 8.4 9.5 152.2
Water transportation 44 203.6 155 7.9 16 2669
Transportation by air 45 367.7 144 6.9 7.5 77.6
Pipeline transportation 46 164 51 16 35 279

See footnotes at end of table.
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Table 62. Occupational injury and iliness in the private sector, according to industry: United States, 1974—Continued
(Data are based on reporting by industries)

Type of case

1974 annual Norfatal

average em- oniata Lost
Industry ' and SIC code 2 ployment in Total wci-risc‘jtay cases with-| workdays

thousands 3 cases4 out lost

cases | workdays
Incidence rate per 100 full-time workers 3
Transportation services 47 133.9 6.4 2.6 3.7 331
Communication 48 1,190.1 31 14 17 25.8
Electric, gas, and sanitary services 49 742.1 10.1 35 6.6 56.8
Wholesale and retail trade 17,016.7 8.4 28 5.6 374
Wholesale trade 50 4,223.0 9.3 3.4 59 46.3
Building materials and farm equipment 52 626.2 111 36 75 546
Retail general merchandise 53 2,5614 85 27 58 335
Food stores 54 1,947.4 116 37 79 524
Automotive dealers and service stations .55 1,697.0 9.0 26 6.4 346
Apparel and accessories stores 56 7938 2.0 0.7 13 9.7
Furniture and home furnishings stores ... 57 5321 6.0 22 38 29.6
Eating and drinking places 58 3,198.8 7.8 24 54 271
Miscellaneous retail stores 59 1,434.0 41 15 2.6 245
Finance, insurance, and real estate ... _ 4,208.0 24 0.8 16 10.2
Banking 60 1,252.6 16 0.5 11 438
Security, commodity brokers, and services . . 62 175.1 11 0.5 0.6 4.7
Insurance carriers 63 1,103.3 1.8 06 11 8.1
Real estate 65 815.7 6.6 21 45 28.9
Services . 13,300.8 5.8 19 39 28.3
Hotels and other lodging places 70 941.1 8.3 2.6 5.7 384
Personal services 72 862.1 36 14 22 21.2
Miscellaneous business services 73 1,998.2 5.4 18 35 29.8
Auto repair, services, and garages 75 438.6 105 35 7.1 454
Miscellaneous repair services 76 226.3 124 4.1 8.3 59.9
Motion pictures 78 206.8 39 11 2.8 210
Amusement and recreation services? .79 571.7 83 28 55 57.9
Medical and other health services 80 3,926.9 72 23 49 34.8
Educational services 82 1,169.8 41 1.2 29 14.6
Nonprofit membership organizations e 86 1,754.0 39 15 24 16.7
Miscellaneous services 89 852.1 23 0.7 16 65

1 Industry division totals include data for industries not shown separately.

2SIC codes are from Standard Industrial Classification Manual, 1967 edition.

3 Annual average employment for nonagricultural industries is based on the establishment survey conducted by the
U.S. Department of Labor's Bureau of Labor Statistics (BLS) in cooperation with State agencies. Annual average employ-
ment for the agriculture, forestry, and fisheries division is a composite of estimates from the BLS survey and estimates
provided by the Statistical Reporting Service, U.S. Department of Agriculture.

4Includes fatalities. Because of rounding, the difference between the total and the sum of the rates for lost work-
day cases and nonfatal cases without lost workdays may not reflect the fatality rate.

5The incidence rates represent the number of injuries and ilinesses per 100 full-time workers and were calculated
as: (N/EH) x 200,000, where

N = number of injuries and illnesses
EH = total hours worked by all employees during calendar year
200,000 = base for 100 full-time equivalent workers (working 40 hours per week, 50 weeks per year).

6 Data conforming to Occupational Safety and Health Administration definitions for coal and lignite mining (SIC
11 and 12) and metal and nonmetal mining (SIC 10 and 14) and for railroads (SIC 401), which is included in railroad
transportation (SIC 40), were provided by the Mining Enforcement and Safety Administration, U.S. Department of the
Interior, and by the Federal Railroad Administration, U.S. Department of Transportation, respectively.

7 Not elsewhere classified.

NOTE: 3 percent of the total cases were illnesses.

SOURCE: Bureau of Labor Statistics, U.S. Department of Labor: Chartbook on Occupational Injuries and llinesses,
1974. Report 460, 1976. -
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Table 63. Selected chronic conditions causing limitation of activity, according to age and degree of limitation: United States, 1974
(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

All ages 45-64 years of age
U e oo | With limita- o . | With limita-

Chronic condition All degrees m’:\hbnr{ntai tion in Unableort]o All degrees ll}hththlta{ tion in Unable to
of activity || 15 UL MO amount or Camfor of activity || O PUL NOY} amount or | C2ITY ON
limitation N Major ind of major | M limitation || M MaJOT liing of major | _Malor

activity 1 activity 1 activity 1 activity ! activity 1 activity 1
Number in thousands
All persons limited in activity .. - 29292 || 7205 1| 15078 6,919 10,327 2,219 5,715 2,393
Percent of persons limited in activity who are limited because of specified condition
Tuberculosis, all forms 0.4 * 0.4 0.7 0.5 * * *
Malignant neoplasms 22 12 19 3.7 3.2 * 30 51
Benign and unspecified neoplasms ... 0.9 0.5 1.0 11 059 * 1.0 *
Diabetes 49 37 47 6.9 5.8 5.2 5.5 7.0
Mental and nervous conditions 51 37 4.7 76 5.8 4.2 49 9.4
Heart conditions 16.2 7.9 16.6 24.1 199 123 200 27.0
Cerebrovascular disease 2.7 0.6 16 74 28 * 19 66
Hypertension without heart involvement ... - 6.7 43 7.8 6.6 8.8 8.3 9.5 77
Varicose veins 0.9 09 1.2 * 12 16 15 *
Hemorrhoids ... 0.3 * 0.3 * * * * *
Other conditions of circulatory system .. 39 2.3 38 6.0 40 3.4 41 45
Chronic bronchitis 1.0 0.7 11 11 1.0 * 09 *
Emphysema ... 2.8 1.1 20 6.3 35 19 23 7.6
Asthma, with or without hay fever 49 79 45 25 3.0 26 31 31
Hay fever, without asthma 0.7 15 0.7 * 0.3 * * *
Chronic sinusitis 0.7 0.7 0.6 0.7 0.7 * 06 *
Other conditions of respiratory system ... - 21 16 19 30 2.3 1.8 1.8 4.1
Peptic ulcer 19 16 18 23 2.3 2.2 22 30
Hernia . 24 15 2.6 2.6 29 2.2 3.2 2.8
Other conditions of digestive system .. 32 19 33 46 37 23 34 58
Diseases of kidney and ureter 1.2 0.7 13 1.6 13 * 13 18
Other conditions of genitourinary system .. 1.7 1.2 19 17 16 * 19 *
Arthritis and rheumatism 15.0 10.3 16.9 15.8 174 145 18.7 170
Other musculoskeletal disorders 59 55 6.8 4.3 79 75 8.7 6.2
Visual impairments 5.9 64 4.6 8.1 4.0 4.7 3.2 5.0
Hearing impairments 24 44 18 1.7 17 32 13 *

See footnote at end of table.
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Table 63. Selected chronic conditions causing limitation of activity, according to age and degree of limitation: United States, 1974—Continued

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

All ages 45-64 years of age
e | With limita- o 1 | With limita-
Chronic condition All degrees Wlth limita- tion in Unable to All degrees Vylth limita- tion in Unable to
of activity tu?'r: ;‘;tjor:f’t amount or C?T:go?," of activity t'(i’g ﬁqlétjfft amount or c;r;;;o?n
limitation {f > ctivity 1 er;((i:tci)zi?;a:jor activity 1 limitation activity 1 kma?:tci)\ti?;/aljor activity 1
Number in thousands
Paralysis, complete or partial 33 21 23 6.9 34 18 24 7.1
Impairments (except paralysis) of back or spine ... 70 16 8.0 4.2 73 7.2 8.2 5.3
Impairments (except paralysis and absence) of
upper extremities and shoulders . 21 2.7 2.1 1.2 21 31 20 *
Impairments (except paralysis and absence) of
lower extremities and hips 6.4 9.4 55 54 57 79 53 4.5

1 Major activity refers to ability to work, keep house, or engage in school or preschool activities.
NOTE: Only selected conditions causing limitation of activity are shown. More than one condition was reported for some individuals.
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview Survey.
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Table 64. Chronic conditions among persons 17 years of age and over, according to type of condition, age, sex, and family income: United States, 1969-73

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

Type of chronic condition and year

Impairments
- . Hyperten-{ of back or | Hearing Vision
Age, sex, and family income Arthritis, | Asthma, bChm}:‘.'t(.: Diabetes, %‘??.rt sive spine impair- impair-
1969 1970 ro;‘gm' 15 1973 °°n1§7'2°"5’ disease,m | (except ments, ments,
1972 paralysis), 1971 1971
1971
17-44 YEARS Prevalence per 1,000 population
Total 40.3 26.2 23.2 8.9 24.6 37.8 490 424 319
Sex
Male ________ 28.0 246 16.7 69 195 36.4 51.9 514 44.7
Female 51.3 21.6 29.1 10.8 29.3 39.1 46.4 342 203
Family income 2
Less than $5,000 46.9 341 28.4 114 325 48.9 59.4 55.4 43.2
$5,000-$9,999 oo 405 23.6 223 9.1 233 408 505 440 317
$10,000-$14,999 38.7 244 21.8 8.4 22.5 35.9 474 393 28.7
$15,000 or more 359 26.8 23.7 8.0 24.3 298 424 35.8 30.9
45-64 YEARS
Total oo 204.2 331 354 42.6 88.8 126.7 68.2 1141 63.0
Sex
Male 148.0 29.3 28.5 40.6 974 101.3 68.2 140.2 736
Female 2553 36.7 416 44.4 81.0 149.6 68.2 90.5 534
Family income 2
Less than $5,000 . 2978 535 44.2 74.1 139.3 172.7 102.8 158.9 114.1
$5,000-$9,999 200.3 335 38.7 4338 92.5 125.4 67.2 118.1 574
$10,000-$14,999 163.7 237 29.0 378 74.3 121.3 62.3 1073 459
$15,000 or more 159.8 22.1 303 305 66.6 105.3 52.2 859 489

See footnotes at end of table.
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Table 64. Chronic conditions among persons 17 years of age and over, according to type of condition, age, sex, and family income: United States, 1969-73—Continued
(Data are based on household interviews of samples of the civilian noninstitutionalized population)

Type of chronic condition and year

Impairments
- . Hyperten- | of back or | Hearing Vision
Age, sex, and family income Arthritis, | Asthma, bChroi:‘.‘t‘.’ Diabetes, l-:iq?_rt sive spine impair- | impair-
1969 1970 o | 1973 C°“1;7‘5’"S' disease,! | (except ments, ments,
1972 paralysis), 1971 1971
1971
65 YEARS AND OQVER Prevalence per 1,000 population
Total 380.3 358 412 785 198.7 1994 67.1 2943 204.6
Sex
Male 2870 23 473 603 199.3 1412 54,6 338.2 183.1
Female 450.1 311 366 913 1983 240.9 763 262.1 220.4
Family income 2
Less than $5,000 4117 4.4 45.4 820 2190 216.1 78.7 2320 2320
$5,000-$9,999 3533 326 372 76.1 1900 1795 57.3 2716 163.2
$10,000-$14,999 3109 * 274 81.1 158.9 1926 393 2413 1813
$15,000 or more 300.8 * 40.7 62.7 17438 1614 485 259.2 169.2

1 Without heart involvement.
2Excludes unknown family income.

SOUR_CE: Division of Health Interview Statistics, National Center for Health Statistics: Selected reports from the Health Interview Survey, Vital and
Health Statistics, Series 10, and unpublished data from the Health Interview Survey.



884

Table 65. Influenza and other upper respiratory conditions, according to age and quarter of year: United States, 1969-75

(Data are based on household interviews of samples of the civilian noninstitutionalized population and include only cases involving either restricted activity or
medical attention)

Influenza (470-474)1 Other upper respiratory (460-465, 501, 508) 1
Year and quarter All Under 6 6-16 17-44 45-64 65 years All Under 6 6-16 17-44 45-64 65 years
ages years years years years | and over ages|l  years years years years and over
1969 Incidence per 100 persons per quarter
January-March .. 18.9 19.0 24.3 17.8 178 12.2 210 37.0 359 15.2 126 6.6
April-June 4.9 5.8 5.8 53 3.6 * 12.0 244 17.1 10.6 51 47
July-September 39 3.7 38 54 22 * 10.3 223 115 87 89 *
October-December 119 131 155 131 8.2 51 225 499 330 18.3 11.1 6.9
1970
January-March .. .. 20.7 21.7 224 231 18.1 12.1 218 40.0 340 163 14.4 8.2
April-June e e 4.6 55 4.7 56 36 * 11.2 26.1 13.6 99 6.3 43
July-September .. 40 5.8 45 49 2.3 * 96 208 138 80 42 45
October-December . 10.8 13.0 129 11.8 8.3 48 21.1 424 29.8 18.5 11.2 8.3
1971
January-March . 175 19.0 24.8 17.7 134 6.2 219 39.1 36.4 16.6 11.9 10.7
April-June 6.7 8.5 93 74 3.4 34 12.6 27.0 19.1 10.1 6.3 4.7
July-September 45 6.7 5.4 48 31 * 10.1 22.4 12.6 9.6 48 4.1
October-December .. 127 140 15.1 14.2 104 43 250 5385 360 195 129 8.9
1972
January-March . .. 258 214 338 21.7 228 11.8 19.6 36.6 28.9 16.1 131 84
April-June 45 52 6.1 49 31 * 13.2 326 17.3 110 6.5 6.8
July-September 53 7.2 5.9 59 4.4 * 10.0 24.7 105 10.2 52 35
October-December . ... 145 18.2 159 173 10.4 53 219 50.8 29.1 193 115 8.7

See footnote at end of table.
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Table 65. Influenza and other upper respiratory conditions, according to age and quarter of year: United States, 1969-75—Continued

{Data are based on household interviews of samples of the civilian noninstitutionalized population and include only cases involving either restricted activity or
medical attention)

Influenza (470-474) 1 Other upper respiratory (460-465, 501, 508) 1
Year and quarter Al ages|| Under6 | 616 17-44 45-64 | 65 years| Under6 | 6-16 17-44 45.64 65 years
ages years years years years | and over ages years years years years and over
1973 Incidence per 100 persons per quarter
Janyary-March J 19.3 20.1 222 T 211 16.2 12.1 16.4 336 275 134 70 6.2
April-June 44 5.6 5.7 4.7 32 * 8.3 19.6 12.2 6.6 4.0 45
July-September .. 4.8 6.3 38 6.8 28 * 8.2 220 103 78 3.0 *
October-December oo 9.9 104 11.9 118 7.5 * 16.0 353 231 135 78 8.1
1974
January-March ... - 19.2 26.0 318 179 119 6.5 16.0 30.6 250 145 8.0 59
April-June 55 12 6.8 6.5 34 * 8.0 159 11.7 71 40 43
July-September ______ . 53 7.9 6.2 6.3 31 * 8.1 23.3 9.3 78 4.0 *
October-December ..o 148 19.2 18.1 17.2 9.7 48 13.6 325 18.8 117 6.8 638
15
January-March ... - 240 274 317 257 19.2 83 19.7 467 296 158 10.7 76
April-June 5.1 5.1 6.2 59 3.7 * 10.6 21.7 148 9.6 6.5 43
July-September _.____ 44 56 48 6.0 19 * 10.0 25.1 10.7 100 5.7 41
October-December ... ... 13.3 17.0 14.6 16.3 8.6 53 19.0 49.3 26.2 16.3 9.3 1.7

‘1Code numbers according to the Eighth Revision International Classification of Diseases, Adapted for Use in the United States.
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview Survey.
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Table 66. Restricted-activity days associated with influenza and with other upper respiratory conditions, according to age and quarter of year:

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

United States, 1969-75—Continued

Influenza (470-474)1 Other upper respiratory (460-465, 501, 508) 1
Year and quarter All Under 6 6-16 17-44 4564 | 65 years All Under 6 6-16 17-44 4564 | 65 years
38eS || years years years years | and over ages || years years years years | and over
1969 Days of restricted activity per 100 persons per quarter
January-March . ... 1099 92.7 102.8 815 154.3 1589 62.7 115.7 104.6 38.7 417 348
April-June 19.7 * 13.0 16.3 26.2 * 30.8 57.6 430 253 16.6 *
July-September . 11.3 * * 14.3 * * 30.2 60.9 279 275 271 *
October-December 40.3 354 422 39.7 386 472 63.0 1415 83.9 491 344 372
1970
January-March . 1013 66.1 716 98.7 122.1 162.7 61.7 1068 88.1 43.1 54.4 334
April-June 16.6 * 134 155 18.8 * 29.3 64.7 309 24.6 18,6 *
July-September o 116 * * 12.6 * * 249 60.8 314 18.2 145 i
October-December . . 386 485 333 416 36.8 326 56.4 1166 66.4 45.7 38.6 447
1971
Januvary-March ... 715 78.6 90.5 6338 65.1 62.0 59.4 1126 922 41.0 37.3 412
April-June 244 * 29.8 263 16.4 * 33.3 679 46.0 243 186 321
July-September . . 15.0 * 139 16.0 * * 23.8 50.9 250 24.1 * *
October-December ... 46.7 5.1 455 4.2 50.8 36.9 679 178.1 80.6 48.7 422 47.3
1972
January-March 130.1 93.9 136.4 120.0 144.8 1616 61.2 1116 78.4 4238 51.1 62.0
April-June 18.7 * 137 16.4 23.6 * 35.4 838 379 28.0 211 38.4
July-September . 155 * 125 19.3 14.4 * 25.7 63.6 24.0 253 17.1 *
October-December .. 50.8 60.0 51.3 54.8 436 404 65.5 1570 70.6 55.3 373 58.7

See footnote at end of table.
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Table 66. Restricted-activity days associated with influenza and with other upper respiratory conditions, according to age and quarter of year:

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

United States, 1969-75—Continued

Year and quarter

Influenza (470-474)1

Other upper respiratory (460-465, 501, 508) 1

All Under 6 6-16 17-44 45-64 65 years All Under 6 6-16 17-44 45-64 | 65 years
ages |l years years years years | and over ages i years years years years | and over
1973 Days of restricted activity per 100 persons per quarter
January-March .| 1087 96.2 95.0 106.9 115.0 144.9 509 104.6 755 38.2 29.2 374
April-June 18.9 * 21.9 14.9 22.2 * 28.2 712 34.7 220 * 28.2
July-September - 144 * * 19.9 * * 26.4 6338 32.0 238 14.4 *
October-December 440 40.0 378 49.2 42.1 45.2 60.1 1333 78.5 51.5 309 424
o714
January-March ... ___ 103.0 1304 1493 836 816 98.6 62.0 1029 96.1 46.5 37.2 61.8
April-June 26.6 40.2 22.0 26.7 23.4 29.8 26.1 50.5 33.2 206 19.3 *
July-September .. __ _ 186 * 14.5 241 158 * 25.8 609 259 239 160 *
October-December ... 62.6 63.8 55.0 60.1 71.0 69.1 46.5 935 60.3 354 313 47.7
915
January-March .o - 1201 129.9 125.7 1119 1215 128.4 57.4 1279 756 46.7 39.1 34.1
Aprif-June 18.7 * 15.0 148 26.8 284 315 57.1 39.0 27.8 26.3 *
July-September . 125 * * 16.8 * * 278 54.1 250 256 242 *
October-December ... ... -~ 444 50.8 369 287 0.7 1.7 53.5 136.3 714 415 35.9 258

1Code numbers according to the Eighth Revision International Classification of Diseases, Adapted for Use in the United States.

NOTE: Excluded from these statistics are all conditions involving neither medical attention nor restricted activity.

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



r4°¥4

Table 67. Bed-disability days associated with influenza and with other upper respiratory conditions, according to age and quarter of year:

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

United States, 1969-75—Continued

Influenza (470-474)1 Other upper respiratory (460-465, 501, 508) 1
Year and quarter All Under 6 6-16 17-44 45-64 65 years All Under 6 6-16 17-44 45.64 65 years
ages years years years years | and over ages years years years years | and over
1969 Days of bed disability per 100 persons per quarter
January-March .. 64.3 51.3 68.3 50.7 85.8 754 28.4 405 53.7 19.2 16.9 *
April-June 12,5 * 146 8.7 16.8 * 13.4 * 23.7 9.9 * *
July-September 6.0 * * 8.7 * * 12.6 * 16.0 10.7 * *
October-December ... 24.6 * 27.9 228 25.1 * 24.0 47.3 383 175 * *
1970
January-March ... 62.4 439 538 57.6 78.4 87.7 311 40.4 47.2 20.3 320 *
April-June 8.4 * * 8.6 * * 121 * 144 118 * *
July-September 14 * * 8.4 * * 99 26.0 16.8 * * *
October-December ..o 223 * 226 22.8 23.2 * 21.9 42.2 29.9 18.9 * *
1971
January-March 42.7 395 58.4 38.0 N7 29,1 251 40.7 42.6 19.4 142 *
April-June 142 * 19.3 14.3 * * 14.0 276 209 88 * *
July-September ..o 65 * * 8.2 * * 8.3 * * 79 * *
October-December .. ... 27.1 38.1 30.7 253 265 * 265 56.0 40.3 203 * *
i 1972
January-March .. 76.1 56.0 89.4 728 75.8 80.8 233 39.1 337 18.6 16.8 *
April-June 10.0 * * 9.3 * * 136 32.7 17.7 10.2 * *
July-September .. 8.6 * * 10.2 * * 8.9 * * 96 * *
October-December 28.4 298 303 325 238 * 24.5 56.9 288 228 * *

See footnote at end of table.
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Table 67. Bed-disability days associated with influenza and with other upper respiratory conditions, according to age and quarter of year:

{Data are based on household interviews of samples of the civilian noninstitutionalized population)

‘United States, 1969-75—Continued

Influenza (470-474) 1 Other upper respiratory (460-465, 501, 508) 1
Year and quarter All ages Under 6 6-16 17-44 4564 | 65 years All Under 6 6-16 17-44 45.64 | 65 years
g , years years years years | and over ages |l years years years years | and over
1973 Days of bed disability per 100 persons per quarter
January-March ... 66.3 53.7 67.0 65.6 66.5 80.1 22.4 338 36.7 159 145 *
April-June 10.1 * 132 8.7 * * 10.7 * 15.3 79 * *
July-September ... 8.0 * * 10.7 * * 115 * 14.3 10.8 * *
October-December .. ... 235 * 22.0 24.2 23.7 * 238 494 35.2 20.0 * *
1974
January-March .. 61.7 81.1 99,1 437 47.3 440 25.3 39.7 455 187 16.0 *
April-June 148 * 141 16.6 * * 99 * 174 76 * *
July-September 10.9 * * 13.8 * * 103 * * 9.7 * *
October-December ... .. 343 * 309 373 358 358 18.2 333 239 143 13.2 *
1975
January-March ... - 619 62.0 824 67.2 60.6 61.8 241 403 334 204 17.5 ¥
April-June 9.7 * * 9.2 * * 121 * 188 117 * >
July-September o 7.7 * * 10.1 * * 9.8 * * 9.5 * *
October-December ...} 257 * 25.1 286 230 * 223 47.2 295 19.5 16.6 *

1 Code numbers according to the Eighth Revision International Classification of Diseases, Adapted for Use in the United States.

NOTE: Excluded from these statistics are all conditions involving neither medical attention nor restricted activity.

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




Table 68. Disability days, according to type of disability day, age, sex, and family income: United States, 1975

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

Civilian noninstitutionalized

Type of disability day

popuiation
Age, sex, and family income Currently Restricted Bed Work
Total employed, tivit disabilit loss 1
17 years and over activity Isabiiity 0ss
ALL AGES Number in thousands Days per person per year
Total 209,065 83,218 179 6.6 5.2
Sex
Male ... 100,865 50,062 15.6 54 49
Female 108,199 33,156 20.0 1.6 5.7
Family income 2
Less than $5000 ... .. ... 31,750 7,164 324 115 73
$5,000-$9,999 ... 45,273 16,212 20.2 15 6.7
$10,000-$14,999 . 47,103 20,205 14.4 53 52
$15,000 or more 69,868 33,865 124 46 4.2
UNDER 15 YEARS
Total o 53,587 113 46
Sex
Male . 27,323 113 44
Female . . . 26,264 11.4 47
Family income 2
Less than $5000 .. .. ... 7,002 13.8 5.4
$5,000-$9,999 ... 12,025 11.2 4.7
$10,000-$14,999 13,506 11.3 42
$15,000 or more 17,949 109 46
15-44 YEARS
Total . . . 91,096 53,716 13.9 5.4 5.0
Sex
Male .. .. 44,223 31,858 116 3.9 4.6
Female . . 46,873 21,858 16.1 6.8 55
Family income 2
Less than $5000 . .. .. .. 11,079 4,541 21.7 8.6 6.6
$5,000-$9,999 . .. 18,598 10,668 17.2 6.6 6.7
$10,000-$14,999 22,272 13,737 125 49 48
$15,000 or more 33,680 21,800 10.8 4.0 4.0
45-64 YEARS
Total o 43,094 26,703 24.2 8.4 5.8
Sex
Male .. 20,539 16,395 220 7.1 55
Female 22,556 10,308 262 9.6 6.2
Family income 2
lLess than $5,000 ... 5312 1,852 52.5 18.7 10.0
$5,000-$9,999 8,733 4,751 298 10.7 70
$10,000-$14,999 9,188 6,121 196 6.6 6.1
$15,000 or more 15,788 11,506 15.7 51 46

See footnotes at end of table.

234




Table 68. Disability days, according to type of disability day, age, sex, and far_nily income: United States, 1975—Continued
(Data are based on household interviews of a sample of the civilian noninstitutionalized population) .

Civilian noninstitutionalized

population Type of disability day

Age, sex, and family income Currently Restricted Bed Work
Total employed, Hivit disabilit loss 1

17 years and over activity Isabikity 0ss

65 YEARS AND OVER Number in thousands Days per person per year
Total - 21,287 2,800 384 129 43
Sex
Male 8,780 1,810 343 12.2 5.1
Female 12,507 990 414 134 *
Family income 2

Less than $5000 8,357 772 496 159 5.0

$5,000-$9,992 5,917 793 337 108 47

$10,000-$14,999 . 2,137 347 311 114 *

$15,000 or MOre e 2,452 560 235 8.8 *

1Work-loss rates are based on the currently employed population 17 years of age and over.
2 Excludes unknown family income.

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Inter-

view Survey.
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Table 69. Disability days and acute conditions per currently employed person per year, according to sex, industry, and
occupation: United States, 1975

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

Acute
Number of Type of disability day conditions
currently per 100
Sex, industry, and occupation employed currently
. persons Restricted Bed dis- Work employed
in thousands activity ability loss persons
per year
Number of days per currently
BOTH SEXES employed person per year
Total 1 . 83,218 12.0 4.0 5.2 168.9
Industry
Agriculture 3,015 99 23 37 98.9
Forestry and fisheries ... 70 * * * *
Mining 656 * * * 120.1
Construction _... 5,042 109 3.2 46 146.8
Manufacturing e e 19,149 129 40 6.1 163.5
Transportation and public utilities 5,541 11.8 4.2 6.1 165.4
Wholesale and retail trade . ... ... 16,155 10.8 34 4.7 163.3
Finance, insurance, and real estate . . .. . 4,765 10.7 38 39 1703
Service and miscellaneous ... ... . ... 23,055 12.4 46 48 187.9
Public administration . 5,086 149 5.6 7.1 202.1
Occupation
White-collar workers . 41,405 11.1 39 43 170.8
Professional and technical ... . . ... ... 12,691 11.0 39 41 187.3
Managers and administrators, except farm ... 9,221 10.4 33 37 154.4
Clerical and kindred workers ... . ... .. ... .. 14,229 12.1 4.7 51 191.2
Salesworkers ...._... 5,264 9.8 30 4.0 104.5
Blue-collar workers 27,320 125 4.0 6.2 159.8
Craftsmen and kindred workers ... ... ... 11,205 12.1 40 58 158.8
Operatives, except transport 12,646 127 39 6.5 155.9
Laborers, except farm 3,469 12.8 47 6.6 177.1
Service workers .. . o . 11,157 14.7 49 63 184.7
Private household workers .. ... ... . 1,080 196 5.6 47 140.6
Other service workers .. . .. 10,077 14.1 48 6.5 189.4
Farmworkers ... ..o . 2,641 103 26 4.0 95.6
Farmers and farm managers ... . . . . 1,546 10.2 * 27 878
Farm laborers and farm foremen .. ... . 1,095 10.4 * 58 106.6
MALE
Total vV . . 50,062 10.8 33 49 149.5
Industry
Agriculture ... e e e s 2,497 9.6 * 35 83.6
Forestry and fisheries . .. o 61 * * * *
MININg o e e 588 * * * 126.7
Construction ... . . 4,695 11.0 31 48 145.4
Manufacturing e e e 13,570 11.8 35 5.6 150.4
Transportation and public utilities .. . . 4,261 11.1 42 6.6 166.5
Wholesale and retail trade 9,012 9.0 2.7 4.1 1439
Finance, insurance, and real estate ... 2,229 9.2 31 29 142.9
Service and miscellaneous ... ... ___ 9,318 11.0 3.7 4.5 158.9
Public administration ... . . . 3,432 134 4.4 6.3 184.1

See footnote at end of table.
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Table 69. Disability days and acute conditions per currently employed person per year, according to sex, industry, and

occupation: United States, 1975—Continued

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

Acute
Number of Type of disability day conditions
currently per 100
Sex, industry, and occupation employed currently
. bersons Restricted | Bed dis- Work employed
in thousands activity ability loss persons
per year
Number of days per currently
MALE—Continued employed person per year
Occupation
White-collar workers 20,802 9.2 29 36 1439
Professional and technical 7,329 94 29 35 1639
Managers and administrators, except farm ... 7,184 9.4 29 33 1443
Clerical and kindred workers 3,231 9.2 34 49 151.7
Salesworkers 3,058 8.5 24 34 86.6
Blue-collar workers 22,392 118 37 59 153.7
Craftsmen and kindred workers .. . 10,542 118 37 56 1553
Operatives, except transport 8,709 118 36 6.0 148.5
Laborers, except farm 3,141 123 39 6.4 162.9
Service workers 4,189 143 43 6.9 1703
Private household workers * * * * *
Other service workers 4,160 14.4 44 6.9 1714
Farmworkers 2,243 100 26 39 859
Farmers and farm managers 1,464 9.9 * 29 79.1
Farm laborers and farm foremen . . . 786 10.3 * 58 98.5
FEMALE
Total 1 33,156 13.7 5.1 5.7 198.3
Industry
Agriculture 518 114 * * 1730
Forestry and fisheries * * * * *
Mining 68 * * * *
Construction 347 * * * *
Manufacturing 5,579 154 53 74 195.4
Transportation and public utilities __. ... 1,279 14.2 * 46 161.8
Wholesale and retail trade 7,144 131 43 55 187.7
Finance, insurance, and real estate ... 2,537 121 44 48 1944
Service and miscellaneous 13,737 134 53 51 207.7
Public administration 1,654 179 82 8.7 239.2
Occupation
White-collar workers 20,603 130 5.0 5.0 1980
Professional and technical 5,362 132 53 49 2195
Managers and administrators, except farm ... 2,037 139 47 48 190.2
Clerical and kindred workers 10,999 129 51 5.2 202.7
Salesworkers 2,206 118 38 48 1293
Blue-collar workers 4,928 15.5 55 78 187.2
Craftsmen and kindred workers .. - 663 18.2 8.4 8.7 214.0
Operatives, except transport 3,937 149 44 76 1722
Laborers, except farm 328 17.7 * * 3125

See footnote at end of table.

237



Table 69. Disability days and acute conditions per currently employed person per year, according to sex, industry, and
occupation: United States, 1975—Continued

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

Acute
Number of Type of disability day conditions
currently per 100
Sex, industry, and occupation employed currently
. persons Restricted Bed dis- Work employed
in thousands activity ability loss persons
per year
Number of days per currently
FEMALE—Continued employed person per year
Occupation—Continued
Service WOrKers ... e 6,967 14.9 5.2 59 1934
Private household workers 1,051 20.1 5.8 49 144.5
Other service workers 5917 14.0 51 6.1 202.1
Farmworkers 392 118 28 46 151.0
Farmers and farm managers oo . 83 * * * *
Farm laborers and farm foremen 309 * * * *

1 Includes industry or occupation not specified.

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

Table 70. Cases of diseases for which immunization is available, according to disease: United States, 1965-75
(Data are based on reporting by State health departments)

Year Rubella Measles Diphtheria I Tetanus Pertussis Polio
Number of cases

1965 - -— 261,904 164 300 6,799 72
1966 e e . 46,975 204,136 209 235 1,717 113
1967 _.. e e enaaen 46,888 62,705 219 263 9,718 41
1968 o e e 49,371 22,231 260 178 4,810 53
1960 o e 57,686 25,826 241 185 3,285 20
1970 e e e 56,552 47,351 435 148 4,249 33
1971 e e 45,086 75,290 215 116 3,036 21
1972 25,507 32,275 152 128 3,287 31
1973 - 27,804 26,690 228 101 1,759 8
1974 .. . 11,917 22,094 272 101 2,402 7
1975 - 16,652 24,374 307 102 1,738 8

SOURCE: Center for Disease Control: Reported morbidity and mortality in the United States, 1975. Morbidity and
Mortality Weekly Report. 24(54), Aug. 1976.
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Table 71. New active tuberculosis cases and rate per 100,000 population, according to selected

{Data are based on

States, 1974
reporting by State health departments)

characteristics: United

Cases of tuberculosis

Characteristic Numb Percent Rate per 100,000
umber distribution resident population
Total 30,122 100 142
Sex
Male 19,762 66 19.2
Female 10,360 34 95
Color
White 17,825 59 9.7
All other 12,297 41 451
Age
Under 5 years 1,226 4 75
5-14 years 1,006 3 26
15-24 years 2,478 8 6.3
25-44 years 8,068 27 154
45-64 years 10,244 34 236
65 years and over 7,100 24 325
Population of city of residence
500,000 or more 8,865 29 25.7
250,000-500,000 2,773 9 213
100,000-250,000 2,651 9 16.1
All other areas 15,833 53 10.7

SOURCE: Center for Disease Control: Reported morbidity and mortality in the United States, 1975. Morbidity and

Mortality Weekly Report. 24(54), Aug. 1976.
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Table 72. Gonorrhea cases and rate per 100,000 population, according to sex and age: United States, selected years 1956-74
(Data are based on reporting by State health departments)

Age and year Both sexes ﬂ Male r Female Both sexes ﬂ Male T Female
Rate of gonorrhea per 100,000
All ages Number of cases of gonorrhea civilian population
1956 __. i 224,683 155,265 69,418 135.7 1924 81.7
1960 258,933 182,561 76,372 1453 210.2 836
1972 i, 767,215 504,575 262,640 3716 506.1 246.0
1973 842,621 509,821 332,800 404.9 507.2 309.4
1974 — 898,943 534,565 364,378 428.7 527.7 336.2
Under 15 years
1956 3,600 749 2,851 71 29 115
1960 4,880 1,540 3,340 8.7 54 12.1
1972 9,968 2,979 6,989 17.6 10.3 25.1
1973 10,814 2911 7,903 194 103 289
1974 11,510 3,061 8,449 21.1 11.0 316
1519 years
1956 . 45,161 24,223 20,938 415.7 462.9 3720
1960 53,649 30,649 23,000 4127 480.9 3471
1972 204,635 106,478 98,157 1035.4 1075.6 995.0
1973 232,994 108,221 124,773 1155.0 1075.2 1234.5
1974 248,757 111,273 137,484 1216.5 1089.7 13429
20-24 years
1956 74,693 52,969 21,724 7818 1255.8 406.8
19%0 . 87,823 63,155 24,668 859.2 1354.4 443.7
1972 311,051 210,891 100,160 18135 2593.0 1110.5
1973 _ 333,423 205,495 127,928 1918.2 2479.4 1406.7
1974 354,150 213,897 140,253 1984.0 2496.2 1511.2
5-29 years
1956 48,624 36,964 11,660 434.2 692.6 198.6
1960 51,213 39,190 12,023 485.5 779.1 217.8
1972 _ 135,220 100,752 34,468 9216 1416.2 456.0
1973 152,055 107,852 44,203 1000.9 1461.6 565.8
1974 165,048 116,556 48,492 1041.2 1511.6 595.7
30-39 years
1956 40,687 31,567 9,120 1715 2774 73.7
1960 46,092 36,081 10,011 192.1 313.0 80.3
1972 79,789 62,176 17,613 347.2 560.8 148.1
1973 84,600 62,812 21,788 35438 546.2 176.5

1974 89,729 66,833 22,896 365.6 564.3 180.3
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Table 72. Gonorrhea cases and rate per 100,000 population, according to sex and age: United States, selected years
1956-74—Continued

(Data are based on reporting by State health departments)

Age and year Both sexes ” Male Female Both sexes ” Male Female
Rate of gonorrhea per 100,000
40-49 years Number of cases of gonorrhea civilian population
1956 . 9,048 6,714 2,334 419 63.7 211
1960 11,666 9,120 2,546 52.1 836 222
1972 19,897 16,103 3,794 84.6 1419 311
1973 20,908 16,411 4,497 89.5 145.2 373
1974 21,610 16,808 4,802 93.5 150.2 403
50 years and over

1956 2,870 2,079 791 75 113 40
1960 3,610 2,826 784 86 142 36
1972 6,655 5,196 1,459 129 224 5.1
1973 7,827 6,119 1,708 149 259 59
1974 8,139 6,137 2,002 153 257 6.8

NOTE: Cases not reported by age have been included on the basis of the known age distribution. Number of cases
includes Alaska and Hawaii for all years. Rates for 1956 exclude Alaska and Hawaii.

SOURCE: Center for Disease Control: VD Fact Sheet, 1975, 32d ed. DHEW Pub. No. (CDC) 76-8195. Public Health
Service. Atlanta, Ga.
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Table 73. Primary and secondary syphilis cases and rate per 100,000 population, according to sex and age: United States,
selected years 1956-74

(Data are based on reporting by State heaith departments)

Age and year Both sexes ” Male Female Both sexes ” Male Female
Rate of syphilis per 100,000
All ages Number of cases of syphilis civilian population
1956 6,395 4,053 2,342 39 5.0 2.8
1960 16,145 11,136 5,008 9.1 12.8 5.5
1972 _. 24,429 16,292 8,137 11.8 16.3 76
1973 — 24,825 16,888 7,937 11.9 16.8 74
1974 25,385 17,903 7,482 121 17.7 6.9
Under 15 years

195 . 78 17 61 0.2 0.1 0.2
1960 159 38 121 0.3 0.1 0.4
1972 232 61 171 04 0.2 0.6
1973 262 90 172 0.5 0.3 0.6
1974 270 77 193 05 03 0.7

15-19 years
1956 1,163 527 636 10.7 10.1 113
1960 — 2,577 1,303 1,274 198 204 19.2
1972 4,035 1,921 2,114 204 194 214
1973 3,869 1,880 1,989 19.2 18.7 19.7
1974 . 3,992 2,031 1,961 19.5 19.9 19.2

224 years
1956 ... — 1,758 1,138 620 18.4 270 116
1960 4,692 3,126 1,566 459 67.0 282
1972 __ 7,216 4,592 2,624 42.1 56.5 29.1
1973 __ 7,175 4,662 2,513 413 56.3 276
1974 — 7,286 4,963 2,333 40.9 57.9 251

2529 years
1956 . . — 1,263 858 405 11.3 16.1 6.9
1960 _ o 3,385 2,478 907 321 493 16.4
1572 4,811 3473 1,338 328 48.8 17.7
1973 .. . 5,351 3,977 1,374 35.2 535 176
1974 - 5,498 4,152 1,346 347 538 16.5
1956 . ___ - 1,358 937 421 5.7 8.2 34
190 . e 3,751 2,951 800 15.6 256 6.4
1972 5,232 3,987 1,245 228 36.0 10.5
1973 5297 4,022 1,275 222 350 10.3
1974 e i 5477 4,369 1,108 223 36.9 8.7
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Table 73. Primary and secondary syphilis cases and rate per 100,000 population, according to sex and age: United States,

selected years 1956-74—Continued
(Data are based on reporting by State health departments)

Age and year

Both sexes ” Male

Female

1956
1960
1972
1973
1974

1956
1960
1972
1973
1974

40-49 years

50 years and over

Both sexes “ Male Female
Number of cases of syphilis
500 368 132
1,108 862 246
1,986 1,520 466
2,103 1,631 472
2,057 1,665 392
275 208 67
473 378 95
917 738 179
768 626 142
795 646 149

Rate of syphilis per 100,000

23
4.9
8.4
9.0
8.9

0.7
11
18
15
15

civilian population

35
79
13.4
14.4
149

11
1.9
3.2
2.7
2.7

12
2.1
38
3.9
33

63
0.4
0.6
05
0.5

NOTE: Cases not reported by age have been included on the basis of the known age distribution. Number of cases
includes Alaska and Hawaii for all years. Rates for 1956 exclude Alaska and Hawaii.

SOURCE: Center for Disease Control: VD Fact Sheet, 1975, 32d ed. DHEW Pub. No. (CDC)} 76-8195. Public Heaith
Service. Atlanta, Ga.

231-501 O~ 77 - 17
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Table 74. Venereal disease cases, according to type of venereal disease: United States, 1941-75
(Data are based on reporting by State health departments)

Type of venereal disease
Syphilis Lympho

Year mpho-

J[Primary and Late and ) Gonorrhea Chancroid (?;agll?:gﬂa granuloma

All stages secondary Early latent late latent Congenital venereum

Number of cases

1941 485,560 68,231 109,018 202,984 17,600 193,468 3,384 639 1,381
1942 479,601 75,312 116,245 202,064 16,918 212,403 5477 1,278 1,888
1943 575,593 82,204 149,390 251,958 16,164 275,070 8,354 1,748 2,593
1944 467,755 78,443 123,038 202,848 13,578 300,676 7,878 1,759 2,858
1945 359,114 77,007 101,719 142,187 12,339 287,181 5515 1,857 2,631
1946 363,647 94,957 107,924 125,248 12,106 368,020 7,001 2,232 2,603
1947 372,963 106,539 107,767 121,980 12,271 400,639 9,039 2,403 2,688
1948 338,141 80,528 97,745 123,972 13,309 363,014 8,631 2,315 2,494
1949 288,736 54,248 84,331 121,931 14,295 331,661 7,218 2,611 2,170
1950 229,723 32,148 64,786 112,424 13,446 303,992 5,796 2,017 1,635
1951 198,640 18,211 52,309 107,133 12,836 270,459 5,707 1,637 1,332
1952 168,734 11,991 38,365 101,920 9,240 245,633 3,837 1,069 1,235
1953 156,099 9,551 32,287 100,195 8,021 243,857 3,490 785 1,103
1954 137,876 7,688 24,999 93,601 7,234 239,661 3,294 607 917
1955 122,075 6,516 21,553 84,741 5515 239,787 2,863 584 875
1956 126,219 6,757 20,014 89,851 5,535 233,333 2,322 419 602
1957 . 130,552 6,251 19,046 96,856 5,452 216,476 1,860 348 449
1958 116,630 6,661 16,698 85,974 4,839 220,191 1,574 332 436
1959 119,981 8,178 17,592 86,776 5215 237,318 1,604 282 485
1960 120,249 12,471 16,829 84,195 4,593 246,697 1,555 273 800
1961 125,262 18,781 19,146 80,942 4,388 265,665 1,595 2% 842
1962 124,188 20,084 19,924 78,264 4,085 260,468 1,401 203 635
1963 128,450 22,045 18,683 81,736 4,140 270,076 1,242 196 589
1964 118,247 22,733 18,104 72,184 3,737 290,603 1,260 145 543
1965 113,018 23,250 17,315 67,636 3,505 310,155 1,083 144 873

See footnote at end of table.
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(Data are based on reporting by State health departments)

Table 74. Venereal disease cases, according to type of venereal disease: United States, 1941-75—Continued

Type of venereal disease

Syphilis

Year Lympho-
. Granuloma
. Gonorrhea Chancroid S granuloma
Primary and Late and ; inguinale
1
All stages secondary Early latent fate latent Congenital venereum
Number of cases
1966 110,128 22,473 16,974 66,149 3,464 334,949 950 164 625
1967 103,546 21,090 15,618 62,653 3,050 375,606 777 127 372
1968 98,195 20,182 15,379 58,905 2,596 431,380 827 174 349
1969 96,679 18,679 15,399 59,262 2,223 494,227 959 126 525
1970 87,934 20,186 15,425 49,537 1,903 573,200 1,189 168 587
1971 94,383 23,336 17,843 50,429 2,047 624,371 1,507 103 615
1972 95,076 24,000 20,354 48,056 1,951 718,401 1,298 88 828
1973 90,609 25,080 22,293 40,931 1,650 809,681 1,338 73 556
1974 84,164 24,728 24,290 33,465 1,334 874,161 1,064 51 374
1975 . 82,397 25,746 26,166 29,264 1,024 945,945 811 54 386

Tincludes stage of syphilis not stated.
SOURCE: Center for Disease Control: VD Fact Sheet, 1975, 32d ed. DHEW Pub. No. (CDC) 76-8195. Public Health Service. Atlanta, Ga.



9%¢

Table 75. Venereal disease rate per 100,000 population, according to type of venereal disease: United States, 1941-75

(Data are based on reporting by State health departments)

Type of venereal disease

Year Syphilis Granutoma Lympho-

All Primary and Early latent Late and c ol Gonorrhea | Chancroid inguinale granuloma

stages secondary arly latent | 540 [atent ongenita venereum

Rate per 100,000 civilian population

1941 368.2 51.7 82.6 1539 134 146.7 25 04 10
1942 363.4 57.0 88.0 153.1 12.8 160.9 41 0.9 14
1943 4470 63.8 116.0 195.7 12.6 2136 6.4 13 20
1944 3679 61.6 96.7 159.6 10.7 236.5 6.1 13 22
1945 _ . 2823 60.5 79.9 1118 9.7 2258 43 14 20
1946 2711.7 709 80.6 936 9.0 2750 52 16 19
1947 _. 264.6 75.6 76.4 86.5 8.7 2842 6.4 1.7 19
1948 2347 55.9 67.9 86.1 9.2 252.0 6.0 1.6 1.7
1949 197.3 371 576 833 9.8 226.7 49 18 15
1950 154.2 216 435 75.5 9.0 204.0 39 14 1.1
1951 1318 121 347 711 35 1795 31 11 0.9
1952 . 110.8 79 25.2 66.9 6.1 1613 25 0.7 08
1953 100.8 6.2 20.8 64.7 5.2 1574 23 0.5 0.7
1954 8715 49 15.9 59.4 46 1520 2.1 04 06
1955 76.0 41 134 52.7 34 149.2 18 04 05
1956 771 41 12.2 54.8 34 1424 14 0.3 04
1957 . 78.3 38 114 58.1 33 129.8 11 02 03
1958 68.5 39 9.8 50.5 28 1293 0.9 0.2 0.3
1959 69.3 47 10.2 50.1 30 1371 09 0.2 03
1960 68.0 7.1 9.5 476 26 139.6 09 0.2 0.5
1961 69.7 10.4 10.7 45.0 24 1478 0.9 0.2 0.5
1962 . 68.1 110 109 429 22 1428 0.8 0.1 03
1963 69.9 120 10.2 445 23 147.0 0.7 0.1 03
1964 63.4 12.2 9.7 38.7 20 155.8 0.7 0.1 03
1965 59.7 12.3 9.1 35.7 19 163.8 0.6 0.1 0.5

See footnote at end of table.
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Table 75. Venereal disease rate per 100,000 population, according to type of venereal disease: United States, 1941-75—Continued

(Data are based on reporting by State health departments)

Type of venereal disease
vear Syphille Granuloma Lympho-
: . Gonorrhea | Chancroid R granuloma
All Primary and Late and . inguinale
stages 1 secondary Early latent | | jte [atent | Congenital venereum
Rate per 100,000 civilian population

1966 574 11.7 88 345 1.8 1746 05 0.1 03
1967 535 10.9 8.1 32.3 16 193.9 0.4 0.1 0.2
1968 50.2 10.3 79° 30.1 13 220.5 0.4 0.1 0.2
1969 48.9 95 78 300 11 250.2 0.5 0.1 0.3
1970 44.0 10.1 7.7 24.8 1.0 287.1 0.6 0.1 03
1971 470 116 8.9 251 1.0 3106 0.7 0.1 03
1972 46,5 117 10.0 235 1.0 3517 0.6 0.0 0.4
1973 439 12.1 10.8 19.8 0.8 392.2 0.6 0.0 03
1974 40.4 119 11.7 16.1 0.6 420.1 0.5 0.0 0.2
1975 393 123 125 14.0 0.5 451.1 04 0.0 0.2

¥ Includes stage of syphilis not stated.

SOURCE: Center for Disease Control: VD Fact Sheet, 1975, 32d ed. DHEW Pub. No. (CDC) 76-8195. Public Health Service. Atlanta, Ga.
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Table 76. Notifiable diseases per 100,000 population, according to disease: United States, 1966-75
(Data are based on reporting by State health departments)

Disease

1966 [1967 | 1968 | 1969 | 1970 | 1971 | 1972 | 1973 | 1974 [ 1975

Amebiasis

Anthrax

Aseptic meningitis
Botulism

Brucellosis (undulant fever)

Chickenpox

Diphtheria ___

Encephalitis, primary .

Encephalitis, postinfectious

Hepatitis A

Hepatitis B

Hepatitis, unspecified

Leprosy
Leptospirosis

Malaria ...

Measles (rubeola)

Meningococcal infections

Mumps

Pertussis (whooping cough) __

Poliomyelitis, total

Paralytic

Psittacosis

Rabies in man

Rheumatic fever, acute

Rubella (German measles)

Rubella congenital syndrome

Salmonellosis, excluding typhoid fever

Shigeliosis

Tetanus

Trichinosis

See footnote at end of table.

1.49
0.00
1.56
0.00
0.13

0

0.11
1.08
0.49
16.77
179
M

0.06
0.04
0.29
105.42
173
0)

3.98
0.06
0.05
0.03
0.00
363

24.57
0.01
8.60
6.07
0.12
0.06

1.60
0.00
1.56
0.00
0.13

M

0.11
0.75
0.54
19.67
1.28
U

0.04
0.03
1.02
31.69
1.09
M

491
0.02
0.02
0.02
0.00
3.12

25.74
001
9.16
6.81
013
0.03

1.50
0.00
2.25
0.00
o1

M

0.13
0.89
0.25
22.96
249
0)

0.06
0.03
1.16
11.12
1.31
87.87

241
0.03
0.03
0.02
0.00
2.67

25.67
0.01
8.26
6.09
0.09
0.04

Number of cases per 100,000 population

144
0.00
182
0.01
0.12

M

0.12
0.80
0.15
23.98
3.02
M

0.05
0.04
1.54
12.79
1.46
48.65

163
0.01
0.01
0.03
0.00
248

28.91
0.02
9.12
5.92
0.09
011

1.42
0.00
3.18
0.01
0.10

M

021
0.78
0.18
27.87
4.08
U

0.06
0.02
1.50
23.23
1.23
55.55

2.08
0.02
0.02
0.02
0.00
245

27.75
0.04
10.84
6.79
0.07
0.05

1.33
0.00
2,51
0.01
0.09

®

0.10
0.74
0.21
28.90
474
M

0.06
0.03
115
36.50
110
65.33

1.47
0.01
0.01
0.02
0.00
2.16

21.86
0.03
10.63
7.83
0.06
0.05

1.06
0.00
2.23
0.01
0.09
87.34

0.07
0.51
0.12
25.97
4.52
Q)

0.06
0.02
0.36
15.50
0.64
38.42

1.58
0.01
0.01
0.02
0.00
2.01

12.25
0.02
10.64
9.70
0.06
0.04

1.07
0.00
233
0.02
0.10
97.68

0.11
0.77
0.17
24,18
4.03
0

0.07
0.03
0.11
12.72
0.66
36.23

0.84
0.00
0.00
0.02
0.00
1.92

13.25
0.02
11.35
10.79
0.05
0.05

1.30
0.00
153
0.01
0.11
72.20

0.13
0.50
0.15
19.54
5.15
3.95

0.06
0.03
0.14
1045
0.64
29.00

1.15
0.00
0.00
0.08

1.79

5.64
0.02
10.40
10.69
0.05
0.06

1.30
0.00
210
0.01
015
72.38

0.14
1.80
0.19
16.82
6.16
336

0.08
0.04
0.18
11.44
0.69
27.99

0.82
0.00
0.00
0.02
0.00
201

781
0.01
10,61
7.78
0.05
0.09
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Table 76. Notifiable diseases per 100,000 population, according to disease: United States, 1966-75—Continued
(Data are based on reporting by State health departments)

Disease 1966 j 1967 | 1968 T 199 | 1970 [ 1911 N2 { 173 | 1974 | 1975
Number of cases per 100,000 population

Tuberculosis (newly reported active cases) 24.38 23.07 2133 19.37 18.22 17.07 15.79 14.77 14.13 1574

Tularemia 0.11 0.11 0.09 0.07 0.08 0.09 0.07 0.08 0.07 0.06

Typhoid fever 0.19 0.20 0.20 0.18 0.17 0.20 0.19 0.32 0.21 0.18

Typhus fever, flea-borne (murine) 0.02 0.03 0.02 0.02 0.01 0.01 0.01 0.02 0.01 0.02

Typhus fever, tick-borne (Rocky Mountain spotted) ... 0.14 0.15 0.15 0.25 0.19 0.21 0.25 0.32 0.36 0.40

Venereal diseases {newly reported civilian cases):

Syphilis 54.37 52,53 48.84 46.28 45.30 47.00 44,15 42,03 39.95 37.70

Gonorrhea 181.85 | 207.33 | 23567 | 26858 | 297.47 | 32816 | 371.61 | 40492 | 428.70 | 469.19
Other specified venereal diseases: chancroid, granuloma

inguinale, and lymphogranuloma venereum ... " 0.67 0.67 0.75 0.89 1.07 1.03 1.09 0.79 0.66 0.52

1 Not reported nationally.

NOTE: Rates greater than 0 but less than 0.005 are shown as 0.00, and rates equal to 0 are shown as -. Total resident population used to calculate all rates
except venereal diseases, for which civilian resident population was used.

SOURCE: Center for Disease Control: Reported morbidity and mortality in the United States, 1975. Morbidity and Mortality Weekly Report, 24(54), Aug. 1976.



Table 77. Percent of live births weighing 2,500 grams or less, according to race and age of mother: United States, 1975
(Data are based on the National Vital Registration System)

All other
Age of mother All races White
Total Ir Black

Percent of live births weighing
2,500 grams or less

All ages 74 6.3 122 13.1
Under 15 years 14.1 11.3 16.1 16.3
15-19 years 10.0 8.1 144 148
20-24 years 7.1 6.0 121 128
25-29 years 6.1 5.4 10.2 11.2
30-34 years 6.8 6.1 10.7 11.8
35-39 years 8.2 7.3 121 13.2
40-44 years ... 9.5 8.6 12.6 132
45-49 years 103 10.0 113 11.0

NOTE: Based on 100 percent of births in selected States and on a 50-percent sample of births in all other States.
Figures for age of mother not stated are distributed. Birth weight category 2,500 grams or less corresponds to 5 pounds,
8 ounces or less.

SOURCE: National Center for Health Statistics: Vital Statistics of the United States, 1975, Vol. I. Health Resources
Administration, DHEW, Rockville, Md. In preparation.

Table 78. Height of children and youths at selected percentiles, according to sex and age: United States
(Data are based on physical examinations of samples of the civilian noninstitutionalized population)

Male Female
Agel -
8 10th T soth | ootn 10th ] son | ot
Standing height in inches at percentile shown

2 years 329 34.2 36.2 323 342 36.2
3 years 356 374 394 352 37.0 39.0
4 years 383 40.5 426 38.0 400 420
5 years 40.8 433 454 40.4 427 44.8
6 years 43.1 45.7 48.0 427 45.1 476
7 years 45.3 479 50.4 44.7 475 50.2
8 years 473 50.0 526 46.7 49.8 528
9 years ... 49.3 52.0 549 438.8 52.0 55.4
10 years 51.2 54.1 57.3 510 54.4 58.0
11 years .. 53.2 56.4 599 534 57.0 60.5
12 years ... 55.2 58.9 62.8 56.0 59.6 63.0
13 years ... - 574 61.6 65.7 58.3 61.8 65.1
14 years 59.8 64.2 68.4 596 63.1 66.4
15 years ... S 62.3 66.5 704 60.3 63.7 67.1
16 years ... . 64.5 68.3 718 60.7 63.9 674
17 years 66.0 69.4 72.6 61.1 64.2 674
18 years 66.4 69.6 73.0 614 64.4 673

Vincludes ONLY children with birthday age plus or minus 3 months; all other children excluded from table.

NOTE: Figures are smoothed values of standing height. Data from the Health Examination Survey, Cycles Il and IlI,
1963-65 and 1966-68, and the Health and Nutrition Examination Survey, Cycle 1, 1971-74.

SOURCE: National Center for Health Statistics: Vital and Health Statistics. Series 11. Health Resources Adminis-
tration, DHEW, Rockville, Md. To be published.
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Table 79. Weight of children and youths at selected percentiles, according to sex and age: United States
(Data are based on physical examinations of samples of the civilian noninstitutionalized population)

Male Female
Agel
& 10th 50th r 90th 10th T 50th [ S0th
Weight in pounds at percentile shown
2 years 24.16 2720 3170 2275 2601 2994
3 years 21.73 32.23 3736 27.03 31.08 36.46
4 years 3139 36.80 4259 3051 35.18 4173
5 years 35.18 41,16 47.84 33.64 38.93 46.80
6 years 39.06 45.61 53.59 36.86 "43.03 52.67
7 years 43.05 50.38 60.32 4054 4315 60.38
8 years 47.16 55.78 68.48 4508 54.76 7064
9 years 5143 62.02 78.42 5053 62.74 82.89
10 years 56.26 69.31 89.95 56.79 7176 96.34
11 years 62.10 77.82 102.67 63.87 81.46 110.14
12 years 69.36 87.70 116.25 7172 91.56 123.44
13 years 78.48 99.10 130.34 80.14 10163 135.47
14 years 89.60 111.93 144.56 88.43 110.85 145.59
15 years 101.54 125,02 158.53 95.64 118.34 15331
16 years 112.79 136.91 171.89 100.93 123.22 158.03
17 years 121.87 146.19 184.26 103.70 124,98 159.57
18 years 127.62 151.85 19491 104.65 124.82 159.28

Tincludes ONLY children with birthday age plus or minus 3 months; all other children excluded from table.

NOTE: Figures are smoothed weight values. Data from the Health Examination Survey, Cycles il and 111, 1963-65 and
1966-68, and the Health and Nutrition Examination Survey, Cycle |, 1971-74.

SOURCE: National Center for Health Statistics: Vital and Health Statistics. Series 11. Health Resources Administra-
tion, DHEW, Rockville, Md. To be published.
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SECTION I
Utilization of Health Resources

A. Ambulatory Care

While the number of physicians per 100,000
population has been increasing, the overall
number of ambulatory physician visits per per-
son per year, based on data from the national
Health Interview Survey, has remained fairly
constant since 1970 at about five visits. Rates of
physician visits generally increase with age, re-
flecting the increased frequency, complexity, and
chronicity of conditions associated with aging.

In 1975 for all age groups except children,
females made visits to physicians at a higher rate
than males. A larger proportion of females than
males have had at least one visit per year, and
the number of visits per person per year was
also higher for females. Similarly, in all age
groups except 45-64 years, whites made visits
at a higher rate than all others.

Many of the differences in utilization between
the poor and the nonpoor that existed a decade
ago have diminished, disappeared, or actually
reversed. For most age groups, persons in low-
income families (less than $5,000) reported as
many or more physician visits per person per
year in 1975 as did persons in high income fam-
ilies ($15,000 and over), although persons in
high-income families were more likely to have
seen a doctor at least once during the past year.
This higher use of visits among the poor may
reflect a greater need for services due to deficits
in health status brought about by environmental
factors, past inequities in obtaining such serv-
ices, and the income-depressing effects of illness.

Differences in utilization by place of residence
also existed. Residents in nonmetropolitan areas
made fewer physician visits per year than resi-
dents of metropolitan areas. Within each of the

major socioeconomic dimensions (i.e., color,
family income, and place of residence), the
greatest differentials in the proportion of popu-
lation seeing a physician at all during the year
existed among children. Proportionately fewer
children other than white, children from low-
income families, and children in nonmetropoli-
tan areas saw a doctor at least once during the
year than their white, higher income, and metro-
politan counterparts.

Physician visits are made in a number of set-
tings including private offices, hospital out-
patient departments and emergency rooms, and
various types of freestanding clinics. Data from
the National Ambulatory Medical Care Survey,
conducted by NCHS, indicated that about three
visits per person per year were provided by
physicians in their private office practices during
1974. This corresponded with data from the
Health Interview Survey, which showed that
about 70 percent of all physician visits took
place in doctors’ offices. Office visits per person
per year increased with age; and they were gen-
erally higher for females than males and for
whites than all others.

Overall, less than half of these office visits were
to general and family practitioners. The pattern
differed, however, by location of practice, with
specialists accounting for only 35 percent of the
visits in nonmetropolitan areas as compared to
over 65 percent in metropolitan areas. This is
not surprising since specialists are highly con-
centrated in metropolitan areas.

Physician office practice typically involved
care of patients whom the physician had seen
before and those with relatively nonserious con-
ditions. Only about 15 percent of the office visits
were made by new patients (i.e., patients not
previously seen by that particular physician). In
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over 60 percent of the visits, the physician had
seen the patient before for the same problem.
The proportion of such visits increased with
age, reflecting the increasing presence of chronic
conditions.

The most common reason for office visits was
for special examinations (such as prenatal care
and followup care after surgery) which ac-
counted for 18 percent of all visits. Respiratory
conditions which account for 15 percent of the
visits and circulatory conditions which account
for another 10 percent were the major disease
categories. The relative importance of condi-
tions was different for different age groups.
Among children, for example, respiratory condi-
tions accounted for 28 percent of all office visits;
while circulatory conditions account for 29 per-
cent of the visits for elderly people.

When physicians were asked to assess the seri-
ousness of their patients’ principal problems,
almost half were found to be “not serious,” and
another third were considered only “slightly se-
rious.” Very few differences existed in these
assessmernts by sex, color, or place of residence.
Although the seriousness of patients’ principal
problems increased with age, over two-thirds of
visits by the elderly were still judged to be either
“slightly serious” or “not serious.”

One-half of all office visits resulted in some
type of drug therapy, one-third involved the tak-
ing of a general history or physical exam, about
one-fifth involved lab tests, and one-fifth in-
volved medical counseling. Few differences were
found in the distribution of these treatment
modes by sex, color, and age. Notable differences
were gradually increasing use of drug therapy
with increasing patient age and more frequent
use of psychotherapy and therapeutic listening
for persons aged 25-44. Except for injections and
immunizations and drug therapy, metropolitan
physicians provided or ordered specific treat-
ments or services more often than nonmetropoli-
tan physicians.

Doctors ordered a return visit at a specific
time for 6 out of 10 visits and a return visit if
needed for another 2 out of 10. This pattern of
followup differed by location of practice. Physi-
cians in nonmetropolitan areas prescribed spe-
cific followup visits less often than metropolitan
physicians. The only variations in return visit
patterns by patient characteristics were a higher
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rate for females than males and increasing rates
with increasing age. Seven out of 10 visits by
patients 65 years and older resulted in schedul-
ing of a return visit, a pattern which again re-
flects the more chronic nature of their illnesses.
Only 2 percent of all office visits resulted in ad-
mission of the patient to a hospital.

The proportion of all physician contacts which
are physician visits in hospital outpatient depart-
ments has remained relatively stable from 1971
to 1975. In contrast, emergency room utilization
increased steadily over the same years. In most
age groups the poor were greater utilizers of
outpatient and emergency facilities than the
nonpoor. Concern is often expressed about the
continuity and comprehensiveness of care re-
ceived in these locations, but the data available
are not adequate to permit assessment of the
relative quality of care in different settings.

The increasing proportion of ambulatory
visits -nade to emergency rooms has prompted
several studies to identify the types of visits in-
volved. A study conducted by the U.S. Consum-
er Product Safety Commission estimated that
in fiscal year 1976 almost 9 million product-
related injuries were treated in hospital emer-
gency rooms. Sports and recreational equipment
and activities were one of the major sources of
product-related injuries. Children 1 to 4 years of
age had the highest rate of product-related in-
juries treated in emergency rooms. Males had
higher treatment rates than females, but the
differences decreased with age. This study of
product-related injuries did not take into con-
sideration socioeconomic differences in use of
emergency rooms. Many product-related injuries
among the nonpoor which may have been
treated in doctors’ offices were therefore not
included in these estimates.

In another study conducted by the Drug En-
forcement Administration and National Insti-
tute on Drug Abuse, the role of drug abuse in
emergency room utilization was investigated.
Overall, suicide attempts constituted the largest
single category of drug-abuse visits. Among
youths aged 10-19, psychic effects were men-
tioned as a motivation for taking the drug al-
most as often as suicide. About one-half of all
drug cases among females involved a suicide
attempt, while among males the motivational
factors are about evenly distributed among



psychic effects, dependence, and suicide. Drug
dependence accounted for a greater proportion
of emergency room visits for blacks and other
minorities than for whites. Diazepam (Valium),
alcohol in combination with another drug(s),
heroin, and aspirin were the most commonly
named drugs of abuse reported in hospital emer-
gency rooms, together accounting for about 35
percent of all drug-abuse cases.

Another major component of ambulatory serv-
ice, dental care, is often viewed as one of the
more elective forms of medical care; consequent-
ly, relatively large differences exist among socio-
economic groups in the utilization of dental
services. The civilian noninstitutionalized popu-
lation averaged 1.6 dental visits per person per
year in 1975, but only half of the population saw
a dentist at all during that year. Proportionately
more persons in high-income families ($15,000
or more) than persons in low-income families
(less than $5,000) had at least one dental visit
during the year, and the high-income persons
reported twice as many dental visits as did the
low-income persons, 2.2 vs. 1.1 visits per year.
The largest income differences in the number of
visits per year were found among children and
the elderly. Over the past decade the gap be-
tween the poor and nonpoor in the utilization
of most forms of medical care has diminished
markedly, disappeared, or actually reversed it-
self. However, this has not been the case with
dental care, due in part to the limited dental
coverage provided by public programs which
finance health care among the poor.

Differences also existed in the patterns of
dental care by place of residence, with residents
of metropolitan areas reporting more dental
visits than persons living outside metropolitan
areas. These differences were not as striking as
the income differentials.

Categories of service with recent shifts or in-
creases in ambulatory utilization include psychi-
atric, family planning, and abortion. The in-
crease in the use of outpatient psychiatric serv-
ices is associated with reductions in the use of
inpatient psychiatric hospital services, increases
in use of new drug therapies, and expansion of
insurance benefits for outpatient psychiatric
services. Use of ambulatory psychiatric services
in 1975 was highest among young adults aged
18-24 and lowest among the elderly. Almost

one-half of the ambulatory psychiatric episodes
were categorized in a miscellaneous diagnostic
category. Of the specified diagnoses, schizophre-
nia and depressive disorders were most fre-
quently reported. However, major specified con-’
ditions varied by age, with mental retardation
primary for those under 18 years of age and
organic brain syndromes primary among the
elderly. . :

Another type of ambulatory care that has in-
creased is services provided by family planning
clinics financed primarily by either public or
Planned Parenthood funds. The primary users
of family planning services in 1975 were females
aged 18-24. The relatively few males who used
these facilities tended to be older. These data
do not reflect family planning services provided
in physicians’ offices, still the major source of
these services. Over 80 percent of the women
aged 15-44 who received family planning serv-
ices in the past 5 years obtained them from
their own physician. Only 5 percent of these
women received family planning services at a
family planning clinic, although 17 percent of
black women who received family planning serv-
ices used such clinics.

Better data are becoming available on the
number of legal abortions performed along with
some of the characteristics of the patients. In
general, these abortions are performed on an
outpatient basis. The Abortion Surveillance
Program of the Center for Disease Control re-
ports a 30-percent increase in the number of
legal abortions between 1972 and 1974, and an
additional 12-percent increase between 1974 and
1975. About 763,000 legal abortions were re-
ported in 1974 and 855,000 in 1975. The actual
number of abortions performed each year was
certainly higher than the number reported. One-
third of the reported abortions were for women
under 20 years of age, another third for women
20-24 years old, and one-third for women 25 years
and over. A little over one-quarter of the re-
ported abortions were for married women.

One of the most striking changes accompany-
ing the liberalization of abortion laws over the
Jast several years has been the decrease in the
number of abortions performed out of State.
In 1972, 44 percent of reported abortions were
performed out of State in contrast to 13 percent
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in 1974. However, in seven States more than
25 percent of the reported abortions were still
performed on out-of-state residents in 1974.
Between 1972 and 1974, 68 percent of legal
abortions were performed before the 11th week
of pregnancy when the risk to the woman is
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relatively low. The risk of death is almost 50
times greater after the 15th week of gestation
than before the 9th week, but still about 9 per-
cent of the legal abortions during this 2-year
period were performed after the 15th week of
pregnancy.



Table 80. Office visits to physicians, according to age, color, and sex of patient: United States, 1974

(Data are based on reporting by a sample of office-based physicians)

Age of patient

Color and sex Al Under | 15-24 2544 4564 | 65years
ages |l 15years years years years and over
Percent distribution

Total 100.0 19.1 153 25.2 250 154

Male 100.0 253 128 216 25.6 147
Female 100.0 15.0 170 216 24.6 159
White 1000 18.9 15.1 247 254 15.9

Male 100.0 25.2 127 21.1 25.9 15.0
Female 100.0 14.7 16.7 271 250 165
All other 100.0 20.9 16.8 30.0 219 10.4

Male 100.0 260 13.7 26.7 22.7 10.9
Female 100.0 178 18.8 319 214 10.1

Office visits per person per year

Total 30 22 2.6 31 37 47

Male 25 26 17 22 33 43
Female 36 21 33 40 42 50
White 32 24 26 31 37 46

Male 2.6 25 1.7 21 32 43
Female 3.6 23 34 40 42 48
All other 22 14 18 28 30 3.2

Male 18 14 12 21 2.6 30
Female 2.6 15 2.4 33 33 34

NOTE: Rates are based on the civilian noninstitutionalized population.

SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Provisional data

from the National Ambulatory Medical Care Survey.
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Table 81. Office visits to physicians, according to physician specialty and type of practice, sex, color, and age of patient,
and location of practice: United States, 1974

(Data are based on reporting by a sample of office-based physicians)

Specialty Type of practice
Medical specialty Surgical specialty Other specialty
Sex, color, and age of patient General -
and location of practice spé\é;ap and All N ternal All Otr)isé[:t All | :
ties || family | medicall""? o' Pedi- | o | surgicall|General| o 4 | gier | other || Psychi-| qup o Solo | Other
practice| special] M4 latrics € 1 special-|| surgery special-)}  atry
ties | cine ties gyne- ties
cology
Office visits per person per year

Total o 3.0 13 08 03 0.2 0.2 09 0.2 0.2 0.4 0.1 0.1 0.1 18 12
Sex

Male 25 1.1 0.7 03 0.3 0.2 0.6 0.2 0.0 0.4 0.1 0.1 0.1 15 1.0

Female 3.6 15 0.8 04 0.2 0.2 11 0.2 05 04 0.2 01 0.1 21 14
Color

White - 3.2 13 08 0.3 0.3 0.2 09 0.2 0.3 0.4 0.2 01 0.1 19 13

Al other 2.2 11 0.5 0.2 0.2 0.1 0.6 0.1 0.2 03 0.1 * 0.1 15 0.8
Age

Under 15 years .. 2.2 0.8 10 0.0 0.9 0.1 03 0.1 0.0 0.2 0.0 * 0.0 11 11

15-24 years 26 1.1 0.4 0.2 01 0.2 09 0.2 04 0.3 0.1 0.1 0.0 15 1.1

25-44 years 31 13 0.5 03 * 0.2 11 0.2 05 0.4 03 0.2 0.1 19 12

45-64 years 37 16 0.8 0.6 * 0.3 1.1 03 0.1 0.6 0.2 0.1 01 24 13

65 years and over ... ~| 47 2.1 13 10 * 03 1.1 03 0.1 0.7 0.2 * 0.2 31 16

Location of practice ‘
Metropolitan area .. . 34 11 10 0.4 0.3 03 1.0 0.2 0.3 05 0.2 01 0.1 20 14
Nonmetropolitan area .. | 23 15 03 01 01 0.0 05 0.2 0.1 0.2 0.0 * (A 14 0.9

1 Includes partnership and group practices.
NOTE: Rates are based on the civilian noninstitutionalized population.

SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Provisionai data from the National Ambulatory Medical
Care Survey.



Table 82. Office visits to physicians, according to prior visit status, sex, color, and age of patient, and location of practice:
United States, 1974

{Data are based on reporting by a sample of office-based physicians)

Prior visit status
Sex, color, and age of patient Patient never Patient seen before
i i nt nev!
and location of practice Total seen before For current For another
problem problem
Percent distribution of office visits
Total 100.0 149 62.1 230
Sex
Male 100.0 164 593 24.2
Female 100.0 139 639 222
Color
White . 100.0 143 62.8 229
All other 100.0 20.3 55.0 24.8
Age
Under 15 years 1000 159 478 36.2
15-24 years 100.0 21.4 52.6 26.0
25-44 years 100.0 173 61.1 216
45-64 years 100.0 123 69.4 18.3
65 years and over 160.0 75 788 137
Location of practice
Metropolitan area 100.0 153 62.9 218
Nonmetropolitan area 1000 136 59.5 26.9

SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Provisional data
from the National Ambulatory Medical Care Survey.

231-501 O~ 77 -18
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Table 83. Office visits to physicians, according to sex, color, and age of patient, location of practice, and principal diagnosis: United States, 1974
(Data are based on reporting by a sample of office-based physicians)

Sex Color Age Location of practice
- . . D ] -
Principal diagnosis and ICDA code Total Male | Female | white | All | Under1s |15:24 | 2544 | 4564 | 65years [ Metropolitan| __ Nom-.
ale | Female "€ 1 other years |years | years | years | and over area ar%a
Percent distribution of office visits
All diagnoses 100.0 || 100.0] 100.0 100.0 | 100.0 1000 {100.0 | 100.0 | 100.0 | 100.0 100.0 100.0
Infective and parasitic diseases ... 000-136 39 4.4 36 39 41 6.8 5.6 36 26 15 38 4.2
Neoplasms 140-239 20 19 2.1 2.1 * * * 17 28 39 2.2 14
Endocrine, nutritional, and
metabolic diseases . 240-279 42 3.1 5.0 41 51 * 2.7 48 6.2 5.7 44 37
Diabetes mellitus 250 17 17 17 16 2.2 * * 1.0 2.7 4.4 16 19
Obesity — 277 15 0.6 2.1 14 2.1 * 18 2.6 18 * 16 11
Mental disorders 290-315 43 43 4.4 45 29 13 37 8.2 48 17 49 25
Neuroses 300 23 19 2.6 24 18 * 18 4.6 2.7 * 2.6 15
Diseases of nervous system
and sense organs 320-389 7.7 8.7 7.0 79 6.3 115 5.2 48 8.3 9.4 78 7.4
Diseases of the eye . 360-379 36 3.8 35 3.6 37 3.2 3.2 19 45 58 38 29
Refractive errors 14 14 1.4 14 * 12 2.3 1.0 18 * 15 1.0
Otitis media 16 22 1.2 17 * 6.4 * * * * 16 19
Diseases of circulatory system . 98| 101 95 9.7 10.0 * * 45 | 156 2838 9.8 9.7
Essential benign hypertension .. 39 35 41 38 49 * 22 73 9.4 3.9 39
Chronic ischemic heart disease 2.3 2.7 21 24 2.1 * * 33 9.1 24 22
Diseases of respiratory system .. 460-519 | 15.1 17.1 137 14.9 16.3 277 14.8 123 | 11.9 9.2 14.3 175
Acute respiratory infections
(except influenza) ... 460-466 76 8.4 7.2 75 9.1 17.2 75 6.0 48 3.2 72 9.0
Influenza 470-474 0.8 10 0.7 0.7 18 14 * * * * 0.5 16
Hay fever 507 18 20 17 19 * 23 25 20 16 * 2.1 1.1
Diseases of digestive system 520-577 32 36 29 32 32 16 24 35 41 39 30 36
Diseases of genitourinary system _____ 580-629 58 2.7 78 5.7 6.3 13 7.1 85 6.4 45 5.9 5.6
Diseases of male genital organs _..600-607 0.6 1.5 0.6 * * * * * 12 0.7 *
Diseases of female genital organs.610-629 3.4 5.7 34 39 * 51 5.8 39 * 3.4 3.4
Diseases of skin and subcuta-
neous tissue ___ 680-709 53 58 5.0 53 55 6.3 9.1 438 41 34 5.4 5.0
Diseases of musculoskeletal
system 710-738 55 53 57 5.6 48 19 22 48 9.0 9.1 55 5.6
Arthritis and rheumatism 710-718 2.8 2.4 31 28 2.8 * * 19 4.6 6.5 2.7 32

See footnotes at end of table.
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Table 83. Office visits to physicians, according to sex, color, and age of patient, location of practice, and principal diagnosis: United States, 1974—Continued
(Data are based on reporting by a sample of office-based physicians)

Sex Color Age Location of practice
. . . D ;
Principal diagniosis and ICDA code Total vale | Femate | white | AU | Under1s| 1524 | 2544 | 4564 | 65years | Metropolitan | Nor-
ale | Female It | other years | years | years | years | and over area me r;p:; itan
Percent distribution of office visits
Symptoms and ill-defined

conditions 780-796 50 44 54 5.0 5.3 40 48 6.5 50 42 5.2 44
Accidents, poisoning, violence ... . 800-999 75 110 5.3 75 8.4 75 9.8 89 6.9 41 7.3 85
Fracture 800-829 1.2 18 09 13 * 17 13 11 1.2 * 13 11
Dislocation, sprain ... 830-848 2.7 37 21 26 37 * 38 42 29 * 2.7 2.7
Lacerations 870907 13 23 0.7 13 * 25 15 11 08 * 11 19

Special conditions and exami-
nations without illness ... . Y00-Y13 |* 180 154 198 18.2 169 254 28.1 200 } 105 8.0 179 185
Medical and special exams ... Y00 71 16 6.8 7.2 65 18.2 83 55 30 17 70 74
Prenatal care Y06 36 6.0 36 38 * 114 6.9 * 36 3.7
Medical and surgical aftercare ... Y10 5.0 59 4.3 5.0 45 39 4.9 5.0 6.0 46 5.1 44
Other diagnoses 2 B 14 11 15 14 * 1.6 13 13 10 19 14 13
Diagnosis given as “None” . .. - 05 * 0.5 05 * * * * * * 0.4 *
Diagnosis unknown3 0.8 0.8 0.7 0.7 * 1.0 * 11 * * 0.9 *

1 Diagnostic groupings and code number inclusions are based on the Eighth Revision International Classification of Diseases, Adapted for Use in the

United States.
2Codes 280-289, Diseases of the blood and blood-forming organs; 630-678, Complications of pregnancy, childbirth, and the puerperium; 740-759, Congenital

anomalies; 760-779, Certain causes of perinatal morbidity and mortality.

3 Blank diagnosis, noncodable diagnosis, illegible diagnosis.

SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Provisional data from the National Ambulatory Medical
Care Survey,



Table 84. Office visits to physicians, according to seriousness of principal problem, sex, color, and age of patient, and

location of practice: United States, 1974

(Data are based on reporting by a sample of office-based physicians)

offi isit _ Seriousness
Sex, color, and age of patient pelrcse\;lssclns of patient's principal problem
and location of practice Ver . Slichtl Not
per year y igntly
Total serious | Serious serious serious
Percent distribution of office visits

Total 3.0 100.0 31 16.3 316 191
Sex

Male 25 100.0 37 18.0 330 453

Female 36 100.0 27 15.1 30.7 51.6
Color

White 3.2 100.0 31 16.3 318 438

All other 22 100.0 2.7 15.4 30.2 517
Age

Under 15 years 22 100.0 14 10.2 290 584

15-24 years 26 100.0 138 10.9 27.0 60.4

25844 Years ..o 3.1 100.0 31 14.3 305 52.2

45-64 years 3.7 100.0 38 20.3 345 41.4

65 years and over 47 100.0 5.2 258 36.7 323

Location of practice
Metropolitan area 34 100.0 33 16.7 30.8 49.2
Nonmetropolitan area 2.3 100.0 22 14.9 343 48.6

NOTE: Rates are based on the civilian noninstitutionalized population.

SQURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Provisional data
from the Naticnal Ambulatory Medical Care Survey.
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Table 85. Office visits to physicians, according to treatments and services, sex, color, and age of patient, and location of practice: United States, 1974
(Data are based on reporting by a sample of office-based physicians)

Treatment or service ordered or provided
. —_— . Psycho- .
Sex, color, and age of patient . . Injection Office Medical
and location of practice None %?St%:al Lab pro or surgical Drug therapy-or counsel-
y cedure X-ray : : ;| thera - Other
or exam ortest immuni- treat- therapy peutic ingor
zation ment listening advice
Percent of office visits with specified treatment or service 2

Total 52 331 194 70 179 84 50.3 44 203 9.7
Sex

Male 54 321 16.6 8.3 184 103 479 39 196 100

Female 50 338 212 6.1 176 72 519 47 20.7 94
Color

White 52 325 19.2 71 180 8.6 49.6 45 20.6 9.8

All other 4.6 385 213 6.3 175 62 570 33 17.6 8.1
Age

Under 15 years 6.0 38.0 14.6 43 25.0 8.0 46.8 15 20.3 58

15-24 years 74 331 196 6.2 124 103 47.0 36 190 100

25-44 years 51 326 210 78 139 84 48.1 8.0 195 10.7

45-64 years 4.2 30.8 19.7 8.8 19.0 8.0 52,5 45 209 11.3

65 years and over 37 315 217 6.8 194 78 58.3 25 219 9.7

Location of practice
Metropolitan area 52 346 204 7.7 17.8 85 49.6 52 20.7 104
Nonmetropolitan area 53 284 16.2 48 18.2 83 52.6 18 18.9 15

Vincludes prescription and nonprescription drugs.
2 Percents will not add to 100 because many patient visits involved the provision of more than one treatment or service.

SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Provisional data from the National Ambulatory Medical
Care Survey.



Table 86. Office visits to physicians, according to disposition of visit, sex, color, and age of
patient, and location of practice: United States, 1974

(Data are based on reporting by a sample of office-based physicians)

Disposition of visit
Sex, color, and age of
patient and location of No Return at Return Telephone | Referred Retlti{;ned Admitted
practice followup spe_cified if needed followup | to ogh_er referring to' Other
planned time planned | physician physician hospital
Percent of office visits with specified disposition?
Total ... 12.7 59.6 217 37 2.7 1.0 22 0.7
Sex
Male 15.2 56.8 216 36 28 1.0 22 0.7
Female ... .. . .. 110 615 219 38 2.6 1.0 22 0.6
Color
White 12.6 59.7 218 38 27 10 22 0.7
Allother . .. 13.8 58.7 217 33 25 * 30 *
Age
Under 15years .. . .. 20.1 474 257 55 25 * 15 *
15-24 years ... ... ... 179 545 222 3.9 25 * 16 *
254 years .. ... 11.8 60.2 217 33 29 11 28 0.3
45-64 years . ... 89 64.6 203 32 29 14 2.6 0.8
65 years and over ... . ... 6.1 70.5 18.9 27 23 1.0 24 *
Location of practice
Metropolitan area . . 116 623 20.1 4.0 28 11 23 0.7
Nonmetropolitan area ... 16.0 515 270 2.8 21 0.7 21 | 0.6

1 Percents will not add to 100 because some patient visits had more than one disposition.

SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Provisional data
from the National Ambulatory Medical Care Survey.
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Table 87. Physician visits per person per year and persons with one or more visits, according
to age, sex, color, family income, and location of residence: United States, 1975

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

Sex, I%%Etri'o??;lge;?ggrnee’ and All ages Ur;;l::sls 15-44 years | 45-64 years asgg i?/:; All ages Ur;gae:sls 15-44 years | 45-64 years 362 dyi?/l:;'

Physician visits per person per year Percent of population with one or more visits in past year
Total 51 4.4 48 5.6 6.6 75.2 74.7 75.1 741 78.8

Sex
Male e - 43 47 35 47 6.4 70.5 75.2 66.9 69.7 759
Female 5.7 41 6.0 6.5 6.8 795 74.2 82.8 78.1 80.8
Color
White 51 45 48 5.6 6.7 75.7 76.2 75.6 739 789
All other 47 38 45 6.2 5.9 715 67.2 72.0 75.6 776
Family income1
Less than $5,000 6.0 A7 57 74 65 755 705 76.9 742 78.7
$5,000-$9,999 52 40 50 58 7.2 73.6 70.7 74.6 724 78.0
$10,000-$14,999 48 44 45 55 69 75.0 75.6 74.7 73.9 80.3
$15,000 or more 49 47 4.7 53 6.4 716 79.3 76.7 76.6 822
Location of residence

Within SMSA 53 47 50 5.8 6.9 75.9 76.3 75.9 744 78.7
Large SMSA 5.4 49 5.2 59 6.5 76.2 779 755 74.6 79.0
Core counties 5.4 47 5.4 5.9 6.4 75.8 773 75.2 74.2 784
Fringe counties 54 54 49 58 6.8 772 79.2 76.0 75.6 80.7
Medium SMSA 5.2 44 49 5.8 78 76.0 75.6 76.5 74.7 778
Other SMSA 48 45 4.4 5.6 6.2 74.6 716 76.0 73.0 79.5
Outside SMSA 44 36 4.2 5.1 6.1 73.0 704 729 73.1 78.9
Adjacent to SMSA 46 35 44 55 6.3 734 70.9 73.0 73.7 79.8
Not adjacent to SMSA - 42 38 38 46 58 725 69.7 72.8 72.2 77.8

1 Excludes unknown family income.

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



Table 88. Hospital outpatient clinic visits per person per year and hospital outpatient clinic visits as a percent of all
physician visits, according to age, sex, and family income: United States, 1971-75

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

Age, sex, and family income 1971 l 1972 L1973 1974 | 1975 | 19m | 1972 l 1973 | 1974 [ 1975
Hospital outpatient clinic visits Hospital outpatient clinic visits as
ALL AGE_S per person per year a percent of all physician visits
Total 04 04 03 0.4 0.4 1.7 76 6.8 1.6 8.4
Male o e 04 | 04 03 0.4 0.4 83 84 6.8 84 9.3
Female __. 0.4 0.4 0.4 0.4 0.4 73 7.1 6.8 7.0 78
Family income
Less than $5,000 _ _ ___ 0.7 0.6 0.6 0.6 0.7 11.7 11.3 105 113 11.0
$5,000-$9,999 ... 0.4 0.4 03 04 0.6 8.0 89 6.7 89 | 108
$10,000-$14,999 0.2 0.2 0.3 03 0.4 49 4.8 57 6.5 8.1
$15,000 or more 0.3 03 0.2 03 0.3 55 54 49 53 5.5
UNDER 15 YEARS
Total 0.3 0.3 03 0.3 03 73 6.5 6.2 6.1 7.7
Sex
Male 03 03 03 0.3 0.4 72 6.5 55 6.5 76
Female 0.3 03 0.3 0.2 0.3 75 65 6.9 5.7 78
Family income 1.2
Less than $5,000 0.6 05 05 0.5 06 162 | 128 | 122 | 137 | 122
$5,000-$9,999 0.3 03 02 03 04 83 88 6.5 80 | 115
$10,000-$14,999 0.2 0.2 0.2 0.2 0.3 39 39 41 54 6.5
$15,000 or more 0.2 0.2 0.2 0.2 0.2 40 47 39 36 45
15-44 YEARS
Total 0.4 0.4 0.3 0.4 04 79 78 6.4 8.2 88
Sex
Male . 0.3 0.3 0.2 0.3 0.3 8.8 8.2 6.3 9.0 9.3
Female 04 05 0.4 05 05 7.4 16 6.3 7.7 8.6
Family income 1.3
Less than $5,000 ... 0.7 0.7 0.7 038 09 128 | 132 | 118 132 | 159
$5,000-$9,999 0.4 04 0.3 05 0.6 76 9.2 6.8 9.5 119
$10,000-$14,999 02 0.2 0.3 0.3 03 53 49 53 7.1 71
$15,000 or more 0.3 0.2 0.2 03 0.2 6.7 49 43 5.7 51
45-64 YEARS
Total 0.5 05 0.4 05 05 9.0 9.1 8.0 8.3 9.3
Sex
Male 0.5 05 0.4 0.5 0.5 10.0 106 8.4 96 | 107
Female 0.5 05 05 0.4 0.5 83 79 1.7 73 8.4
Family income1
Less than $5,000 10 0.9 038 038 0.8 147 | 132 | 126 | 121 10.6
$5,000-$9,999 05 05 0.4 0.5 0.6 9.3 9.8 74 91 | 103
$10,000-$14,999 0.3 0.4 04 04 0.6 5.7 6.5 73 71 | 119
$15,000 or more 0.3 04 0.3 0.4 04 6.2 70 6.4 6.6 7.1

See footnotes at end of table.
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Table 88. Hospital outpatient clinic visits per person per year and hospital outpatient clinic visits as a percent of all

physician visits, according to age, sex, and family income: United States, 1971-75—Continued
{Data are based on household interviews of samples of the civilian noninstitutionalized population)

Age, sex, and family income

1971

1972 197ﬂ 1974] 1975

1971

1972

1973

1974

1975

65 YEARS AND OVER

Hospital outpatient clinic visits

per person per year

Hospital outpatient clinic visits as
a percent of all physician visits

Total 0.4 0.5 0.5 0.5 0.5 5.3 6.7 6.9 7.0 6.9
Sex
Male 04 0.6 0.5 0.6 0.7 6.6 93 75 87 | 107
Female 03 0.4 0.5 0.4 03 46 5.0 6.6 5.8 44
Family income?

Less than $5,000 0.4 0.5 05 05 0.3 58 1.7 6.9 74 52
$5,000-$9,999 0.4 0.4 0.4 0.6 0.6 6.1 59 54 85 8.1
$10,000-$14,999 * * 03 * 0.7 * * | 109 * 9.5
$15,000 or more * * 0.6 * 0.4 * * 85 * 6.5

1 Excludes unknown family income.

2 Ages used for family income were under 17 years.

3 Ages used for family income were 17-44 years.

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Inter-

view Survey.
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Table 89. Emergency room visits per person per year and emergency room visits as a percent of all physician visits,
according to age, sex, and family income: United States, 1971-75

{Data are based on household interviews of samples of the civilian noninstitutionalized population)

Age, sex, and family income

1971 I 1972 [ 1973 | 1974 l 1975

1971 | 1972 | 1973 | 1974 | 1975

ALL AGES
Total

Sex
Male

Emergency room visits per
person per year

0.1 02 0.2 0.2 0.2

Emergency room visits as a percent
of all physician visits

25 33 39 43 45

Female
Family income !
Less than $5,000

$5,000-$9,999
$10,000-$14,999

$15,000 or more

UNDER 15 YEARS
Total

Sex

Male

0.1 0.2 0.2 0.2 0.2
0.1 01 0.2 02 0.2

01 0.2 0.2 03 04
0.1 0.2 0.2 6.2 03
0.1 0.2 0.2 0.2 0.2
0.1 0.2 0.2 0.2 0.2

0.2 0.2 0.3 0.2 0.3

3.0 46 4.7 5.6 5.6
22 24 33 3.4 3.7

26 32 38 5.2 59
3.0 35 49 47 50
2.1 33 40 4.7 44
22 3.0 38 35 35

39 49 5.9 58 6.6

Female

Family income 1 2
Less than $5,000

0.2 03 03 0.3 0.3
0.2 0.2 0.2 0.2 0.3

0.2 0.2 0.4 0.4 0.5
0.2 0.2 0.2 03 04
0.1 02 0.2 0.2 0.2
0.1 0.2 0.2 0.2 0.2

0.1 0.2 0.2 0.3 0.2

34 58 6.0 6.7 6.7
4.4 39 56 49 6.4

5.7 5.8 90 | 116 | 110
5.0 49 6.5 73 9.3
33 5.2 5.1 58 5.7
25 4.0 4.7 39 4.7

29 38 45 54 5.1

$5,000-$9,999
$10,000-$14,999
$15,000 or more
15-44 YEARS
Total
Sex
Male
Female

Family income 1.3
Less than $5,000

02 03 0.3 0.4 0.4
01 0.2 0.2 03 0.3
0.1 0.2 0.2 0.2 0.2
0.1 0.2 0.2 02 0.2

01 01 01 0.1 02

43 6.2 6.3 83 74
2.2 25 35 3.9 38

32 4.6 5.0 7.2 6.6
30 37 41 5.7 53
22 33 4.2 53 5.1
24 33 47 44 37

11 20 22 25 28

$5,000-$9,999
$10,000-$14,999
$15,000 or more
45-64 YEARS
Total
Sex
Male
Female

Family income?
Less than $5,000

$5,000-$9,999

$10,000-$14,999

$15,000 or more

See footnotes at end of table.
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0.1 0.1 0.1 0.1 0.2
01 01 0.1 0.2 0.2

* 0.2 * * 03
0.1 0.1 02 0.2 0.2
* * 01 01 0.1
* 0.1 * 0.1 0.1

11 24 24 23 33
11 1.7 20 2.6 24

* 2.7 * * 42
15 24 30 27 30
* * 21 24 22
* 20 * 23 2.2




Table 89. Emergency room visits per person per year and emergency room visits as a percent of all physician visits,
according to age, sex, and family income: United States, 1971-75—Continued

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

Age, sex, and family income

1971 | 1972 | 1973 | 1974 | 1975

1971 | 1972 | 1973 | 1974 | 1975

65 YEARS AND OVER
Total

Sex

Male

Emergency room visits per
person per year

Emergency room visits as a percent
of all physician visits

Female

Family income1
Less than $5,000

$5,000-$9,999

$10,000-$14,999
$15,000 or more

01] o1} o01l] o1] o1
* #0101

< 01| o1 o1

* * #0102
* % * * *
* * * *® *

* * * * *

12 ] 10 | 14 | 17 | 21
| =0 = 18 | 20
| % | 16| 17 | 22
|| =119 | 32
* * * * *
* * * * *
%* * % * *

1 Excludes unknown family income.

2 Ages used for family income were under 17 years.
3 Ages used for family income were 17-44 years.

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Inter-

view Survey.
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Table 90. Product-related injuries treated in hospital emergency rooms, according to category of consumer product: Contiguous United States,

July 1, 1975-June 30, 1976
(Data are based on reporting by a sample of hospital emergency rooms)

Estimated Estimated
Product category number of Product category number of
injuries injuries
Total _. 8,744,361
Home structures and fixtures, construction materials . - 2,059,713 Kitchen appliances and unpowered housewares ... 567,154
Stairs, ramps, and landings (indoors or outdoors) .. ... - 538,354 Knives and cutlery (unspecified) 184,017
Nails, carpet tacks, screws, and thumbtacks ... . 309,288 Cutlery and knives (unpowered, including switchblades
Architectural glass (including glass doors) ... ... 191,098 and pocket knives) 103,768
Doors (unspecified) 189,789 Drinking glasses and cups 76,286
Metal pieces 108,742 Tableware (including flatware and accessories) ... 53,292
Floors and flooring materials 100,258 Cooking ranges, ovens, and related equipment . - 29,370
Fences (nonelectric or unspecified) 76,275 All other 120,421
Ba ing glass) ..
Ot,fgﬁ”fﬁni{’,ﬂci?f,‘,"’ ?T'lastterﬁ;,t: res (excluding glass) .- giﬁg Packaging and containt_ars for household products .. 216,790
Lumber, boards, and paneling pieces (not part of structure).. 47,330 Glass bottles and jars .. 112,165
Porches, balconies, open side floors, and floor openings ..... 46,620 Cans and resealable closures 77,621
Nonglass doors — 43,356 All other __. 27,004
Bricks and concrete blocks (not part of structure) ... 32,162 ; :
Window sills, door sills, door frames, and window frames ... 28,882 H°m§,:§cdh£§";',i{, ?;é:’ti?::,%engp?;eun?ss' and caustic 135,088
Electric fixtures (light bulbs, lamps, light fixtures, compounds 40,403
electric outlets, electric chandeliers, appliance cords, Fuels 27,750
extension cords, and replacement wire) .. 26,186 All other 66,935
Wire (nonelectric) 25,850 '
All other e e et aemnee 183,125 Home workshop apparatus 313,524
. ; Ladders and stoois 80,591
Home alarm, escape, and protection devices ... ... 4,085 Powersaws (electric) 58,920
; ; At ; Hammers 36,238
Space heating, cooling, and ventilating appliances ... 92,217 Other workshop to0ls or accessories (unpowered, excluding
Home furnishings 620,712 knives) 25,677
Nonglass tables 165,555 All other 112,098
Chairs, sofas, and sofa beds 138,024 .
Beds (excluding water beds and sofa beds) ... 133,033 Yard and garden equipment 194,463
Desks, storage cabinets, bookshelves, and magazine racks... 81,353 Lawnmowers (unspecified) 37,009
Other furniture (beach chairs, glass tables, bar stools, Chain saws 28,092
benches, footstools, and bedding) 49,093 Hand garden tools (rakes, hoes, trowels, shovels, etc.) ... _ 27,995
All other 53,654 All other 101,367
Home communications and hobby equipment ... 52,429 Child nursery equipment 38,510
General household appliances 55,776 Toys (excluding riding or ride-on toys) 84,364
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Table 90. Product-related injuries treated in hospital emergency rooms, according to category of consumer product: Contiguous United States,

July 1, 1975-June 30, 1976—Continued
(Data are based on report}ng by a sample of hospital emergency rooms)

Estimated Estimated
Product category number of Product category nqrqbe_r of
injuries injuries
Riding or ride-on recreational equipment 650,617 Other sports and recreational equipment—Continued
Bicycles 465,860 _— —_ .
Skates, skateboards, and scooters 129,127 S}le!lmm& swimming pools, and related equipment ... - 69,062
Minibikes and unlicensed motor scooters and gocarts ......... 26,911 Fishing equipment ... - - 60,438
All other 28719 Gymnastics and associated equipment (rings, bars, etc.) ... 53,927
. ! Wrestling and related equipment 51,284
Sports ball and related equipment 1,224,757 Tennis, badminton, and related equipment .. 51,236
Footbali 385,904 All other 212,200
Baseball 349,209
Basketball 327,568 Miscellaneous 726,538
Volleyball 51,543 Glass (unknown origin) 351,503
Soccer 45,071 Farm equipment 48,682
All other 65,462 Pins and needles 44,410
: ; Razors, shavers, and razor blades 38,977
el ! ! : !
Wmtse,::",?%l:isinagngn; f:gczegq:éﬂ%?:‘lgnt 233%22 Pencils, pens, and other desk supplies - . 36,969
Hockey equipment 46,970 Contact lenses, eyeglasses, and eye protection devices .. 35,343
Sleds and toboggans 42,673 All other 170,654
Ice skates 40,617 . .
s ! Products under regulation by Federal agencies other than the
Snowmobiles 18,026 Consumer Product Safety Commission (includes food, drugs,
Other sports and recreational equipment 656,110 cosmetics, pesticides, medical devices, cigarettes, and non-
Swings, slides, and playground equipment .o - 157,963 traffic automobile accidents) 817,406

NOTE: Data obtained through the National Electronic Injury Surveillance System.

SOURCE: U.S. Consumer Product Safety Commission: Annual Report, Fiscal Year 1976. Washington. U.S. Government Printing Office, Oct. 1976.



Table 91. Product-related injuries treated in hospital emergency rooms per 1,000 population, according to sex and age:
Contiguous United States, July 1, 1975-June 30, 1976

(Data are based on reporting by a sample of hospital emergency rooms)

Age Male Female

Estimated number of product-related injuries
treated in hospital emergency rooms
per 1,000 population

Under 1 year 32 23
1-4 years . - 99 71
5-14 years 87 46
15-24 years - 78 37
25-44 years 38 25
45-64 years .. 18 16
65 years and over 13 14

NOTE: Excludes moving motor vehicle accidents in which no other product is involved; injuries associated with
suicide attempt, fight, assault, drug abuse, glue sniffing, or alcoholism when patient is 15 years of age or older; and
industrial or occupational accidents which occur at the place of employment if other than a private home. Data obtained
through the National Electronic Injury Surveillance System.

SOURCE: U.S. Consumer Product Safety Commission: Annual Report, Fiscal Year 1976. Washington, U.S. Govern-
ment Printing Office, Oct. 1976,

Table 92. Emergency room mentions of the 35 most commonly named drugs of abuse, according to motivation for taking
substance, age, sex, and race: United States, 24 SMSA’s, April 1974-April 1975

(Data are based on reporting by a sample of hospital emergency rooms)

Number of Motivation for taking substance
Age, sex, and race emergency . Suicide Unknown
room t'A”t' P?Cht'c Depend- attempt Other | or non-
mentions motivations || effects ence | . gesture response
Percent distribution
Total 105,688 100.0 18.0 16.9 375 31 245
Age
Under 10 years 222 100.0 2.7 14 72 67.6 21.2
10-19 years 20,955 100.0 28.8 88 310 32 282
20-29 years 44,445 100.0 18.4 225 339 2.6 226
30-39 years 20,813 100.0 14.1 18.3 426 28 222
40-49 years 11,107 100.0 10.1 13.4 485 33 24.7
50 years and over 6,466 100.0 8.1 7.8 50.4 47 29.0
Unknown — 1,680 100.0 14.0 13.0 325 22 383
Sex
Male 44,475 100.0 244 26.6 22.6 25 238
Female - 60,824 100.0 133 9.8 48.4 34 251
Unknown 389 100.0 14.7 24.2 30.6 28.3 23
Race
White 71,762 100.0 18.0 135 41.6 31 238
Black - 20,081 100.0 18.6 30.7 25.9 33 215
Other races 3,114 100.0 28.6 28.6 280 21 12.7
Unknown 10,731 100.0 13.8 105 343 3.2 38.1

NOT_E: Includes only medical emergencies related directly or indirectly to drug ingestion. One emergency room epi-
sode can involve more than one drug mention. Each drug reported for an episode constitutes a drug mention.

SOURCE: Drug Enforcement Administration, U.S. Department of Justice, and National Institute on Drug Abuse, U.S.
Department of Health, Education, and Welfare: Data from Project DAWN Iil.

272



Table 93. Emergency room mentions of the 35 most commonly named drugs of abuse, according to type of drug: United

States, 24 SMSA's, April 1974-April 1975
(Data are based on reporting by a sample of hospital emergency rooms)

Drug mentions
Type of drug Percent
Rank Number distribution

All drugs 167,075 100.0

35 most commonly named drugs 105,688 63.3
Diazepam 1 23,046 138
Alcohol (in combination) ! 2 15,133 91
Heroin 3 10,637 64
Aspirin 4 8,490 51
Chlordiazepoxide 5 4,617 238
D-Propoxyphene 6 4,304 26
Secobarbital 7 3911 23
Flurazepam 8 3,473 21
Methadone 9 2,954 18
LSD 10 2,723 16
Secobarbital/Amobarbital 11 2,651 16
Phenobarbital — 12 2,646 16
Amitriptyline _— 13 2,194 13
Marijuana - 14 1,887 11
Methaqualone 15 1,759 11
Hashish 16 1,676 10
Pentobarbital - 17 1,644 10
Amphetamine 18 1,517 09
Meprobamate — 19 1,477 09
Glutethimide . 20 1,083 0.6
Codeine - 21 1,022 0.6
PCP 22 902 05
Clorazepate 23 879 05
Speed _ 24 835 05
Cocaine 25 784 05
Pentazocine - 26 709 0.4
Oxazepam - 27 564 03
Meperidine HCL 28 522 03
Methylphenidate 29 432 03
Butabarbital . 30 297 0.2
Hydromorphone - 31 245 01
Methamphetamine > 32 241 0.1
Amobarbital 3 235 01
Morphine - 34 173 01
PCP combinations 35 26 0.0

1 Alcohol is included only when involved in a medical emergency along with at least one other drug. Alcohol alone

is excluded.

NOTE: Includes only medical emergencies related directly or indirectly to drug ingestion. One emergency room
episode can involve more than one drug mention. Each drug reported for an episode constitutes a drug mention.

SOURCE: Drug Enforcement Administration, U.S. Department of Justice, and National Institute on Drug Abuse, U.S.

Department of Health, Education, and Welfare: Data from Project DAWN lII.
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n Table 94. Dental visits per person per year and persons with one or more visits, according to age, sex, color, family income, and location of residence: United
States, 1975

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

¥

Sex, color, family income, Under 15 65 years Under 15 65 years

and tocation of residence All ages || "'yaqys™ | 15-44years | 45-64 years) onqquer | All ages years |15-A4 years | 45-64 years| o4y er

Dental visits per person per year Percent of population with one or more visits in past year
Total 1.6 15 18 138 12 50.3 496 56.5 48.1 303

Sex
Male 15 14 1.6 1.6 14 48.4 48.7 52.7 464 300
Female 17 15 2.0 19 1.0 52.1 50.5 60.0 497 306
Color
White 1.7 1.6 19 1.8 12 524 52.3 58.8 50.0 313
All other 1.0 0.6 1.2 13 0.6 36.4 36.0 40.9 319 *
Family income!
Less than $5,000 11 08 14 13 0.7 346 35.1 48.7 28.1 193
$5,000-$9,999 13 1.0 15 14 14 40.5 37.6 46.7 37.1 321
$10,000-$14,999 16 14 1.7 1.6 15 50.2 47.7 54.0 46.8 *
$15,000 or more 22 2.0 2.2 23 20 65.1 65.0 67.1 63.1 50.2
Location of residence

Within SMSA 18 15 19 20 13 525 51.4 58.2 50.8 330
Large SMSA .. 1.9 1.6 2.0 21 15 54.3 54.2 59.4 52.1 355
Core counties 19 15 20 21 16 52.2 515 57.6 50.1 35.1
Fringe counties 19 19 20 22 1.2 58.8 59.4 63.4 56.5 *
Medium SMSA 1.7 15 1.8 18 1.1 51.0 49.1 57.1 49.3 30.2
Other SMSA . 16 1.3 18 1.7 13 48.8 45.8 55.3 48.4 *
Outside SMSA 12 1.2 14 11 0.7 442 44.7 514 409 246
Adjacent to SMSA 13 1.3 14 12 0.6 448 45.1 51.9 41.2 *
Not adjacent to SMSA 1.2 11 14 1.0 08 434 441 50.7 40.5 *

1 Excludes unknown family income.

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview Survey.
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Table 95. Patient care episodes in outpatient psychiatric services and rate per 160,000 population, according to age and diagnosis: United States, 1971
(Data are based on reporting by facilities)

65 65
Disgnosis Al |[Under | ggog | 2540 | 4564 | years | Al under | 1824 | 2544 | 564 | years

ages years years | years years gcedr ages years | years | years | years gyg’

Number of episodes Rate per 100,000 resident population

All diagnoses ... ... | 2316754 || 632,216 | 436,535 | 818,232 | 375,852 | 53,919 1,129.0 893.3 1,833.4 | 1,692.7 | 890.7 268.3

Mental retardation 75843 || 49,429 12,221 9,597 4,404 192 370 69.8 51.3 19.9 104 0.9
Organic brain syndromes .. . 58,462 15,479 4,567 12,098 11,977 | 14,341 285 219 19.2 25.0 28.4 714
Schizophrenia 363,945 (| 20,694 | 70924 | 183,292 | 84,179 4,856 1774 293 2979 3792 | 1995 242
Depressive disorders 293,553 15593 | 58,477 | 119,358 | 87,147 | 12,978 1430 220 2455 2469 | 206.5 64.6
Other psychotic disorders . . 34,041 1,209 4,182 9,984 | 17,134 1,532 16.6 17 17.6 20.7 40.6 16
Alcohol disorders 125,394 1,503 5377 60,062 | 53,751 4,701 61.1 21 22.6 1242 | 1274 234
Drug disorders 48,907 5,715 19,968 18,584 4,512 128 23.8 81 839 384 10.7 0.6
All other disorders 1,037,325 || 418,894 | 212,470 | 314,630 | 81,038 | 10,293 505.5 591.9 892.3 6509 | 1921 51.2
Undiagnosed 279,284 1| 103,700 | 48,349 | 90,627 | 31,710 4,898 136.1 146.5 203.1 187.5 75.1 244

1 The diagnostic groupings used in this table are defined in terms of the American Psychiatric Association's Diagnostic and Statistical Manua! of Mental
Disorders, DSM-II. They are: Mental retardation, 310-315;-Organic brain syndromes, 290, 292, 293, 294 (except 294.3), 309 (except 309.13, 309.14); Schizophrenia, 295;
Depressive disorders, 296, 298.0, 300.4; Other psychotic disorders, 297, 298.1-298.9; Alcohol disorders, 291, 309-13, 303; Drug disorders, 294.3, 309.14, 304.

NOTE: Includes such services provided in freestanding outpatient psychiatric clinics, State and county mental hospitals, private mental hospitals, psychi-
atric units of general hospitals (including VA), and Federally funded community mental health centers.

SOURCE: National Institute of Mental Health: Patient care episodes in psychiatric services, United States, 1971, Statistical Note, No. 92. DHEW Pub. No.
(HSM) 74-655. Rockville, Md., Aug. 1973.



Table 96. Persons receiving services in family planning clinics and rate per 1,000 population, according to sex and age:
United States, 1975

(Data are based on reporting by family planning clinics)

Female Male
Age Rate Rate
Number * per 1,000 Number * per 1,000
population population
Under 18 years .o 353,379 10.9
18-19 years ... - 570,594 137.7 } 14,488 03
20-24 years 1,202,588 1259
25-29 years . ... - e e e 594,113 69.9 7,449 09
30-34 years ... 260,523 36.8 5,552 0.8
35 years and over . 233,768 4.9 5,809 0.1

! Persons visiting the clinic only for supplies are excluded.

NOTE: Data include only family planning patients reported to the National Reporting System for Family Planning
Services. Not all family planning service sites in the United States participate in the Reporting System; however, most of
the sites that receive Federal funds for family planning services from DHEW, as well as many clinics affiliated with
Planned Parenthood-World Population, do participate. Patients provided services by private physicians in their offices are
specifically excluded. Rates are based on the civilian noninstitutionalized population.

SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Provisional data
from the National Reporting System for Family Planning Services.
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Table 97. Place of most recent family planning visit for currently married women 15-44 years of age with a family planning visit in past 5 years, according to race
and age: United States, 1973

(Data are based on household interviews of a sample of women in the childbeating ages)

Number of Own physician Other sources
currently
married
i Oown .
Race and age women with Total Total || Own physi- v Total Family
;airr:‘g”zigilta?r; own cian in phy si:1c1an other G;?ﬁir g ! plar_m_ing Hospital | Other
past 5 years physician office hospital sources clinic
in thousands
Total 1 Percent distribution for most recent family planning visit
All ages (15-44) .. 14,380 100.0 836 80.3 33 16.4 8.3 46 13 22
15-29 years 9,019 100.0 82.0 786 34 18.0 9.3 53 15 19
30-44 years 5,361 100.0 86.3 83.2 31 13.7 6.8 33 * 2.7
White
All ages (15-44) oo - 13,273 100.0 85.5 82.4 31 145 76 3.6 1.1 21
15-29 years 8,334 100.0 83.5 80.2 33 16.5 8.7 45 13 19
30-44 years 4,940 100.0 88.9 86.0 28 11.1 5.7 2.1 * 2.4
Black
All ages (1544) . 953 100.0 58.8 55.0 38 412 179 169 44 *
15-29 years 606 100.0 60.1 57.9 * 39.9 163 16.3 5.2 *
30-44 years 348 100.0 56,6 50.1 * 434 20.8 180 # *

Includes all other races not shown separately.

SOURCE: National Center for Health Statistics: Utilization of family planning services by currently married women 15-44 years of age, United States, 1973.
Advance Data. To be published.



Table 98. Legal abortions, according to selected characteristics of the patient or of the procedure: United States, 1972-74
(Data are based on reporting by State health departments and by facilities)

Characteristic 1972 1973 1974
Number of legal abortions reported ... 586,760 615,831 763,476
Percent distribution
Total 100.0 100.0 100.0
Ao
19 years and under 326 327 327
20-24 years 325 320 318
25 years and over 349 353 356
Color
White 770 725 69.7
All other 23.0 215 30.3
Marital status
Married 29.7 274 274
Unmarried 703 726 726
Number of living children
O e oo oo e meeeee s o 49.4 48.6 478
1 18.2 18.8 196
2 13.3 14.2 148
3 8.7 8.7 8.7
4 5.0 4.8 45
5 or more 54 49 45
Location of abortion facility
In State of residence 56.2 748 86.6
Out of State of residence 438 25.2 134
Procedure
Curettage 88.6 884 89.7
Suction 65.2 749 715
Sharp 234 135 123
Intrauterine instiliation 10.4 104 78
Hysterotomy or hysterectomy 0.6 0.7 0.6
Other 0.5 0.6 19
Period of gestation

8 weeks and under 34.0 36.1 42.6
9-10 weeks 30.7 29.4 28.7
11-12 weeks 175 179 154
13-15 weeks 8.4 6.9 5.5
16-20 weeks 8.2 8.0 6.5
21 weeks and over 13 17 1.2

NOTE: Percent distributions exclude cases for which selected characteristic was unknown.

SOURCE: Center for Disease Control: Abortion Surveillance, 1974. DHEW Pub. No. (CDC) 76-8276. Public Health Ser-
vice. Washington. U.S. Government Printing Office, Apr. 1976.
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Table 99. Legal abortions received by out-of-State residents, according to geographic division and State where abortion
was performed: United States, 1972-74

(Data are based on reporting by State health departments and by facilities)

Geographic division Geographic division
and State 1972 1973 1974 and State 1972 1973 1974
Number of re- Percent performed on
ported legal ‘out-of-State
abortions with . residents—Continued
residence South Atlantic .
known ... 479,725 | 513,813 | 625,581 Delaware _____ 4.7 - 1.0
Maryland . 20 28 47
Percent performed on out- District of Columbia ___.___ | 745 64.7 59.7
of-State residents Virginia 01 26 54
. West Virginia . - — -
United States __ | 43.8 252 134 North Carolina - 06 05 56
South Carolina 06 86 6.7
New Eng]and Georgia - 145 18.7
Maine i - 08 10 Florida - ~ -
\I;Ieivr:]:!na'(mpshlre 16-3 23; g? East South Central
Massachusetts . —_— — — Kentucky __ —_ 124 401
Rhode Island | - 8.8 8.4 Tennessee — | = 2.3 84
Connecticut .| 01 13 19 Alabama 03 9.1 102
Mississippi - - 50
Middle Atlantic West South Central
New York . | 608 395 209 Arkansas - - -
New Jersey ... - — 42 louisiana — — 119
Pennsylvania — — 78 113 Oklahoma e —_ - 29,1
Texas — 36 —
East North Central Mountain
Ohio — 96 9.0 Montana — - 20
Indiana - 20 1.9 ldaho - 26 26
Hlinois - 112 10.0 Wyoming . — - 34
Michigan . 126 116 Colorado 7.7 52 5.8
Wisconsin  __ 130 99 6.6 New Mexico . 68.9 373 155
Arizona — 0.8 04
West North Central Utah — 10.0 51
Nevada — - 46
Minnesota — 9.3 18.1 .
lowa — 93 — Pacific
Missouri — 25.6 25.8 Washington — — —
North Dakota ... — — 182 Oregon 0.2 5.2 6.0
South Dakota oo — 437 419 California oo | 160 94 2.4
Nebraska e — 207 19.2 Alaska 1.2 11 11
Kansas 63.2 61.0 443 Hawaii 05 10 25

SOURCES: Center for Disease Control: Abortion Surveillance, 1972, Abortion Surveillance, 1973, and Abortion Sur-
veillance, 1974. DHEW Pub. No. (CDC) 74-8205, 75-8276, and 76-8276. Public Health Service. Washington. U.S. Government
Printing Office, Apr. 1974, May 1975, and Apr. 1976.
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Table 100. Legal abortions, abortion-related deaths and rate per 100,000 abortions, and relative risk of death, according to
period of gestation: United States, 1972-74

(Data are based primarily on reporting by State health departments and by facilities)

Number Abortion-related deaths Relative

Period of gestation (t))f ‘:.ga‘ Rate per risk of

avo r’f’:js Number 100,000 death

reporte abortions
Total ... 1,966,067 74 38

8 weeks and under 747,550 3 0.4 1.0
9-10 weeks 581,002 13 2.2 5.5
11-12 weeks 330,537 12 36 9.0
13-15 weeks . 129,536 12 9.3 23.2
16-20 weeks 147,160 28 19.0 475
21 weeks and over 30,282 6 19.8 49.5

1 Relative risk based on the index rate of 0.4 for the gestation period 8 weeks and under.

SOURCE: Center for Disease Control: Abortion Surveillance, 1974. DHEW Pub. No. (CDC) 76-8276. Public Heaith Ser-

vice, Washington. U.S. Government Printing Office, Apr. 1976.
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B. Inpatient Care in Short-Term
Facilities

Hospital care accounted for the largest propor-
tion (40 percent) of the total national health
expenditures in fiscal year 1976. For each 1,000
persons in the U.S. civilian population, there
. were 159 hospitalizations for a total of 1,233 days
of care\m\the over 6,000 non-Federal short-stay
hospitals. Hospitalization in the 335 Federal
short-stay hospitals (about 40 percent of which
are operated by the Veterans Administration),
and in the almost 700_long-stay hospitals ac-
counted for additional days.of care beyond those
in community short-stay hospitals.

The amount of inpatient cate increases dra-
matically with age. In 1974 the discharge rate
for persons 65 years and over was 4.8 times the
rate for children under 15, the number of days
of care for the elderly was 12.5 times that for
children, and the length of stay was 7.3 days
longer. With each succeeding age group the
probability of being hospitalized becomes higher
and the length of stay longer. Thus the number
of days spent in the hospital is greater for the
older age groups.

Usually children are hospitalized because of
accidents or respiratory diseases, particularly hy-
pertrophy of the tonsils and adenoids. Most of
these cases are acute episodes, and full recovery
or adequate repair is highly likely. The lengths
of these hospital stays are relatively short.

Among adults aged 15-44 childbirth and com-
plications of pregnancy accounted for close to
30 percent of the hospitalizations in 1974. Dis-
eases of the genitourinary system, accidents, and
diseases of the digestive system each accounted
for over 10 percent of the hospitalizations.

The lengths of stay for most of the hospitali-
zam\On\o:‘;\children under 15 years and persons
aged 1544 were short. For example, the average
length of stay for accidents was 5.4 days and 6.8
days, respectively. Hospitalization for tonsils
averaged 2.3 days and the length of stay for
childbirth and complications of pregnancy aver-
aged only 3.7 days. Among children and. the pop-
ulation aged 15-44, there are few conditions for
which hospitalizations are long. Mental disor-
ders, diseases of the central nervous system, and
cerebrovascular disease are each responsible for
relatively few hospitalizations, yet they involve
average stays of 10 days to 2 weeks. In addition,

many of these patients may be transferred to a’
long-term institution for additional care. Malig-
nant neoplasms, very rare in childhood, account
for 2.2 hospitalizations per 1,000 persons aged
15-44, for which the average hospitalization is
more than a week.

The discharge rate per 1,000 population in-
creased only 21 percent from ages 15-44 to 45-64,
but the number of days of care grew by over 90
percent. For most diagnoses, the middle-aged
person (45-64 years) is hospitalized longer than
the younger one. For example, a person in the
age group 45-64 years spends an average of 11.1
days in the hospital for a fracture compared to
9.1 days for a person aged 15-44. The compara-
ble figures for appendicitis are 9.8 and 5.6 days,
a difference of over 4 days. Part of the increase
in length of hospitalization is due to complexity
(i.e., the older patient may have a more serious
case, more complications, or other conditions
which complicate treatment) and part to slower
healing processes associated with aging. Also
some middle-aged adults may remain in the
hospital longer than children or younger adults
when no other adult is available to provide care
at home. :

The reasons for hospitalization of individuals~—
aged 4564 also differ a great deal from those
for younger individuals. Circulatory conditions
rarely send people under 45 years to the hospi-
tal, but they caused 35.7 hospitalizations per
1,000 persons aged 45-64, including 9.9 hospi-
talizations for chronic ischemic heart disease.
Malignant neoplasms accounted for 13.5 hospi-
talizations a year per 1,000 persons aged 45-64
in contrast with 2.2 per 1,000 persons aged 15-
44. These conditions also have relatively long
average lengths of stay. Other disease categories
which show considerably higher discharge rates
for individuals 45 years and over include diges-
tive, genitourinary, and musculoskeletal condi-
tions. )

People 65 years and over had 346.2 hospitali-
zations and 4,120.1 days of care per 1,000 persons
per year. The rate of hospitalization was 84 per-
cent higher than for persons aged 45-64 while
the number of days of care was 143 percent
higher. The discharge rate for the elderly was
higher for all disease categories. Diseases of
the~esirculatory system was the most frequent
cause of hespitalization, accounting for 105.0
discharges per 1,000 persons 65 years and over.
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Cataracts, malignant neoplasms, pneumonia,
and fractures accounted for other especially
large increases in the rates of hospitalization.
Average lengths of stay for these leading causes
of hospitalization were also high.

Diseases of the circulatory system accounted
for almost a third (32 percent) of the days elder-
ly people spent in short-stay hospitals. Chronic
ischemic heart disease alone accounted for 10
percent of the days of care, malignant neoplasms
for 11 percent, and fractures for 7 percent.
Other conditions which totaled more than 100
days of hospital care per 1,000 elderly persons
were diabetes, mental disorders, pneumonia,
and diseases of the urinary system.

Age is not the only patient characteristic asso-
ciated with differential utilization of hospital
care. Women are hospitalized more often than
men, even after deleting admissions for child-
birth and pregnancy-related disorders, but men
have a longer average length of stay. Women
were hospitalized more frequently in 1974 than
men for neoplasms; endocrine, nutritional, and
metabolic diseases; blood disorders; and diseases
of the nervous, genitourinary, and musculo-
skeletal systems. Men were hospitalized more
frequently than women for diseases of the cir-
culatory and respiratory systems, and for acci-
dents.

Most of the data on differences by age and
sex are derived from hospital abstracts of dis-
charged patients. Another way of obtaining data
on utilization is by asking people in interview
surveys. This approach has the advantage of
obtaining information not available from hospi-
tal records, such as income and education. How-
ever, the disadvantages of the approach include
the respondents’ lack of definitive diagnostic in-
formation and the failure to include utilization
by people who died in, or shortly after leaving,
the hospital. Estimates from interview surveys
thus indicate lower levels of utilization than
estimates from hospital records.

The amount of hospitalization is inversely
related to income. People in families with low
incomes are hospitalized more often, and once
hospitalized they remain in the hospital longer
than people in families with higher incomes.
Many factors may enter into this relationship.
Poorer people are less likely to have a continu-
ing source of primary care; they are more de-
pendent on episodic care in outpatient depart-
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ments and emergency rooms. Thus it is possible
that, among the poor, conditions that might
have been caught early and treated on an ambu-
latory basis frequently become serious and re-
quire inpatient treatment. Hospital personnel
also may keep a patient a few days longer when
théy know that home conditions are not con-
ducive to recovery.

In 1975 people living outside metropolitan
areas were more likely to have been hospitalized
one or more times in the past year, and they had
a higher hospital discharge rate than metropoli-
tan residents. These differences by place of resi-
dence are not large, but they are consistent for
every age group. In part these differentials are
a function of the distance people travel to obtain
care. If the physician or other source of ambula-
tory care is far from the patient’s residence, the
decision may be made to hospitalize the patient
for treatment to avoid repeated long trips to the
doctor’s office or to assure quick attention to the
patient in case the illness takes a turn for the
worse. Similarly diagnostic workups may be
done on an inpatient basis instead of on an
ambulatory basis to avoid repeated long trips
from home.

Over the past 10 years discharge rates re-
mained steady for children under age 15; they
also declined for the age group 15-44, partly due
to decreases in the number of births. For adults
aged 45-64 discharge rates increased from 174.3
per 1,000 in 1965 to 194.7 in 1975. The rates for
people 65 years and over increased substantially
from 1965 to 1975 (from 263.9 to 359.3 per
1,000) .

During the same 10 years the average length
of stay declined for every age group. As a result,
the number of days of care per 1,000 persons de-
creased slightly for people under age 45. Days
of care remained fairly stable for those aged
45-64 (1,713.5 in 1965 and 1,748.9 per 1,000 in
1975) and increased for those 65 years and over
(from 3,446.7 to 4,165.9 per 1,000).

Surgery was being performed at a higher rate
in 1975 than in 1965. A rate of 9,584.3 opera-
tions per 100,000 persons of all ages occurred in
1975 in contrasi with 7,734.5 in 1965, an in-
crease of 24 percent in the rate. In many cases
there is no evidence of change in the prevalence
of the condition causing surgery. Changes in the
surgery rate may be due to changed criteria for
performing surgery, introduction of new surgi-



cal techniques and improvement of old ones, or
new protocols for medical management.

The tonsillectomy rate (per 100,000 children
under 15) declined from 1,641.7 in 1965 to 879.2
in 1975, down 46 percent. However, rates for
other surgical procedures increased. Among
people 65 years and over, the rate for cataract
surgery in 1975 (1,115.2 per 100,000) was 2.12
times the 1965 rate; the rate for arthroplasty
of the hip in 1975 (144.6 per 100,000) was 2.95
times the rate in 1965. The 1975 rate for rhino-
plasty and repair of nose for females aged 15-44

(150.6 per 100,000) was 2.41 times the 1965
rate, and the 1975 rate for hysterectomies for
women aged 45-64 (1,103.2 per 100,000) was
1.26 times the 1965 rate.

There appears to be reason for concern that
in some cases excessive surgery may result from
an oversupply of surgeons and the ability to
pay for surgery through third-party payers. In
other cases the surgery, even though not re-
quired to save lives, may improve the quality
of life to such an extent that it appears to be
warranted.
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Table 101. Discharges from non-Federal short-stay hospitals per 1,000 population, according to sex, age, and diagnosis: United States, 1974

(Data are based on a sample of hospital records)

Sex Age
First-list i i D d |
irst-listed diagnosis and ICDA Code Tota val Femate Under 15 1544 1564 65 years
€ a years years years | and over
Discharges per 1,000 population
All diagnoses 159.2 131.1 185.2 718 155.2 188.1 346.2
I. Infective and parasitic diseases 000-136 39 3.7 41 5.4 34 28 46
Il. Neoplasms _. 140-239 10.9 8.1 13.5 14 6.6 194 36.7
Malignant neoplasms 140-209 7.1 6.6 7.5 05 2.2 13.5 324
Benign neoplasms and neoplasms of unspecified nature ___._._______ 210-239 38 15 6.0 09 a4 59 43
lIt. Endocrine, nutritional, and metabolic diseases 240-279 4.2 30 5.3 1.0 29 7.1 123
Diabetes mellitus 250 25 2.0 3.0 0.4 13 45 94
IV. Diseases of the blood and blood-forming organs 280-289 13 12 1.5 13 0.9 11 40
V. Mental disorders 290-315 6.5 6.6 6.4 0.8 8.5 9.3 7.4
VI. Diseases of the nervous system and sense organs _. 320-389 6.6 6.2 7.0 53 36 8.6 19.1
Diseases of central nervous system 320-349 14 14 15 11 1.2 1.7 29
Cataract 374 15 1.3 16 0.1 0.1 2.0 10.1
Diseases of ear and mastoid process 380-389 15 15 15 27 0.7 1.5 15
Vil. Diseases of the circulatory system 390-458 208 218 19.7 0.6 6.3 357 105.0
Hypertensive disease 400-404 15 12 17 * 0.9 30 44
Acute myocardial infarction 410 18 25 1.2 * 0.3 39 9.2
Chronic ischemic heart disease 412 5.7 6.5 4.9 * 0.7 9.9 333
Cerebrovascular disease 430-438 30 28 32 01 0.2 35 215
VII1. Diseases of the respiratory system 460-519 15.8 16.4 15.2 243 8.7 13.1 29.6
Acute bronchitis and bronchiolitis 466 1.1 1.1 11 16 0.3 1.2 25
Acute upper respiratory infections, except influenza .. . 460-465 15 16 14 35 0.7 0.7 13
Pneumonia, all forms 480-486 33 36 3.0 4.4 1.2 29 10.1
Hypertrophy of tonsils and adenoids 500 4.0 38 4.2 111 2.5 0.1 *
IX. Diseases of the digestive system 520-577 19.9 19.8 19.8 73 16.4 306 45.4
Ulcer of stomach, ulcer of duodenum, peptic ulcer of unspecified

site, and gastrojejunal ulcer 531-534 21 26 16 0.1 1.6 38 53
Appendicitis 540-543 14 16 1.2 18 18 0.6 0.5
Inguinal hernia 550,552 24 44 0.6 19 14 4.0 49
Cholelithiasis 574 2.0 1.0 3.0 * 1.7 38 50
X. Diseases of the genitourinary system 580-629 164 10.1 22.2 43 186 22.3 26.2
Diseases of the urinary system 580-599 56 51 6.0 28 438 7.4 122
Hyperplasia of prostate 600 1.2 24 * * 17 79
Disorders of menstruation 626 2.7 52 0.1 41 4.0 0.7

X]. Complications of pregnancy, childbirth, and the puerperium _...____ _. 630-678 193 373 0.4 445 0.2
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Table 101. Discharges from non-Federal short-stay hospitals per 1,000 population, according to sex, age, and diagnosis: United States, 1974—Continued
(Data are based on a sample of hospital records)

Sex Age
First-listed diagnosis and ICDA Code Total ol Comale | Under 15 | 15.44 4564 | 65 years
ale emale | vears years years | and over
Discharges per 1,000 population
Xll. Diseases of the skin and subcutaneous tissue 680-709 26 26 26 15 2.7 29 42
XIIl. Diseases of the musculoskeletal system and connective tissues _______ 710-738 8.2 73 9.1 18 73 145 163
Osteoarthritis and allied conditions ... 713 1.1 0.9 13 * 03 22 5.2
Other arthritis and rheumatism . 710-712, 714-718 13 1.0 1.6 0.2 08 26 3.6
Displacement of intervertebral disc 725 18 20 1.6 * 21 35 1.4
XIV. Congenital anomalies 740-759 1.6 16 16 29 12 1.0 0.9
XV. Certain causes of perinatal morbidity and mortality . 760-779 0.1 0.1 0.1 03
XVI. Symptoms and ill-defined conditions 780-792, 794-796 29 26 31 2.0 31 34 32
XVILl. Accidents, poisonings, and violence (nature of injury) oo 800-999 16.5 19.0 14.2 10.6 175 15.3 303
Fractures, all sites 800-829 5.6 59 53 36 43 5.2 17.0
Intracranial injuries (excluding those with skull fracture) . 850-854 1.6 21 11 21 17 0.9 12
Lacerations and open wounds 870-907 17 26 09 11 24 13 14
Special conditions and examinations without sickness or tests

with negative findings 793, Y00-Y13 18 0.9 25 05 30 1.0 11

. NOTE: Excludes newborn infants. Diagnostic groupings and code number inclusions are based on the Eighth Revision International Classificatipr]_of
Diseases, Adapted for Use in the United States. Codes 760-771, 773, and 779 are not used in the Hospital Discharge Survey. Rates are based on the civilian
noninstitutionalized population.

. SOURCE: National Center for Health Statistics: Utilization of short-stay hospitals: annual summary for the United States, 1974. Vital and Health Statistics.
Series 13-No. 26. DHEW Pub, No. (HRA) 76-1777. Health Resources Administration. Washington. U.S. Government Printing Office, Sept. 1976.
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Table 102. Days of care in non-Federal short-stay hospitals per 1,000 population, according to sex, age, and diagnosis: United States, 1974
(Data are based on a sample of hospital records)

Sex Age
P X . 1cD
First-listed diagnosis and A Code Total ol i ‘ Under 15 | 1544 1564 65 years
ale emale | vears years years | and over
Days of care per 1,000 population
All diagnoses 1,225.9 1,088.2 1,370.5 330.3 884.6 1,693.0 4,120.1
I. Infective and parasitic diseases 000-136 25.5 25.4 254 238 215 239 52.0
11. Neoplasms ___ 140-239 117.5 99.6 1334 7.0 463 2172 509.4
Malignant neoplasms 140-209 94.9 91.4 98.4 39 228 177.8 4723
Benign neoplasms and neoplasms of unspecified nature 210-239 22.4 8.4 357 32 235 391 353
I1l. Endocrine, nutritional, and metabolic diseases 240-279 419 29.7 52.6 7.7 229 68.1 158.0
Diabetes mellitus 250 274 2089 331 29 111 465 121.8
IV. Diseases of the blood and blood-forming organs 280-289 10.7 8.7 12,5 6.3 53 9.1 478
V. Mental disorders 290-315 73.7 69.1 774 10.7 90.6 1038 1033
VI. Diseases of the nervous system and sense organs 320-389 436 412 449 245 245 56.7 144.9
Diseases of central nervous system 320-349 174 17.9 16.7 114 14.2 19.5 426
Cataract 374 8.6 74 9.7 03 06 10.2 618
Diseases of ear and mastoid process 380-389 56 54 5.6 85 2.6 6.9 78
VIl. Diseases of the circulatory system 390-458 230.3 2378 2210 59 50.1 368.1 1,3016
Hypertensive disease 400-404 i1.3 89 135 * 5.2 233 40.7
Acute myocardial infarction 410 265 36.5 17.2 * 36 58.6 127.7
Chronic ischemic heart disease 412 62.2 65.9 58.8 * 6.0 94.1 39.6
Cerebrovascular disease 430-438 40.7 38.1 43.1 0.9 31 45.1 296.6
Vill. Diseases of the respiratory system 460-519 94.8 9384 89.9 87.6 40.1 108.6 316.5
Acute bronchitis and bronchiolitis 466 14 6.6 83 8.1 19 113 21.8
Acute upper respiratory infections, except influenza 460-465 74 1.7 7.0 145 33 47 114
Pneumonia, all forms 480-486 289 32.1 26.1 259 8.3 30.3 1237
Hypertrophy of tonsils and adenoids 500 9.2 8.0 10.1 233 6.9 0.4 *
IX. Diseases of the digestive system 520-577 154.9 144.8 164.7 29.8 105.3 265.8 468.0
Ulcer of stomach, ulcer of duodenum, peptic ulcer of unspecified '

site, and gastrojejunal ulcer 531-534 19.3 22.7 16.1 0.6 123 372 625
Appendicitis 540-543 8.7 9.8 76 938 10.2 5.7 5.9
Inguinal hernia 550,552 14.2 26.1 33 49 73 270 419
Cholelithiasis 574 214 113 30.8 * 16.1 38.9 64.8
X. Diseases of the genitourinary system 580-629 103.1 744 129.0 151 98.6 1426 266.8
Diseases of the urinary system 580-599 389 369 415 11.0 28.3 53.2 129.7
Hyperplasia of prostate 600 125 259 * * 18.4 9.7
Disorders of menstruation 626 11.0 21.2 0.3 17.1 152 33

Xl. Complications of pregnancy, childbirth, and the puerperium ... ___ 630-678 714 138.0 22 1647 08




L8¢

Table 102, Days of care in non-Federal short-stay hospitals per 1,000 population, according to sex, age, and diagnosis: United States, 1974—Continued
(Data are based on a sampie of hospital records)

Sex Age
First-listed diagnosis and ICDA Code Total ate ol Under 15 | 15.44 1564 65 years
a emale | “vears years years | and over
‘ Days of care per 1,000 population
Xll. Diseases of the skin and subcutaneous tissue 680-709 18.6 18.9 18.3 79 14.6 239 523
Xill. Diseases of the musculoskeletal system and connective tissues ... 710-738 776 65.2 88.1 116 58.5 136.1 210.8
Osteoarthritis and allied conditions 713 13.7 103 17.0 * 22 246 76.4
Other arthritis and rheumatism 710-712, 714-718 133 9.9 16.5 18 73 26.1 432
Displacement of intervertebral disc 725 20.2 215 190 * 226 40.0 17.2
XIV. Congenital anomalies 740-759 10.7 110 10.3 18.1 8.1 8.2 716
XV. Certain causes of perinatal morbidity and mortality 760-779 11 1.7 0.7 44 R
XVI. Symptoms and ill defined conditions 780-792, 794-796 141 122 16.0 74 13.8 19.0 230
XVII. Accidents, poisonings, and violence (nature of injury) 800-999 1388 146.1 1321 57.2 1193 1434 4363
Fractures, all sites 800-829 65.3 58.4 717 233 39.1 514 303.3
Intracranial injuries (excluding those with skull fracture) _____ ... _ 850-854 9.0 119 6.4 7.2 95 1.7 153
Lacerations and open wounds 870-907 10.0 144 57 56 119 105 116
Special conditions and examinations without sickness or tests
with negative findings 793, Y00-Y13 6.3 35 9.0 18 8.8 50 10.3

NOTE: Excludes newborn infants. Diagnostic groupings and code number inclusions are based on the Eighth Revision International Classificati_on.of
Diseases, Adapted for Use in the United States. Codes 760-771, 773, and 779 are not used in the Hospital Discharge Survey. Rates are based on the civilian
noninstitutionalized population.

SQURCE: National Center for Health Statistics: Utilization of short-stay hospitals: annual summary for the United States, 1974. Vital and Health Statistics.
Series 13-No. 26. DHEW Pub, No. (HRA) 76-1777. Health Resources Administration. Washington. U.S. Government Printing Office, Sept. 1976.
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Table 103. Average length of stay for patients discharged from non-Federal short-stay hospitals, according to sex, age, and diagnosis: United States, 1974
(Data are based on a sample of hospital records)

Sex Age
First-listed diagnosis and ICDA Code Total Mal F | Under 15 | 15-44 45-64 65 years
ale emaie 1 years years years | and over
Average length of stay in days
All diagnoses .. 7.7 83 74 46 5.7 9.0 119
I. Infective and parasitic diseases 000-136 6.5 638 6.2 44 6.3 8.6 11.2
Il. Neoplasms ... 140-239 108 123 9.9 5.1 7.0 11.2 13.9
Malignant neoplasms 140-209 134 13.8 13.1 8.1 10.5 13.2 146
Benign neoplasms and neoplasms of unspecified nature ... 210-239 59 5.7 6.0 36 53 6.6 8.2
1. Endocrine, nutritional, and metabolic diseases . 240-279 10.0 9.8 10.0 79 8.0 9.6 12.8
Diabetes mellitus 250 109 10.6 11.0 7.8 8.9 10.3 129
V. Diseases of the blood and blood-forming organs 280-289 8.0 7.3 8.5 48 6.1 8.6 12.0
V. Mental disorders 290-315 113 10.4 12.1 129 10.7 112 14.0
V1. Diseases of the nervous system and sense organs 320-389 6.6 6.7 6.4 46 6.9 6.6 7.6
Diseases of central nervous system 320-349 120 12.8 113 10.7 11.7 113 14.8
Cataract ... - 374 58 5.6 59 4.2 46 52 6.1
Diseases of ear and mastoid process 380-389 3.7 3.7 37 31 35 45 53
Vil. Diseases of the circulatory system .__. 390-458 111 10.9 11.2 95 8.0 10.3 12.4
Hypertensive disease 400-404 7.8 74 8.0 * 6.1 77 9.2
Acute myocardial infarction 410 14.4 143 14.6 * 134 15.1 139
Chronic ischemic heart disease 412 10.9 10.1 119 * 8.3 9.5 11.9
Cerebrovascular disease 430-438 136 136 136 133 14.0 12.8 13.8
VIIl. Diseases of the respiratory system 460-519 6.0 6.0 5.9 3.6 4.6 8.3 10.7
Acute bronchitis and bronchiolitis 466 6.8 58 7.8 49 5.5 9.0 86
Acute upper respiratory infections, except influenza . ... 460-465 4.9 48 49 41 47 6.4 8.6
Pneumonia, all forms 480-486 88 8.9 33 59 7.0 105 12.2
Hypertrophy of tonsils and adenoids 500 23 21 24 21 28 7 *
IX. Diseases of the digestive system 520-577 18 73 8.3 41 6.4 8.7 103
Ulcer of stomach, ulcer of duodenum, peptic ulcer of unspecified

site, and gastrojejunal ulcer 531-534 9.4 8.9 10.2 56 76 9.7 118
Appendicitis 540-543 6.1 6.0 63 56 56 9.8 115
inguinal hernia 550,552 5.8 5.9 5.7 26 51 6.7 85
Cholelithiasis 574 10.6 113 10.4 * 9.6 10.1 131
X. Diseases of the genitourinary system 580-629 6.3 14 5.8 35 53 6.4 10.2
Diseases of the urinary system 580-599 10 7.3 6.9 349 59 7.2 106
Hyperplasia of prostate 600 10.7 10.7 * * 8.8 115
Disorders of menstruation 626 41 41 31 4.2 38 4.6

Xi. Complications of pregnancy, childbirth, and the puerperium ... 630-678 37 37 56 37 42
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Table 103. Average length of stay for patients discharged from non-Federal short-stay hospital<. according to sex, age, and diagnosis: United States, 1974—Continued
(Pata are based on a sample of hospital records)

Sex Age
First-listed diagnosis and ICDA Code Total Under 15 | 15-44 4564 | 65 years
Male | Femalef “yo years years | and over
4 Average length of stay in days
XIl. Diseases of the skin and subcutaneous tissue 680-709 7.2 14 70 52 84 8.2 12.4
Xl Diseases of the musculoskeletal system and connective tissues . _ 710-738 9.4 89 9.7 65 8.0 9.4 129
Osteoarthritis and allied conditions 713 126 114 134 * 8.6 112 14.7
Other arthritis and rheumatism 710-712, 714-718 10.0 9.6 10.3 77 8.8 9.9 11.9
Displacement of intervertebral disc 725 113 10.7 12.1 * 105 116 15.2
XIV. Congenital anomalies 740-759 6.7 6.9 6.5 6.2 6.6 8.0 85
XV, Certain causes of perinatal morbidity and mortality ... 760-779 139 168 103 139
XVI. Symptoms and ill-defined conditions 780-792, 794-796 49 4.6 5.2 37 45 56 7.1
XVII. Accidents, poisonings, and violence (nature of injury) .. 800-999 8.4 7.7 9.3 54 68 94 144
Fractures, all sites 800-829 117 9.9 136 6.4 9.1 111 178 -
Intracranial injuries (excluding those with skull fracture) ... 850-854 5.8 5.8 59 35 5.7 89 13.2
Lacerations and open wounds 870-907 5.8 5.6 6.2 51 50 8.2 8.2
Special conditions and examinations without sickness or tests
with negative findings 793, Y00-Y13 36 37 36 35 29 5.0 98

) NOTE: Excludes newborn infants. Diagnostic groupings and code number inclusions are based on the Eighth Revision International Classification of
Diseases, Adapted for Use in the United States. Codes 760-771, 773, and 779 are not used in the Hospital Discharge Survey.

. SOURCE: National Center for Health Statistics: Utilization of short-stay hospitals: annual summary for the United States, 1974. Vital and Health Statistics.
Series 13-No. 26. DHEW Pub. No. (HRA) 76-1777. Health Resources Administration. Washington. U.S. Government Printing Office, Sept. 1976.



Table 104. Discharges, days of care, and average length of stay in non-Federal short-stay hospitals, according to age and
family income: United States, 1974

{Data are based on a sample of hospital records and household interviews of a sample of the civilian noninstitutionalized

population)
Family i All Under 15 15-44 45-64 65 years
amily income ages || years years years | and over
Discharges per 1,000 population
All incomes? 159 72 155 188 346
Less than $5,000 ... 239 82 218 248 379
$5,000-$9,999 .. 180 81 179 225 338
$10,000-$14,999 139 75 152 174 234
$15,000 or more ... . 117 60 121 148 286
Days of care per 1,000 population
All incomes 1 . 1,233 328 892 1,702 4,107
Less than $5,000 2,373 494 1,457 3,097 4,439
$5,000-$9,999 1,315 302 951 2,120 3,634
$10,000-$14,999 . 983 375 978 1,463 3,346
$15,000 or more 716 242 593 1,057 3,679
Average length of stay in days
All incomes1 R 17 46 5.7 9.0 119
Less than $5,000 99 6.1 6.7 125 11.7
$5,000-$9,999 7.3 3.7 53 9.4 10.7
$10,000-$14,999 7.1 50 6.4 84 118
$15,000 or more 6.1 41 49 7.1 129

1Includes unknown income.
NOTE: Excludes newborn infants.

SOURCES: Division of Health Interview Statistics, National Center for Health Statistics: Data from the 1974 Health
Interview Survey; Division of Health Resources Utilization Statistics, National Center for Health Statistics: Data from the

1974 Hospital Discharge Survey.
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Table 105. Hospital discharges per 100 persons and percent.‘of persons with 1 or more hospital episodes in past year, according fo age, sex, color, family income,
’ and location of residence: United States, 1975

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

Sex, color, family income, and All Under 415 15-44 4564 | 65years | . Under 15 15-44 45.64 65 years
location of residence ages years years years | and over ages years years years | and over
Number of discharges per 100 population Percent with 1 or more hospital épisodes in past year
Total 141 7.0 14.1 17.5 250 106 5.6 11.2 12.3 174
Sex
Male 115 8.0 8.1 170 26.7 84 6.2 6.2 118 18.6
Female 165 6.0 197 179 2317 127 50 159 129 166
Color
White 14.2 73 136 17.7 253 10.7 58 11.0 124 175
All other 13.7 58 174 15.8 22 10.1 47 126 11.3 16.1
Family income 1
Less than $5,000 19.7 9.2 18.7 254 26.1 139 6.7 14.2 15.9 18.1
$5,000-$9,999 16.1 1.7 171 199 24.4 11.9 6.1 133 133 16.8
$10,000-$14,999 131 7.0 139 16.8 21.7 10.3 5.6 114 124 190
$15,000 or more 111 58 115 146 21.7 8.9 49 9.3 111 16.8
Location of residence
Within SMSA 135 6.9 13.7 16.7 235 103 53 11.0 119 170
Large SMSA 131 6.2 134 16.2 227 10.0 49 10.7 114 16.7
que counties 133 6.2 135 16.7 219 10.1 47 10.8 117 16.2
Fringe counties 12.7 6.2 13.2 15.1 24.7 9.8 53 104 109 18.1
Medium SMSA 14.2 712 142 181 250 10.7 5.6 115 13.0 16.5
(_Jther SMSA 13.7 8.8 139 154 234 10.7 6.3 113 11.7 19.2
Outside SMSA 15.8 74 15.3 19.7 28.2 116 6.4 119 135 18.3
Adjacent to SMSA 157 75 154 194 289 114 63 118 134 18.1
Not adjacent to SMSA ..o 158 7.2 153 20.1 274 117 64 12.0 135 186

1Excludes unknown family income.
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview Survey.
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C. Inpatient Care in Long-Term
Facilities

Nursing homes, psychiatric hospitals, chronic
disease hospitals, residential treatment facilities,
and other long-term facilities provide care to
individuals in need of care over a longer period
of time than general (short-stay) hospitals. Pa-
tients in these institutions need treatment or
management of a chronic condition or are too
incapacitated to care for themselves.

By early 1974 over a million persons were resi-
dents of nursing homes, which are defined as
facilities which provide some level of nursing
care. Three-quarters of all nursing homes were
certified for Medicaid.

The vast majority (89 percent) of nursing
home residents were 65 years and over, and
over 400,000 (38 percent) were 85 years and
over. The number of nursing home residents
per 1,000 persons in an age group increased
sharply with age. The number of residents per
1,000 persons 85 years and over (236.6) was
almost 20 times the rate for persons aged 65-74
(12.0).

This age differential in utilization reflects the
increasing chronicity and complexity of condi-
tions as well as increasing dependence on sup-
portive services associated with aging. In general
these elderly patients are infirm people who
either cannot be cared for at home or whose
home care would put a severe strain on the
family.

Even though women constitute only 59 per-
cent of the population 65 years and over, they
represent 70 percent of all nursing home resi-
dents. In each age category of the elderly,
women were more likely than men to be resi-
dents of nursing homes. The reasons for unequal
utilization by sex are complex and only partly
understood. One is that, since men tend to die
at an earlier age than women, an elderly woman
is less likely to have a spouse to help provide
care and companionship. In 1975 nearly 80 per-
cent of the men but only 40 percent of the
women 65 years and over were married. Fifty-
two percent of the women in this age group were
widowed. Elderly men also tend to have higher
incomes than elderly women and thus may be
able to pay for better housing, food, and possibly
outside help while remaining at home.

For the very elderly, days of care in nursing
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homes far outnumbered those in short-stay hos-
pitals. At ages 65-74, for example, there was
about 1 short-stay hospital day for every 1.3
nursing home days. By 75 years and over this
ratio shifted dramatically to 1 short-stay hospital
day for every 6.3 nursing home days.

The leading primary diagnosis for residents of
nursing homes (22.5 percent) was hardening of
the arteries. (Among those residents 85 years
and over, hardening of the arteries was the pri-
mary diagnosis for 31.6 percent of the residents.)
Senility, mental disorders, and stroke were each
the primary diagnosis for over 10 percent of
nursing home residents.

The oldest residents, 85 years and over, were
most likely to have senility as a primary diag-
nosis, the youngest residents (under age 65)
were the most likely to have a mental disorder
as a primary diagnosis, and residents aged 65-84
were more likely than either the youngest or
oldest residents to have stroke as a primary diag-
nosis.

People in nursing homes, however, often suf-
fer from multiple problems. The prevalence of
chronic conditions and impairments is high.
Senility, arthritis or rheumatism, and heart trou-
ble each had prevalence rates of over 300 per
1,000 residents. Many residents also had func-
tional impairments, such as problems with hear-
ing (32.2 percent could not hear a telephone
conversation) or sight (46.5 percent could not
read ordinary newsprint). Many (28.1 percent)
had lost bowel and bladder control. Over half
(51.4 percent) had problems with mobility;
31.2 percent were either chair-bound or bed-
ridden.

Among the 11 percent of nursing home resi-
dents under 65 years, mental illness and mental
retardation, rather than the chronic physical im-
pairments suffered by the elderly, predominated.
Males and females constituted almost equal por-
tions of this age group (46 percent and 54 per-
cent, respectively).

In recent years there has been a shift in the
type of institution in which people with mental
disorders receive long-term care. One character-
istic of this shift is decreased use of State and
county mental hospitals and increased use of
private institutions. In 1969, 72 percent of all
patients with mental disorders who were in
psychiatric hospitals or nursing homes were in



State and county mental hospitals, and 18 per-
cent were in nursing homes. By 1973, 62 per-
cent were in State and county mental hospitals,
and 29 percent were in nursing homes.

Use of mental retardation facilities also has
changed in recent years. Although the admission
rate has remained relatively stable since 1946,
the net release rate of the resident patient popu-
lation began to rise sharply in the late 1960’s
and has continued to rise. The introduction of
new methods of treatment and management
during this period and policies of deinstitution-
alization contribute to this trend.

Despite these reductions and shifts in institu-
tional care, episodes of psychiatric illness con-
tinue to represent a substantial amount of in-
patient care. Excluding nursing homes, about
1,693,000 such patient care episodes occurred in
1971, an overall rate of 825 episodes per 100,000
population. This care was provided in State,
county, and private mental hospitals, VA hospi-

tals, psychiatric units of general hospitals, and
federally funded community mental health cen-
ters. The major specified diagnostic categories
(i.e., schizophrenia, depressive disorders, and
alcohol-related disorders) accounted for 64 per-
cent of all inpatient episodes during 1971.
Schizophrenia was the most frequent diagnosis
for those aged 25-44 while depressive and alco-
hol-related disorders were the most frequent
diagnoses for those aged 45-64. Among the el-
derly the leading diagnosis for inpatient psychi-
atric care was organic brain syndrome, which
accounted for 429 episodes per 100,000 people.

As both the number and proportion of elderly -
people in the United States increase over the
next few years, increased need for long-term
care can be expected. Planning for the provision
of appropriate care and the means to pay for it
are of high priority. Alternative arrangements
to provide such care on a noninstitutional basis
seem desirable.

Table 106. Nursing home residents and residents and days per 1,000 population, according to sex and age: United States,
August 1973-April 1974

(Data are based on reporting by a sample of nursing homes)

Age Both sexes “ Male Female
Number of residents in nursing homes

All ages 1,075,800 318,100 757,700

Under 65 years 114,300 52,400 61,900
65-74 years 163,100 65,100 98,000
75-84 years 384,900 102,300 282,600
85 years and over 413,600 98,300 315,300

Residents per 1,000 population

All ages 51 31 70

Under 65 years 0.6 0.6 0.6
65-74 years 120 111 128
75-84 years 589 40.8 700
85 years and over 236.6 169.8 269.7

Days per 1,000 population

All ages 1,900 1,100 2,600

Under 65 years 200 200 200
65-74 years 4,400 4,000 4,700
75-84 years 21,500 14,900 25;600
85 years and over 86,400 62,000 98,400

NOTE: Rates are based on U.S. resident population, July 1, 1974.
SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Data from the

National Nursing Home Survey.
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Table 107. Primary diagnosis of nursing home residents at last examination, according to age and sex:
(Data are based on reporting by a sample of nursing homes)

United States, August 1973-April 1974

Age
Sex and primary diagnosis at last examination Nurr:;?(jgerr:?sme Under 65 : 85 years
All ages years 65-74 years | 75-84 years and over
Both sexes Rate per 1,000 residents
Primary diagnosis at last examination:

Senility, old age, and other symptoms and ill-defined conditions ... 146,800 136.5 206 85.2 140.9 198.4
Heart attack 55,700 51.8 * 41.1 55.3 68.9
Stroke .. 113,400 105.4 94.0 138.0 120.6 875
Hardening of the arteries 241,800 224.7 36.6 151.7 237.2 3158
Diseases of the circulatory system other than hardening of the arterles,

stroke, and heart attack 39,400 36.6 * 314 399 434
Accidents, poisonings, and violence 49,300 458 396 358 458 55.3
Mental disorders 115,800 107.6 395.8 185.1 720 327
Diseases of the musculoskeletal system and connective tissue 73,100 67.9 48.3 585 70.7 80.0
Endocrine, nutritional, and metabolic diseases 48,100 44.7 44.0 585 46.9 393
Diseases of the respiratory system 22,200 206 * 33.2 229 14.7
Neoplasms 25,600 238 279 294 236 22.3
Diseases of the nervous system and sense organs 64,200 59.7 156.0 784 493 38.0
Diseases of the digestive system 20,500 190 * 18.6 179 216
infective and parasitic diseases * * * * *
Diseases of the genitourinary system .. 15,600 145 * * 16.7 16.2
Diseases of the skin and subcutaneous tissue 6,000 5.6 * * 6.1 *
Diseases of the blood and blood-forming organs . 7,600 7.1 * * 7.6 9.5
Congenital anomalies 3,100 29 19.1 * * *
Other diagnoses! 16,100 15.0 2.1 15.9 15.0 135
Unknown diagnoses 9,600 8.9 * * 9.3 105

Male
Primary diagnosis at last examination:

Senility, old age, and other symptoms and ill-defined conditions ... 35,900 1128 67.0 125.4 179.9
Heart attack § 14,500 455 * 414 49.5 60.9
Stroke 38,000 119.5 96.7 156.0 132.2 94.4
Hardening of the arteries 60,600 190.4 * 130.1 226.9 275.7
Diseases of the circulatory system other than hardening of the arteries,

stroke, and heart attack e 11,000 346 * * 41.2 421
Accidents, poisonings, and violence 9,700 306 480 * 271 219
Mental disorders 45,400 142.7 419. 4 2019 736 280
Diseases of the musculoskeletal system and connective tissue 16,300 51.2 453 56.1 575
Endocrine, nutritional, and metabolic diseases 12,900 404 * 53.2 39.0 384
Diseases of the respiratory system 12,100 380 * 57.0 439 234
Neoplasms 9,700 306 * * 30.9 328
Diseases of the nervous system and sense organs 22,400 704 1528 73.7 56.3 39.0

See footnote at end of table.
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Table 107. Primary diagnosis of nursing home residents at last examination, according to age and sex: United States, August 1973-April 1974—Continued
(Data are based on reporting by a sample of nursing homes)

Age
. . N . Nursing home
Sex and primary diagnosis at last examination ;
primary clag residents 1 aj ages U;g::SGS 65-74 years| 75-84 years : r5ldy i?/:
Male—Continued Rate per 1,000 residents
Diseases of the digestive system 6,700 21.1 * 235 * *
Infective and parasitic diseases * * * * * *
Diseases of the genitourinary system 8,900 28.0 * * 35.6 35.6
Diseases of the skin and subcutaneous tissue * * * * * *
Diseases of the blood and blood-forming organs * * * * * *
Congenital anomalies * * * * * *
Other diagnoses1 5,200 16.5 * * * *
Unknown diagnhoses 2,900 9.0 * * * *
Female
Primary diagnosis at last examination:

Senility, old age, and other symptoms and ill-defined conditions ... 111,000 146.4 * 97.3 146.6 186.1
Heart attack 41,200 544 * 40.9 574 65.1
Stroke 75,400 99.5 91.7 126.1 1165 775
Hardening of the arteries : 181,200 239.1 388 166.1 240.9 299.6
Diseases of the circulatory system other than hardening of the arteries,

stroke, and heart attack 28,400 375 * 321 394 39.8
Accidents, poisonings, and violence 39,500 52.1 324 42.1 52.6 58.8
Mental disorders 70,400 92.9 3758 173.9 71.5 31.2
Diseases of the musculoskeletal system and connective tissue 56,800 749 57.7 67.3 76.0 79.7
Endocrine, nutritional, and metabolic diseases 35,300 465 55.0 63.7 49.8 36.6
Diseases of the respiratory system 10,100 133 ¥ * 153 10.7
Neoplasms ' 15,900 210 * 28.6 21.0 16.9
Diseases of the nervous system and sense organs 41,800 55.2 158.8 814 46.8 34.2
Diseases of the digestive system 13,800 18.2 * * 17.8 19.6
Infective and parasitic diseases * * * * * *
Diseases of the genitourinary system 6,700 89 * * 9.8 8.7
Diseases of the skin and subcutaneous tissue ..... 4,000 5.3 * * * *
Diseases of the blood and blood-forming organs 5,400 7.1 * * 78 8.1
Congenital anomalies * * * * * *
Other diagnoses! y 10,900 14.3 ® * 14.4 11.2
Unknown diagnoses 6,800 8.9 * * 89 10.2

VIncludes certain causes of perinatal morbidity, complications of pregnancy and childbirth, and other diagnoses not listed above.
SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Data from the National Nursing Home Survey.
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Table 108. Chronic conditions and impairments of nursing home residents, according to age and sex: United States, August 1973-April 1974
(Data are based on reporting by a sample of nursing homes)

Number of Age
Sex and chronic condition or impairment residents with
condition or Under 65 85 years
impairment 1 All ages years | 0574 years| 7584 years | ,ng guer
Both sexes Prevalence per 1,000 residents
Chronic condition or impairment:

Senility 627,200 583.0 189.1 4822 623.2 694.3
Mental illness 200,400 186.3 348.5 293.0 1719 112.8
Mental retardation 72,800 67.8 3457 94.5 276 17.5
Arthritis or rheumatism 368,500 3425 109.7 2324 363.2 431.1
Paralysis or palsy due to stroke 122,100 1135 106.6 166.1 129.1 80.1
Paralysis or palsy not related to stroke, arthritis, or rheumatism . 66,200 61.6 161.5 75.5 525 36.8
Glaucoma or cataracts 110,900 103.1 385 62.8 85.6 143.9
Diabetes ... 142,700 1326 1120 168.1 148.8 109.4
Any chronic trouble with back or spine .. 106,100 98.6 74.7 86.6 100.8 107.9
Amputation of extremities or limbs, or permanent stiffness or any deformity

of foot, leg, fingers, arm, or back 150,000 1394 189.2 160.8 1330 1232
Heart trouble 360,500 335.1 110.2 27119 354.7 403.9
None of the above 57,700 536 64.5 62.2 53.8 47.0

Male
Chronic condition or impairment:

Senility 169,900 534.0 170.4 482.4 6158 677.0
Mental illness 63,700 200.1 334.8 274.8 164.1 116.3
Mental retardation 31,600 99.5 362.4 104.1 379 *
Arthritis or rheumatism 81,300 2556 79.2 180.2 298.1 355.6
Paralysis or palsy due to stroke 42,000 131.9 104.9 1934 147.9 88.8
Paralysis or palsy not related to stroke, arthritis, or rheumatism .. 23,600 74.3 167.4 78.7 616 349
Glaucoma or cataracts 28,500 89.6 40.4 * 855 1415
Diabetes 39,100 122.9 101.6 1475 137.3 10238
Any chronic trouble with back or spine 23,800 74.8 71.0 68.0 776 78.5
Amputation of extremities or limbs, or permanent stiffness or any deformity

of foot, leg, fingers, arm, or back 48,600 152.8 203.2 176.5 151.6 1116
Heart trouble 100,400 3155 104.7 280.3 350.0 415.2
None of the above 19,400 60.9 70.2 69.0 57.0 54.5

See footnote at end of table.
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Table 108. Chronic conditions and impairments of nursing home residents, according to age and sex: United States, August 1973-April 1974—Continued

(Data are based on reporting by a sampie of nursing homes)

Number of Age
Sex and chronic condition or impairment residents with
condition or Under 65 85 years
impairment 1 All ages years | 0574 years 7584 years | o4 over
Female Prevalence per 1,000 residents
Chronic condition or impairment:
Senility = 457,300 603.6 205.0 482.1 625.8 699.7
Mental iilness 136,800 180.5 360.0 305.0 1748 1117
Mental retardation 41,100 54.3 3316 88.1 238 16.7
Arthritis or rheumatism 287,200 3790 1354 267.1 386.8 454.7
Paralysis or palsy due to stroke 80,100 1058 108.1 147.9 1223 774
Paralysis or palsy not related to stroke, arthritis, or rheumatism . . 42,600 56.2 156.5 734 49.3 374
Glaucoma or cataracts 82,400 108.8 * 66.6 99.3 144.6
Diabetes 103,600 136.8 120.9 181.8 1529 1114
Any chronic trouble with back or spine 82,300 108.6 779 99.0 1093 1171
Amputation of extremities or limbs, or permanent stiffness or any deformity
of foot, leg, fingers, arm, or back - 101,400 133.8 177.2 150.3 126.3 126.8
Heart trouble 260,100 3433 114.9 266.3 356.4 400.4
None of the above 38,300 50.6 59.7 57.6 52.7 4.7

1A resident can have more than one chronic condition or impairment.

SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Data from the National Nursing Home Survey.
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Table 109. Patient care episodes in inpatient psychiatric services and rate per 100,000 population, according to age and diagnosis: United States, 1971
(Data are based on reporting by facilities)

Di - All Under 18 | 18-24 25-44 45-64 65 years All Under 18 | 18-24 25-44 4564 | 65 years
lagnosis 385 |1 years years years years | and over ageS || years years | years | years |and over
Number of episodes Rate per 100,000 resident population
All diagnoses ... 1,692,752 1y 111,021 | 245,106 | 614,901 | 512,379 | 209,345 8249 156.9 1,0294 | 1,2720 | 1,2143 | 1,041.9
Mental retardation . ... 46,766 5,835 7,386 14,779 14,384 4,382 22.8 8.3 310 306 4.1 21.8
Organic brain syndromes ... 157,691 3,649 8,364 15,441 44,124 86,113 76.8 5.2 35.1 319 104.6 428.6
Schizophrenia 537,174 21,341 85,043 232,520 151,270 47,000 261.8 30.2 357.2 481.0 3585 2339
Depressive disorders ... ... 321,708 8,657 34,036 | 123,571 | 118,526 36,918 156.8 12.2 143.0 255.6 280.9 1837
Other psyg:hotic disorders ... 27,810 1,199 2,383 7,492 9,991 6,745 135 1.7 10.0 15,5 23.7 33.6
Alcohol disorders ... | 227,626 870 10,142 95,518 | 106,245 14,851 1109 12 426 1976 2518 738
Drug disorders ... S 68,162 7,357 32,153 21,727 5,252 1,673 33.2 10.4 135.0 44.9 124 8.3
All qther disorders . . .. 263,403 56,361 58,011 88,589 52,933 7,509 128.4 79.6 2436 1833 1254 374
Undiagnosed ... o 42,412 5,752 7,588 | 15264 9,654 4,154 20.7 8.1 319 316 229 2.7

) 1The diagnostic groupings used in this table are defined in terms of the American Psychiatric Association's Diagnostic and Statistical Manual of _Mental
Dlsorder_s, DS_M-II. They are: Mental retardation, 310-315; Organic brain syndromes, 290, 292, 293, 294 (except 294.3), 309 (except 309.13, 309.14); Schizophrenia, 295;
Depressive disorders, 296, 298.0, 300.4; Other psychotic disorders, 297, 298.1-298.9; Alcohol disorders, 291, 309.13, 303; Drug disorders, 294.3, 309.14, 304.

NOTE: In(_:ludes_ such services provided in State and county mental hospitals, private mental hospitals, VA neuropsychiatric hospitals, psychiatric units
of general hospitals (including VA), and Federally funded community mental health centers.

SOURCE: National Institute of Mental Health: Patient care episodes in psychiatric services, United States, 1971. Statistical Note, No. 92. DHEW Pub. No.
(HSM) 74-655. Rockville, Md., Aug. 1973.



Table 110. Patients with mental disorders in psychiatric hospitals and nursing homes, according to type of facility: United
States, 1969 and 1973

(Data are based on reporting by facilities)

Type of facility 1969 1973 1969 1973

Number of patients Percent distribution
All types 514,567 398,712 1000 100.0
State and county mental hospitals 369,969 248,522 718 62.3
Private mental hospitals 10,963 11,393 21 29
VA hospitals 43,385 22,997 84 5.3
Nursing homes 90,250 115,800 175 29.0

SOURCES: Division of Biometry and Epidemiology, National Institute of Mental Health: Unpublished data; and
Division of Health Resources Utilization Statistics, National Center for Health Statistics: Data from the National Nursing
Home Survey. %

Table 111. Resident patients, admissions, and releases for mental retardation facilities: United States, 1946-71
(Data are based on reporting by facilities)

Admissions Net releases
Resident .
Year patients at Rate per Z?/’:'apgj rlég?f)
end of year Number 100,00(_) Number dent patient
population population

1946 116,828 11,677 8.4 7,512 65.9
1947 118,703 12,012 84 6,714 56.9
1948 121,751 12,304 85 - 6,484 535
1949 125,849 12,384 84 6,194 50.0
1950 128,850 12,268 . 8.2 5,765 451
1951 130,193 11,977 79 7,202 : 555
1952 132,605 12,288 8.0 6,365 520
1953 135,568 12,851 8.2 6,569 49.0
1954 139,977 13,511 85 6,006 433
1955 144,708 13,153 81 5,700 40.1
1956 : 147,404 13,037 79 7,588 52.1
1957 152,497 14,172 8.4 6,223 416
1958 156,156 13,760 8.0 6,574 42.8
1959 . 160,568 14,228 8.1 6,640 420
1960 163,752 14,701 83 6,429 399
1961 167,291 14,525 80 8,012 48.4
1962 173,638 13,919 76 7,600 44.2
1963 176,516 14,909 8.0 8,156 46.6
1964 179,599 15,276 8.1 9,292 522
1965 187,273 17,300 9.8 - 7,993 436
1966 191,987 14,998 1.7 " 9,268 489
1967 193,188 15,714 8.1 11,665 604
1968 192,520 14,688 75 11,675 605
1969 189,394 14,868 74 14,701 770
1970 186,743 14,985 75 14,702 769
1971 181,009 15,370 75 17,079 931

NOTE: Alaska included beginning in 1960; Hawaii included beginning in 1961.

SOURCES: 1946-68 data adapted from data provided by Hospital Studies Section, Biometrics Branch, National Insti-
tute of Mental Health; 1969-70 data from Office of Human Development: Mental Retardation Source Book, DHEW Pub. No.
(0S) 73-81, Washington, U.S. Government Printing Office, Sept. 1972; 1971 data from Developmental Disabilities COffice,

- Office of Human Development, DHEW.
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SECTION il
Health Care Resources

A. Health Manpower

Nearly 5 million persons were active in the
health field in 1974. The number in each occu-
pation varied from 400 health economists to
nearly 1 million in the category of aides, order-
lies, and attendants. The most numerous pro-
fessional occupations were registered nurses
(857,000), physicians (363,000), and dentists
(107,000) .

The number of physicians in the United
States increased nearly 70 percent between 1950
and 1974; the ratio of physicians to population
increased 22 -percent over the same period. Os-
teopathic physicians accounted for less than 4
percent of the total in 1974, although they form
a much larger proportion in certain States.

A large portion of the increase in physicians
is due to the increasing number of foreign med-
ical graduates (FMG’s) practicing in the United
States. For example, the American Medical As-
sociation (AMA) data show that between 1963
and 1973 the proportion of FMG’s increased
from 11 percent to nearly 20 percent of the total
number of physicians. This trend is likely to
change abruptly, since recent health manpower
legislation (Public Law 94-484) places restric-
tions on FMG’s entering the United States. At
the same time the increase in U.S. medical school
graduates which began in the early 1970’s will
begin to swell the numbers of practicing physi-
cians.

In 1974, 323,993 active, non-Federal physi-
cians were practicing in the United States and its
territories. Of those whose classification was
known, an estimated 92 percent were involved in
direct patient care, and 67 percent in office-based
" practice. These proportions are similar to those

observed in 1968, when 89 percent of the 266,544
active, non-Federal physicians were in direct
patient care and 68 percent in office-based prac-
tice. The proportion in hospital-based practice
increased from 22 percent to 25 percent over the
1968-74 period. On the other hand, the propor-
tion of office-based general practitioners de-
creased from 21 percent in 1968 to 17 percent
in 1974.

Over half (51 percent) of the active office-
based physicians in patient care during 1974
were in primary-care specialties (i.e., general
practice, internal medicine, pediatrics, and ob-
stetrics-gynecology). In 1968, AMA data showed
that 55 percent were in primary-care specialties.

On the other hand, the proportion of active
office-based physicians engaged in surgical spe-
cialties excluding obstetrics-gynecology, in-
creased slightly; in 1968, 27 percent were surgi-
cal specialists compared to 28 percent in 1974.
Data from AMA indicate that this trend is
likely to change, since the proportion of resi-
dents in surgical residency programs, excluding
obstetrics-gynecology, decreased from 37 percent
in 1968 to 31 percent in 1974.

Furthermore, the proportion of residents in
primary-care specialties increased from 34 per-
cent in 1968 to 44 percent in 1974. Much of this
increase occurred in the internal medicine cate-
gory (from 16 percent in 1968 to 24 percent in
1974) , and some of these physicians may even-
tually become specialists (e.g., endocrinologists)
rather than primary-care providers. Neverthe-
less, the Health Manpower Act (Public Law
94-484) provides a number of incentives to in-
crease further the number of physicians choos-
ing residency programs in family practice and
primary care. Therefore, future trends will
probably show increases in these areas.
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The availability of either primary-care phy-
sicians or specialists differs for different parts of
the United States. The number of active, non-
Federal physicians per 10,000 population was
14.7 in 1973, but this varied from 18.9 in the
Northeast to 12.2 in the South. Furthermore,
metropolitan areas had larger physician-popula-
tion ratios than nonmetropolitan areas (17.4 vs.
7.4). Within metropolitan counties, the largest
standard metropolitan statistical areas (SMSA's)
had the largest ratios. Outside SMSA’s the most
urbanized counties had the largest ratios, al-
though nonmetropolitan counties adjacent to
SMSA’s had smaller ratios than those not adja-
cent. These patterns were followed within each
region with few exceptions.

The number of active, non-Federal, office-
based physicians in primary-care specialties per
10,000 population was highest in the West (5.6)
and lowest in the South (4.1). The pattern by
urbanization was identical to the one discussed
above for all active, non-Federal physicians, ex-
cept that the differences between the county
types were not as great.

Federal concern about the maldistribution of
physicians and other health manpower is re-
flected in legislation and in a number of pro-
grams designed to provide incentives for estab-
lishing practices in shortage areas. For example,
922 areas of the United States were officially
designated as Critical Medical Manpower Short-
age Areas as of February 1, 1977. The popula-
tion of these areas was 13 million, or approxi-
mately 6 percent of the total U.S. population.
Medical students who agree to practice in these
areas are eligible for scholarships and loan for-
giveness programs while in school.

One indication of the trend in geographic
distribution of manpower is the age distribution
of the physicians currently in practice. In 1973,
17 percent of active, non-Federal physicians in
office-based practice were 65 years and over.
Although the Northeast had the second highest
active, non-Federal office-based physician-popu-
lation ratio, it also had the highest proportion
of physicians in this age group (23 percent).
The youngest physicians were in the West,
where only 18 percent were 65 years and over.
Considering the West’s high physician-popula-
tion ratio, this suggests that it may further in-
crease its advantage in physician supply. The
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South may soon overtake the North Central
States since both regions had the same ratio of
active, non-Federal, office-based physicians-to-
population, and the South had a lower propor-
tion of physicians 65 years and over.

In 1974, the number of active, non-Federal
physicians per 10,000 population varied from
42.9 in the District of Columbia and 23.6 in
New York to 8.6 in Mississippi and 8.5 in Alaska.
There is little evidence that variation among
the States decreased from 1968 to 1974. In 1968,
23 States had ratios more than 20 percent below
the U.S. average (i.e., less than 10.6); in 1974,
22 States had ratios more than 20 percent below
the U.S. average (i.e., less than 12.2) .

Active dentists numbering 106,740 were en-
gaged in patient care in 1975, or 5.0 per 10,000
population. This represented an 8.7 percent in-
crease from the 1971 ratio of 4.6. As with physi-
cians, the dentist-population ratio varied greatly
among the States. The 1975 ratios ranged from
8.5 in the District of Columbia and 7.6 in New
York to 2.9 in South Carolina and 2.6 in Missis-
sippi. States which had high physician-popula-
tion ratios tended to have high dentist-popula-
tion ratios as well (the correlation coefficient
was 0.77 in 1974). Variation among the States in
dentist-population ratios remained as high in
1975 as it was in 1971. In 1971, 15 States had ra-
tios, per 10,000 population, more than 20 per-
cent below the U.S. average (below 3.7) com-
pared to 18 States in 1975 (below 4.0).

The location of dentists by metropolitan area
followed similar patterns to those of physician
location. The 1974 ratio of licensed dentists to
population increased with increasing SMSA size.
Unlike the physician ratios, however, dentist
ratios in suburban counties of large SMSA’s were
slightly larger than those in the core counties.
Outside SMSA’s the ratio increased as urbani-
zation increased, but counties adjacent to SMSA’s
had slightly lower ratios than those not adjacent.
In almost all cases, the South had the lowest
ratios while the Northeast and West had the
highest.

The uneven distribution of dental manpower
led to the designation of dental manpower short-
age areas. There were 775 Critical Dental Man-
power Shortage Areas designated as of February
1, 1977, with a total population of 11.6 million
(5 percent of the U.S. population).



The number of registered nurses per 10,000
population was highest in the New England
States (45.7-61.8) and lowest in the South Cen-
tral States (19.0-25.6), with a U.S. average of 37.4.

Optometrists per 10,000 population varied
from 0.5 in Alaska and Alabama and 0.6 in sev-
eral Southern States to 1.6 in Illinois and 1.5 in
Massachusetts, Montana, and Oregon. The U.S.
average was 1.0.

Pharmacist ratios per 10,000 population were
highest in Pennsylvania (8.9), Massachusetts
(8.6), Oklahoma (8.2), and New York (7.7).
They were lowest in Virginia (4.3), North
Carolina (4.2), West Virginia (4.1), Hawaii
(8.2), and Alaska (2.9). The U.S. average was
6.3.

Chiropractors were most prevalent in the
West North Central States and in New Hamp-
shire, with a U.S. average of 0.8 per 10,000.

The number of dental hygienists per 10,000
.was highest in Vermont (7.9), the District of
Columbia (7.9), and Connecticut (6.8). Ver-
mont had a dentist-population ratio below the
U.S. average. On the other hand, Utah had the
second lowest hygienist-population ratio (1.1)
and a dentist-population ratio well above the na-
tional average. Several Southern States had very
low ratios of both dentists and dental hygienists.

Podiatrist ratios per 10,000 population were
highest in the Middle Atlantic States (0.5-0.7),
southern New England (0.6), and the District
of Columbia (0.7). The lowest ratios were in
States of the South Region, Alaska, and Hawaii.

Veterinarians had an average ratio of 1.4 per
10,000 and were most prevalent in States with
large animal populations—Iowa, South Dakota,
Nebraska, Kansas, Montana, and Wyoming.

States with the highest numbers of registered
radiologic technologists per 10,000 population
were Colorado (7.3), Vermont (7.1), Maine

(7.0), Connecticut (6.9), Minnesota (6.6), and
Wisconsin (6.4).

A number of difficulties are involved in inter-
preting the manpower data presented in the
tables at the end of this discussion. A major
problem is the effect of differential productivity.
The available data do not indicate whether
an “active” physician is devoting 10 or 50 hours
per week to patient care or how many patients
a physician actually cares for in a given week.
For example, 1973-74 data from the National
Ambulatory Medical Care Survey show wide
variation in the mean number of office visits per
week by physician’s type of practice and spe-
cialty. Furthermore, the actual time spent with
the physician during a visit varied with patient
characteristics (e.g., diagnosis, age, etc.) as well
as with physician specialty. American Medical
Association data indicate that in 1970 the aver-
age number of office visits per week for general
practitioners in nonmetropolitan areas was 27
percent higher than the average in metropolitan
areas.

The utilization of allied health personnel is
another factor affecting the physician’s produc-
tivity. According to AMA data, although the
South had the lowest physician-population ra-
tios, primary-care physicians in the South were
the heaviest utilizers of allied health personnel
(especially nurses). .

Similar difficulties affect the other manpower
data. Movement in and out of the labor force
and part-time work are especially serious prob-
lems in measuring the distribution of nurses.
The distributions of many of the allied health
personnel are greatly affected by different licen-
sure laws among the States. For example, the
very low supply of dental hygienists in Utah
may be due to the fact that these duties are as-
sumed by unlicensed assistants.
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Table 112. Persons active in health field, according to occupation: United States, 1974
(Data are based on multiple sources)

. Estimated number . - Estimated number
Health field and selected occupation | —> Igfrapersgrl:s Health field and selected occupation of persons
Total oo | 4,672,850 to 4,707,650 Nursing and related services ... 2,319,000
Administration of health services1 48,200 Registered nurse ... 857,000
Anthropology and sociology ... 1,700 Practical nurse ... 492,000
Automatic data prccessing in the Nursing aide, orderly,
health field __. _ 4,000 to 5,000 attendant ..o 936,000
Basic sciences in the health field 2 . 60,000 Home health aide ..o 34,000
gllﬁ:g?)?algiil cengmeenng """"""""""""" ig’ggg Occupational therapy .. _ ... ... 13,500 to 14,500
. P ’ Opticianry . oo 12,000
Clinical laboratory services . _.._____ 172,500 Optometry ... 25,100 to 25,300
. . ) Orthotic and prosthetic technology ... 2,800 to 3,800
Dentistry and allied services . 279,800 Pharmacy .. 132,900
. Physical therapy 26,100
Dentist 107,300 e v !
Dental hygienist 2500 | podiatic MediCiNe e a0
pental assistant - 118,000 Radiologic technology - 100,000
ental laboratory technician ... 32,000 Respiratory therapy .. ... 18.000 to 19.000
. . . i Secretarial and office services in
Dietetic and nutritional services ........ 72,700 the health field? . . 275,000 to 300,000
Economic research in the health Social WOrk oo o 38,600
field? ... T — 400 Specialized rehabiiitation services ... 11,250 to 13,250
Environmental sanltatlpn ........ S 20,000 Speech pathology and audiology ... 27,000
Food and drug protective services ... 47,900 Veterinary medicine .. 33,500
Funeral directors and embalmers . 50,000 Vocational rehabilitation
Health and vital statistics? ________ 1,350 counseling 17,700
Health education ... ... . .. 22,500 to 23,000
Health information and Miscellaneous health services ... 323,950
communication . _ .. ... 7,400 to 10,500 i ..
Library services in the health field _ 10,300 E'Iectmca’d'ogfalph technician .. 9,500
Medical records ... .o 60,000 sti:;c;’gre]ncepha ograph tech- 2000
Medicine and osteopathy ... .. ... 362,700 Emergency medical technician ... 2601000
. Medical assistant .. ... 16,000
Physician (M.D) o 350,600 Operating room technician ... 12,000
Physician (D.0.) ... 12,100 Ophthalmic medical assistant ... 20,000
Orthoptist 1 450
Midwifery . .. .. 4,300 Physician’s assistant ________.__. 2,000

¥ Previous estimate repeated in absence of sufficient information on which to base revision.

2 Excludes physical scientists.

NOTE: Each occupation is counted only once. For example, all physicians are in medicine and osteopathy and not in

any other category.

SOURCE: National Center for Health Statistics: Health Resources Statistics: Health Manpower and Health Facilities,
1975. DHEW Pub. No. (HRA) 76-1509. Health Resources Administration. Washington. U.S. Government Printing Office, 1976.
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Table 113. Total physicians, according to type of physician, and number per 10,000 population: United States and outlying
U.S. areas, selected years 1950-74

(Data are based on reporting by physicians)

y Type of physician (M?S?:Lcéag'so_)
ear
per 10,000
M.D.! and D.0.2 M.DJ D.02 population 3
Number of physicians

1950 — 232,697 219,997 12,700 149
1955 255,211 241,711 13,500 150
1960 274,833 260,484 14,349 14.8
1965 305,115 292,088 13,027 153
1968 — 317,032 —- —
1969 -— 324,942 - -
1970 .. -— 334,028 — -
1971 358,523 344,823 13,700 169
1972 370,534 356,534 14,000 174
1973 380,679 366,379 14,300 177
1974 394,448 379,748 14,700 18.2

T Includes non-Federal M.D.’s in the 50 States, District of Columbia, Puerto Rico, and other U.S. outlying areas, and
Federal M.D.'s in the United States and abroad. Excludes M.D.’s with temporary foreign addresses.

2 Estimated.

3 Population includes civilians in the 50 States, District of Columbia, Puerto Rico, and other U.S. outlying areas; U.S.
citizens in foreign countries; and the Armed Forces in the United States and abroad.

NOTE: Includes both active and inactive physicians.

SOURCE: National Center for Health Statistics: Health Resources Statistics: Health Manpower and Health Facili-
ties, 1975. DHEW Pub. No. (HRA) 76-1509. Health Resources Administration. Washington. U.S. Government Printing Office,
1976.
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Table 114. Physicians (M.D.) and percent change in number, according to type of practice: United States and outlying U.S.
areas, 1968, 1971, and 1974

(Data are based on reporting by physicians)

Year Period
Type of practice
1968 | 1971 ' 1974 196874 197174
Number of physicians Percent change
Doctors of medicine? ... ... 317,032 344,82~3 379,748 198 10.1
Active M.D.'s 296,312 322,228 350,609 18.3 8.8
Non-Federal .. 266,544 293,029 323,993 216 10.6
Patient care 238,481 263,730 278,517 168 5.6
Office-based practice ... 180,991 194,932 203,943 12.7 4.6
General practice 2 54,994 53,929 50,201 —8.7 —69
Other specialty ..o e 125,997 142,003 153,742 220 8.3
Hospital-based practice _.. 57,490 68,798 74,574 248 8.4
Training programs3 . . ... 41,545 48,437 54,510 31.2 125
Full-time hospital staff ... ... . 15,945 20,361 20,064 25.8 —15
Other professional activity4 .. ... 28,063 25,770 25,133 —104 —25
Not classified 5 . e 3,529 20,343 . 476.5
Federal 29,768 29,199 26,616 —10.6 —88
Patient care . o . . 23,241 23,518 22,721 -22 —34
Office-based practice .. 3,623 2,832 2,012 —445 —29.0
General practice2 . ... I 1,858 1,208 828 —554 —315
Other specialty .. 1,765 1,624 1,184 —329 —271
Hospital-based practice ... ... 19,618 20,686 20,709 5.6 0.1
Training programs3 . ... 5,567 4,403 4,512 —190 25
Full-time hospital staff _ ... 14,051 16,283 16,197 153 —05
Other professional activity4 ... .. 6,527 5,681 3,895 —403 314
Inactive M.D.’s 18,631 19,388 21,614 16.0 11.5
Address unknown . e e 2,809 3,207 7,525

1Includes non-Federal M.D.’s in the 50 States, District of Columbia, Puerto Rico, and other U.S. outlying areas, and
Federal M.D.’s in the United States and abroad. Excludes M.D.’s with temporary foreign addresses.

2 Includes general practice and family practice, other specialties not listed, and no specialty reported.

3 Includes interns and residents.

4 {ncludes medical teaching, administration, research, and other.

5 Not classified as to their speciality.

SOURCE: National Center for Health Statistics: Health Resources Statistics: Health Manpower and Health Facili-

ties, 1975. DHEW Pub. No. (HRA) 76-1509. Health Resources Administration. Washington. U.S. Government Printing Office,
1976.
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Table 115. Active physicians (M.D.), according to type of practice and primary specialty: United States and outlying U.S.
areas, 1974
(Data are based on reporting by physicians)
Type of practice
Patient care

. al Hospital-based Other

Primary specialty Total Office- practice profes-

active sional

based _fi o
practice | Training | AL~ | activity?
programs staff
Number of active physicians

Total 2 330,266 205,955 59,022 36,261 29,028

General practice® 69,445 51,029 8,445 5,294 4,677
Specialty practice ... 260,821 154,926 50,577 30,967 24,351
Medical specialties o — 89,919 50,253 20,325 9,948 9,393

Allergy 1,657 1,432 - 83 142
Cardiovascular diseases 6,229 4,420 - 826 983
Dermatology 4,479 3,302 631 281 265
Gastroenterology 2,063 1,397 - 273 393
Internal medicine 51,752 26,213 14,823 5,599 5117
Pediatrics 4 21,645 12,520 4,871 2,242 2,012
Pulmonary diseases 2,004 969 - 644 481
Surgical specialties .. 105,870 73,677 19,558 8,299 4,336
Anesthesiology 12,484 8,465 1,799 1,449 771
Colon and rectal surgery 662 608 21 19 14
General surgery 31,085 19,390 7,820 2,672 1,203
Neurological surgery 2,859 1,896 573 235 155
Obstetrics and gynecology oo 20,987 15,187 3,455 1,373 972
Ophthalmology 10,741 8,474 1,419 497 351
Orthopedic surgery 10,985 7,787 2,035 863 300
Otolaryngology 5,588 4,162 838 391 197
Plastic surgery 2,088 1,569 325 121 73
Thoracic surgery 1,925 1,318 262 222 123
Urology 6,466 4,821 1,011 457 177
Psychiatry and neurology ... 29,552 14,934 4,944 5,743 3,931

Child psychiatry 2,411 1,349 293 344 425
Neurology 3,839 1,707 939 542 651
Psychiatry ... 23,302 11,878 3,712 4,857 2,855
Other specialties oo 35,480 16,062 5,750 6,977 6,691
Aerospace’ medicine 708 190 41 152 325
General preventive medicine 758 218 30 83 427
Occupational medicine 2,365 1,620 3 93 649
Pathology 5 11,591 3,947 2,535 2,874 2,235
Physical medicine and rehabilitation . _ 1,610 589 292 577 152
Public health 2,695 511 43 255 1,386
Radiology ¢ 15,753 8,987 2,806 2,943 1,017

1Includes medical teaching, administration, research, and other.
2 Includes active non-Federal M.D.'s in the 50 States, District of Columbia, Puerto Rico, and other U.S. outlying areas,
and active Federal M.D.’s in the United States and abroad. Excludes 7,525 M.D.’s with addresses unknown, 20,345 unclassi-

fied M.D.’s, and 21,614 inactive M.D.’s.

3Includes general practice and family practice, other specialties not listed, and no specialty reported.

4Includes pediatric allergy and pediatric cardiology.

5 Includes forensic pathology.

6 Includes diagnostic radiology and therapeutic radiology.

SOURCE: National Center for Health Statistics: Health Resources Statistics: Health Manpower and Health Facili-
ties, 1975. DHEW Pub: No. (HRA) 76-1509. Health Resources Administration. Washington. U.S. Government Printing Office,

1976.

281-501 O - 77 - 21
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Table 116. Active non-Federal physicians (M.D.) per 10,000 population, according to specialty, geographic region, and location: United States, 1973
(Data are based on reporting by physicians)

Specialty of physicians in patient care

Obstetrics
Resident All Physi- Pediatrics and
popu- | active || C'a8ns gynecology
Geographic region fation non- || Aoten-1  ay Gen- | Inter- Based | Gen-
and location in Federal | 828ed spe- eral nal | Based | Based | Based on eral All 1 ¢
thou- physi- n pa- cial- prac- | medi- on on on fernale | sur- | other nterns
sands cians t'e"tI ties tice | cine | resi- | popu- | resi- popu- | Eery
care dent | lation | dent | [t
popu- | 0-14 | popu- | 1544
lation | years | lation years
Active non-Federal physicians per 10,000 population
United States ... 209,517 147 1.8 129 24 1.7 0.7 28 0.9 4.0 1.2 54 0.5
Within SMSA 152,875 17.4 23 15.1 23 2.2 0.9 35 1.0 48 14 6.6 0.7
Large SMSA 86,248 20.0 2.8 17.2 2.3 26 11 41 1.2 54 16 7.5 0.9
Core counties o 59,789 233 34 199 25 31 12 4.8 13 6.1 1.8 8.7 1.2
Fringe counties __ 26,449 12,6 15 11.1 19 15 0.8 28 08 3.7 0.9 4.9 0.2
Medium SMSA 48,389 144 1.6 12.7 23 16 0.7 2.7 0.9 41 13 5.4 0.6
Other SMSA 18,238 135 15 119 21 15 0.7 24 0.8 3.7 1.2 5.4 0.4
Outside SMSA 56,642 74 0.5 6.8 28 0.6 0.3 11 04 18 0.8 2.0 0.0
Adjacent to SMSA ... 29,380 7.2 0.5 6.7 2.7 0.6 0.3 1.1 0.4 1.8 0.7 19 2.0
Urbanized . 13,306 9.1 0.7 8.4 25 0.9 0.5 1.7 0.6 27 09 30 0.1
Less urbanized .. ... ... 13,696 59 03 55 29 0.4 0.2 0.6 0.2 11 0.6 1.2 0.0
Thinly populated __.__ 2,378 3.6 0.2 34 27 0.1 0.0 01 0.0 0.1 03 03 0.0
Not adjacent to SMSA 27,262 7.6 05 7.0 2.8 0.6 03 1.1 03 1.7 0.8 21 0.0
Urbanized 8,669 111 1.0 10.1 23 11 0.5 20 0.7 3.0 12 4.2 0.1
Less urbanized ... 14,088 6.6 04 6.2 31 0.4 0.2 0.7 0.3 1.3 0.8 1.4 0.0
Thinly populated ... 4,505 39 0.2 37 2.7 0.2 0.1 0.2 01 03 0.3 0.4 0.0
Northeast 49,545 189 2.7 16.3 23 2.5 1.0 4.0 1.1 5.0 15 70 0.8
Within SMSA 42,622 20.3 3.0 17.4 2.2 28 11 44 1.2 54 1.6 76 09
Large SMSA 27,544 233 37 19.7 2.2 33 13 5.2 13 6.0 1.8 8.8 1.0
Core counties oo 17,716 269 4.5 223 2.2 39 14 6.0 15 6.8 21 9.9 14
Fringe counties ... ~ 9,829 16.9 20 14.9 22 22 11 40 1.0 47 1.2 6.8 0.4
Medium SMSA 13,236 15.1 18 134 2.3 1.9 0.8 31 09 4.4 14 55 0.6
Other SMSA 1,842 13.2 11 12.1 21 1.6 0.6 24 0.8 37 13 54 03
Outside SMSA _. 6,923 10.2 09 9.3 25 11 0.4 1.7 0.5 26 1.1 35 0.2
Adjacent to SMSA . 5,085 9.5 0.7 8.7 25 0.9 0.4 16 05 27 1.0 3.2 0.1
Urbanized 3,870 9.2 0.7 85 24 0.9 0.5 1.8 0.6 29 1.0 3.2 0.0
Less urbanized .. . 1,130 10.5 0.9 9.6 28 1.2 0.3 1.2 0.4 2.1 1.2 3.4 03
Thinly populated 86 6.2 0.2 6.0 40 0.2 0.1 0.5 - - 05 1.2 -

See footnote at end of table.
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Table 116. Active non-Federal physicians (M.D.) per 10,000 population, according to specialty, geographic region, and location: United States, 1973—Continued

(Data are based on reporting by physicians}

Specialty of physicians in patient care

. Obstetrics
Resident | All Physi- Pediatrics and
popu- active || ctans gynecology
Geographic region lation non- [l MOten-| Ay Il Gen- | Inter- Based | Gen-
and location in Federal || 838%d | gpe. | eral nal |Based | Based | Based | eral | All |,
thou- | physi- § NP2 | cial- | prac- | medi- | on | on on | ool sur- | other | Intems
sands cians | tent | iies | ‘tice cine | resi- | popu- | resi- opu- | Eery
care! dent | lation | dent lrz)ation
popu- 0-14 popu- | 1544
lation | years | lation years
Northeast—Continued
Outside SMSA—Continued
Not adjacent to SMSA 1,838 122 1.4 108 26 14 0.5 18 0.5 25 13 4.2 0.3
Urbanized 840 16.4 23 14.1 22 19 0.6 2.2 0.7 33 16 6.4 0.6
Less urbanized ..o, 856 8.6 0.7 79 28 09 0.3 13 0.3 1.7 09 25 0.0
Thinly populated .. - 142 93 08 8.5 2.7 13 0.6 24 0.5 25 11 20 0.1
North Central oo 57,461 12.7 14 11.3 24 15 0.6 21 0.7 34 1.1 45 0.5
Within SMSA 39,511 154 19 13.5 2.2 19 0.7 27 0.9 4.1 13 5.7 0.8
Large SMSA 23,887 168 2.1 14.7 21 22 0.9 3.2 1.0 4.7 15 6.1 09
Core counties ..o 16,062 208 2.8 18.0 23 2.8 11 4.0 12 5.6 18 15 13
Fringe counties .. 7,825 8.7 08 79 16 10 0.5 16 0.6 28 08 32 01
Medium SMSA 10,138 12.3 1.2 111 25 1.2 0.5 19 0.7 33 11 45 05
Other SMSA 5,485 148 1.8 13.0 2.2 1.8 0.6 2.2 08 34 11 6.0 0.5
Outside SMSA 17,950 70 04 6.5 29 0.5 0.2 08 0.3 14 0.7 18 0.0
Adjacent to SMSA oot 9,054 7.1 0.5 6.6 29 0.6 0.2 0.9 03 15 0.7 18 0.1
Urbanized 3,886 99 09 9.0 27 09 04 17 05 2.6 10 313 0.1
Less urbanized oo 4,556 53 0.2 5.1 32 03 0.1 03 0.1 0.7 0.6 08 -
Thinly populated ......_.. 612 35 0.1 34 27 01, |00 0.1 - - 03 0.2 00
Not adjacent to SMSA ... 8,396 6.8 04 6.4 29 0.5 0.2 0.8 03 13 0.7 18 0.0
Urbanized 2,208 99 0.6 9.3 2.1 1.0 0.5 1.8 0.6 26 1.1 40 0.0
Less urbanized .. 4,972 6.5 0.3 6.2 3.3 0.4 0.1 05 0.2 1.0 0.8 1.3 0.0
Thinly populated ... 1716 35 || 02 33 27 { o1 (o0 {01 | 00 { 01 |02 | 03 -
South 66,167 122 14 10.7 22 13 0.6 24 0.8 36 11 4.3 0.4
Within SMSA 41,659 155 20 135 19 18 0.9 32 11 4.7 13 59 0.6
Large SMSA ... 15,495 18.2 2.7 15.6 19 23 1.0 38 13 55 15 6.8 0.7
Core counties oo 9,708 229 33 19.6 21 30 1.2 4.6 15 6.8 1.9 8.8 11
Fringe counties T 5,788 0.3 i35 87 18 12 0.8 2.7 0.8 34 0.7 36 0.1
Medium SMSA e — 17,786 144 17 127 2.0 15 0.8 28 1.0 42 13 5.6 0.6
Other SMSA 8,379 129 1.6 11.3 18 13 0.7 2.7 0.9 40 1.2 50 04

See footnote at end of table.
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Table 116. Active non-Federal physicians (M.D.) per 10,000 population, according to specialty, geographic region, and location: United States, 1973—Continued
(Data are based on reporting by physicians)

Specialty of physicians in patient care

Obstetrics
Resident All Physi- Pediatrics anc{
popU- active cians gynecology
Geographic region lation non- || Mot oq | ALl Gen- | Inter- Based | Gen-
and location in Federal|| 83880 | spe. || eral nal | Based|Based | Based | ~ - eral | Al | o
thou- | physi-[| NP2 | cial- || prac- | medi- | on | on on | female | sur- | other
sands | cians Efr'; ties || tice cine gesz F?tpu- LGSI:( popu- | &er
en ation en :
popu- | 0-14 popu- lat_lon
: : 15-44
lation | years | lation years
South—Continued Active non-Federal physicians per 10,000 population
Outside SMSA 24,508 6.5 04 6.0 2.6 05 0.3 1.0 0.3 17 0.7 1.6 0.0
Adjacent to SMSA ... 12,251 59 04 55 25 04 03 0.9 03 15 06 14 0.0
Urbanized 3,617 8.0 05 15 23 0.7 05 18 0.6 29 0.8 26 00
Less urbanized ... 7,116 53 0.3 5.0 2.7 0.3 0.2 0.7 0.2 11 0.6 1.0 0.0
Thinly populated ... - 1,518 33 0.2 31 24 0.1 0.0 0.1 0.0 01 0.3 0.2 -
Not adjacent to SMSA . 12,257 71 05 6.6 26 0.6 03 11 0.; :133 (l)g %g 8%
Urbanized 3,859 10.8 1.0 9.7 21 1.1 0.6 22 0. . . . .
Less urbanized ... ... 6,310 6.0 03 57 29 0.4 0.2 0.8 0.3 14 0.7 12 0.0
Thinly populated ... 2,087 36 0.2 34 2.4 0.2 0.0 0.2 0.1 03 0.3 04 00
West 36,344 16.7 20 14.7 29 19 0.8 31 09 42 12 64 05
Within SMSA 29,083 18.7 23 16.4 29 22 09 36 i; gg %2 g‘i gg
Large SMSA 19,322 206 2.7 18.0 3.0 25 1.1 41 . . . . .
Core counties . 16,314 221 29 19.2 31 2.7 1.1 43 1.2 55 15 8.6 0.9
Fringe counties ... - 3,008 129 14 115 23 16 09 31 0.7 33 09 5.2 0.0
Medium SMSA 7,230 15.6 1.8 139 26 16 0.8 2.7 0.9 42 1.2 6.1 0.6
Other SMSA 2,532 125 1.0 116 2.7 1.2 0.6 2.1 0.8 35 1.0 53 -
Outside SMSA 7,261 8.7 0.6 8.0 32 0.7 0.3 12 04 19 08 26 0.0
Adjacent to SMSA 2,989 8.7 0.7 8.0 31 0.7 03 1.2 04 21 08 26 0.0
Urbanized 1,933 9.6 08 8.8 28 0.9 0.4 15 0.6 26 0.9 32 0.0
Less urbanized _ .. 895 7.2 0.5 6.7 35 0.5 0.1 0.5 0.2 12 0.7 16 -
Thinly populated - 162 56 0.4 5.2 41 0.1 - - - - 0.3 0.7
Not adjacent to SMSA ... 4,272 8.7 0.6 8.1 33 0.7 0.3 1.2 04 18 09 26 -
Urbanized 1,762 10.7 06 10.1 29 1.0 0.5 18 0.6 28 1.1 4.0 -
Less urbanized ... . __ 1,950 7.8 0.6 7.3 36 0.5 0.2 0.8 0.2 12 08 18 -
Thinly populated .. .. 560 5.1 0.4 46 34 0.3 0.1 03 0.0 0.2 0.2 0.6 -

VIncludes 24,748 physicians in other professional activities and 13,744 physicians not classified.

NOTE: Excludes Alaska.

SOURCE: Calculated from: Roback, G.: Distribution of Physicians in the U.S,, 1973. Copyrighted 1975. By permission of the American Medical Association.



I1¢

Table 117. Active non-Federal office-based physicians {M.D.) per 10,000 population, according to specialty, geographic region, and location: United States, 1973
(Data are based on reporting by physicians)

Specialty
- Obstetrics and
Resident Pediatrics gynecology
Geographic region and location population in All General Internal General
thousands | specialties|| practice | medicine | Based on | Based on | Based on B?:;glgn surgery | All other
resident | population| resident population
population| 0-14 years | population 15-44 years
Active non-Federal office-based physicians per 10,000 population

United States ... 209,517 9.4 22 1.2 0.5 20 0.7 3.2 09 39
Within SMSA 152,875 106 2.1 14 0.6 24 0.8 38 1.0 4,7
Large SMSA 86,248 115 2.1 1.7 0.7 27 09 41 10 51
Core counties oo, 59,799 12.7 23 19 0.7 29 10 45 1.1 5.8
Fringe counties . 26,449 8.7 1.8 12 0.7 24 0.7 32 0.7 36
Medium SMSA 48,389 95 20 1.2 0.6 2.1 0.7 34 09 4.1
Other SMSA 18,238 9.4 19 1.1 05 2.0 0.7 33 09 42
Outside SMSA ... 56,642 6.1 2.7 0.5 0.3 1.0 0.3 17 0.7 1.6
Adjacent to SMSA o 29,380 59 26 05 03 1.0 03 1.7 0.7 15
Urbanized . 13,306 14 24 0.8 0.4 16 0.6 2.6 08 25
Less urbanized . 13,696 5.0 29 0.3 01 0.5 0.2 1.0 0.6 09
Thinly populated ... . ___ 2,378 3.2 26 0.1 0.0 0.1 0.0 0.1 03 0.2
Not adjacent to SMSA .. 27,262 6.4 2.7 06 03 1.0 03 1.6 0.7 18
Urbanijzed 8,669 88 2.2 1.0 05 19 0.6 28 10 35
Less urbanized oo 14,088 5.8 31 04 0.2 0.7 0.2 1.2 0.7 1.2
Thinly populated .o 4,505 35 26 0.2 0.0 0.2 0.1 03 0.3 0.3
Northeast 49,545 10.7 21 16 07 2.7 0.8 39 1.0 4.5
Within SMSA 42,622 11.2 2.1 17 0.7 28 0.9 4.1 10 48
Large SMSA 27,544 121 21 19 0.8 3.2 09 43 1.0 54
Core counties ..o 17,716 12,6 21 20 0.7 3.1 1.0 44 11 5.7
Fringe counties . 9,829 11.2 21 1.7 09 33 09 4.1 09 4.7
Medium SMSA 13,236 9.6 2.1 14 0.6 23 0.8 36 1.0 39
Other SMSA 1,842 9.6 19 1.3 0.6 2.1 0.7 34 11 40
Outside SMSA 6,923 76 24 0.8 0.4 15 05 2.4 09 2.6
Adjacent to SMSA e 5,085 74 24 0.8 0.4 15 05 2.5 0.9 24
Urbanized 3,870 76 2.3 0.8 04 1.7 0.6 28 09 2.5
Less urbanized oo 1,130 69 25 0.8 0.2 0.9 03 1.7 09 21
Thinly populated __. . 86 55 39 0.2 0.1 0.5 - - 0.5 0.8
Not adjacent to SMSA ..o 1,838 8.3 2.4 1.0 0.4 15 0.5 2.3 1.0 29
Urbanized 840 9.7 21 1.2 0.5 1.7 0.6 238 12 42
Less urbanized oo 856 7.1 2.7 08 0.3 1.2 0.3 17 0.9 20
Thinly populated ... —_— 142 75 2.7 11 06 21 0.5 25 11 15
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Table 117. Active non-Federal office-based physicians (M.D.) per 10,000 population, according to specialty, geographic region, and location:

United States, 1973—Continued
(Data are based on reporting by physicians)

Specialty
S Obstetrics and
Resident Pediatrics gynecology
Geographic region and location population in All General Internal General
thousands |specialties || practice | medicine | Based on | Based on | Based on B?;:&g” surgery | All other
resident |population| resident population
population| 0-14 years | population 15-44 years
Active non-Federal office-based physicians per 10,000 population

North Central . 57,461 8.2 22 1.0 04 15 0.6 27 038 3.2
Within SMSA 39,511 9.3 2.0 1.2 0.5 1.8 0.7 3.2 0.9 4.0
Large SMSA 23,887 94 19 1.3 06 2.0 0.8 3.5 0.9 4.0
Core counties oo 16,062 10.9 20 16 0.6 2.4 0.9 4.0 1.0 47
Fringe counties ... . 7,825 6.5 1.6 0.8 0.4 14 0.5 25 06 25
Medium SMSA 10,138 8.5 2.1 10 04 14 0.6 28 0.8 3.6
Other SMSA 5,485 9.8 20 1.2 0.5 19 07 29 09 45
Outside SMSA ___ 17,950 59 2.8 0.5 0.2 0.7 0.3 1.3 0.7 14
Adjacent to SMSA 9,054 57 2.8 04 02 0.8 03 1.4 0.7 1.3
Urbanized ... 3,886 73 25 0.7 0.4 14 0.5 23 0.8 24
Less urbanized ... 4,556 4.7 31 0.3 0.1 03 0.1 0.7 0.5 06
Thinly populated ... 612 33 26 0.1 0.0 0.1 - - 0.3 0.2
Not adjacent to SMSA .. 8,896 6.0 28 0.5 0.2 0.7 0.2 1.3 0.7 15
Urbanized 2,208 89 21 1.0 0.5 18 05 25 10 38
Less urbanized ... 4,972 5.7 3.3 04 0.1 0.5 0.2 1.0 0.7 1.0
Thinly populated .. 1,716 32 26 0.1 0.0 0.0 00 0.1 0.2 0.2
South 66,167 8.2 2.0 09 0.5 18 0.7 3.0 0.8 33
Within SMSA 41,659 9.8 1.7 1.2 0.6 2.3 0.8 3.8 0.9 44
Large SMSA 15,495 10.8 1.8 15 0.7 2.6 1.0 43 1.0 49
Core counties . 9,708 13.0 19 1.8 0.8 29 1.2 5.1 1.2 6.2
Fringe counties .. 5,788 7.0 15 0.9 0.6 2.2 0.7 2.9 0.6 2.7
Medium SMSA 17,786 95 1.8 11 0.6 2.2 0.8 34 0.9 43
Other SMSA 8,379 8.9 1.7 1.0 0.6 2.1 0.8 35 09 39
Outside SMSA ... 24,508 55 25 0.5 0.3 1.0 0.3 1.6 0.6 13
Adjacent to SMSA . - 12,251 51 25 0.4 0.2 09 0.3 15 0.6 11
Urbanized 3,617 7.0 22 0.7 05 1.7 0.6 28 0.8 23
Less urbanized oo 7,116 46 27 0.3 0.2 0.6 0.2 1.0 0.5 0.8
Thinly populated ... 1,518 29 2.3 0.1 0.0 0.1 0.0 0.1 0.2 0.2
Not adjacent to SMSA _ 12,257 59 25 0.5 0.3 1.0 0.4 1.8 0.7 15
Urbanized 3,859 8.1 20 0.9 05 20 0.7 31 1.0 31
Less urbanized _.._ 6,310 5.3 28 0.4 0.2 0.8 03 1.4 0.7 1.0
Thinly populated . 2,087 33 24 0.2 0.0 0.1 0.1 0.3 0.3 03
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Table 117. Active non-Federal office-based physicians (M.D.) per 10,000 population, according to specialty, geographic region, and location:
United States, 1973—Continued

(Data are based on reporting by physicians)

Specialty

Pediatrics Obstetrics and
Resident gynecology

Geographic region and location population in Al General | Internal General
Based o ra

thousands | gpecialties || practice | medicine | Based on | Based on | Based on fa:;alen surgery | Allother

resident |population| resident population

population | 0-14 years |population 15-44 years

Active non-Federal office-based physicians per 10,000 population

West 36,344 118 2.8 14 0.6 24 08 37 1.0 5.2

Within SMSA 29,083 12.8 27 1.6 0.7 2.7 0.9 4.1 11 58
Large SMSA 19,322 13.9 28 1.8 0.8 31 1.0 44 11 6.3
Core counties 16,314 145 29 19 08 31 10 4.7 12 6.7

Fringe counties .o 3,008 10.2 2.2 13 038 2.8 0.7 3.0 0.7 45
Medium SMSA 7,230 109 23 1.2 0.6 22 0.8 3.6 09 50
Other SMSA 2,532 10.5 25 11 0.5 2.0 0.7 34 1.0 46
Outside SMSA 7,261 7.6 31 0.6 0.3 11 04 1.9 0.8 24
Adjacentto SMSA __ .. .. . 2,989 75 3.0 0.7 03 11 0.4 21 0.7 23
Urbanized 1,933 83 27 08 04 14 0.6 26 0.8 29

Less urbanized ... 895 6.3 35 0.4 0.1 0.5 0.2 1.2 0.7 14

Thinly populated ... 162 45 38 0.1 - - - - 0.2 04

Not adjacent to SMSA ... 4,272 7.7 32 | ( 06 03 11 0.4 17 08 24
Urbanized - 1,762 9.7 29 09 0.5 1.8 0.6 2.7 10 38

Less urbanized ... 1,950 6.9 35 0.5 0.2 0.8 0.2 12 08 16

Thinly populated .o 560 44 33 0.2 0.1 0.2 0.0 0.2 0.2 0.5

NOTE: Excludes Alaska. Excludes 24,748 physicians in other professional activities, 13,744 not classified, and 73,716 in hospital-based pracftice.
SOURCE: Calculated from: Roback, G.: Distribution of Physicians in the U.S. 1973. Copyrighted 1975. By permission of the American Medical Association.



Table 118. Active non-Federal physicians (M.D.), number per 10,000 population, and percent increase in number, according
to geographic division and State: United States, 1968 and 1974

(Data are based on reporting by physicians)

Percent
Year Year increase in
Geographic division and State number of
physicians,
1968 1974 1968 1974 1968.74
Number of active Rate per 10,000
non-Federal physicians resident population
United States _. . 264,287 321,089 13.2 15.2 226
New England:
Maine 932 1,201 95 115 289
New Hampshire 846 1,135 121 14.0 34.2
Vermont 700 839 16.5 17.9 19.9
Massachusetts 10,536 12,546 193 216 19.1
Rhode Island 1,277 1,610 14.0 17.2 26.1
Connecticut 5117 6,230 173 20.2 218
Middle Atiantic:
New York 38,902 42,830 215 236 10.1
New Jersey 9,015 11,448 12.7 156 270
Pennsylvania 16,356 18,347 139 155 12.2
East North Central:
L0 1 1o Z 13,003 14,633 12.3 13.6 125
Indiana 4,753 5,586 9.4 10.5 17.5
Hlinois 13,954 16,835 12.7 15.1 20.6
Michigan 10,049 11,987 115 13.2 19.3
Wisconsin 4,702 5713 11.1 125 215
West North Central:
Minnesota 5174 6,166 142 15.7 19.2
loWa e e 2,696 2,942 9.7 10.3 9.1
Missouri ; 5,495 6,408 11.9 134 166
North Dakota oot e 542 600 8.6 9.4 10.7
South Dakota 501 529 76 7.8 56
Nebraska 1,503 1,840 10.4 119 24
Kansas 2,324 2,798 10.1 123 204
South Atlantic:
Delaware 652 794 122 13.9 218
Maryland 6,170 8,130 16.4 19.9 318
District of Columbia 2,773 3,103 343 429 11.9
Virginia e e 4,853 6,426 10.6 131 324
West Virginia e e 1,655 1,991 9.2 11.1 20.3
North Carolina 4,947 6,240 9.7 116 26.1
South Carolina 2,004 2,803 75 10.1 399
Georgia _ 4,361 5,652 9.5 116 296
Fiorida 7,558 11,789 12.3 146 56.0
East South Central:
Kentucky . 3,033 3,698 9.4 11.0 219
Tennessee 4,231 5,244 10.6 12.7 239
Alabama 2,754 3,333 7.7 9.3 21.0
Mississippi 1,653 2,007 7.1 8.6 214
West South Central:
Arkansas 1,560 1,892 79 9.2 213
Louisiana 4,015 4,596 10.8 12.2 14.5
Oklahoma 2,361 2,728 94 10.1 155
Texas 11,463 14,616 10.4 12.1 275
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Table 118. Active non-Federal physicians (M.D.), number per 10,000 population, and percent increase in number, according
to geographic division and State: United States, 1968 and 1974—Continued

{Data are based on reporting by physicians)

. Percent
Year Year increase in
Geographic division and State number of
physicians,
1968 1974 1968 1974 196874
Number of active Rate per 10,000
non-Federal physicians resident population .
Mountain:
Montana 641 767 9.2 104 19.7
Idaho 5% 738 8.5 9.2 238
Wyoming 286 347 9.1 9.7 21.3
Colorado 3,340 4,215 16.3 169 26.2
New Mexico 918 1,280 9.1 114 394
Arizona 1,902 3,260 114 15.1 714
Utah 1,298 1,697 126 145 30.7
Nevada 446 643 9.9 11.2 44.2
Pacific: '
Washington 4,318 5,295 13.2 15.2 226
Oregon 2,643 3,458 13.2 153 30.8
California 32,334 40,526 16.8 194 25.3
Alaska 180 288 6.6 8.5 60.0
Hawaii 965 1,310 124 155 358

SOURCE: National Center for Health Statistics: Health Resources Statistics: Health Manpower and Health Facilities,
1975. DHEW Pub. No. (HRA) 76-1509. Health Resources Administration. Washington. U.S. Government Printing Office, 1976.

Table 119. Licensed dentists per 10,000 population, according to geographic region and location: United States, 1974
(Data are based on reporting by State licensing boards)

Geographic region
Location ] North

All regions || Northeast Central South West
Number of licensed dentists per 10,000 resident population
United States 5.4 69 5.2 41 6.5
Within SMSA 6.0 72 5.6 48 69°
Large SMSA 6.7 79 6.1 5.4 73
Core counties 6.7 78 55 59 74
Fringe counties 6.8 83 7.3 45 6.7
Medium SMSA 5.2 59 4.8 438 6.0
Other SMSA 48 56 52 40 6.6
Outside SMSA e 37 438 42 238 48
Adjacent to SMSA 36 5.0 40 27 48
Urbanized 4.4 5.2 46 34 43
Less urbanized 32 41 3.7 25 50
Thinly populated 2.2 51 31 17 35
Not adjacent to SMSA 37 4.6 43 28 49
Urbanized 44 44 48 37 5.4
Less urbanized 3.6 45 44 26 4.8
Thinly populated 28 5.7 32 19 38

NOTE: Excludes Pennsylvania and Alaska. Dentist register data for Pennsylvania are not available for 1974.
SOURCE: Health Resources Administration: Data from the Bureau of Health Manpower, Division of Dentistry.
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Table 120. Civilian dentists active in patient care, rate per 10,000 population, and percent increase in number, according
to geographic division and State: United States, 1971, 1974, and 1975

(Data are based on reporting by dentists and dental schools)

Year Year Period
Geographic division and State
wn | 9m 1975 w1 | 1974 | 1975 | 10m7a [ omas
Number of civilian dentists Rate per 10,000 Pﬁ:c:l?r;ggfr;%e
active in patient care resident population dentists

United States ... 97,210 103,030 106,740 46 49 50 6.0 9.8

New England o 6,215 6,899 7,147 5.1 57 5.9 110 15.0

Maine 356 373 386 35 3.6 36 48 8.4
New Hampshire - 316 366 379 42 45 46 15.8 19.9
Vermont 175 189 196 39 4.0 42 8.0 120
Massachusetts 3,072 3,555 3,683 53 6.1 6.3 15.7 19.9
Rhode Island 432 427 442 45 46 438 —1.2 23
Connecticut 1,864 1,989 2,061 6.1 6.4 6.7 6.7 10.6
Middle Atlantic ... ... 22,843 23972 24,836 6.1 6.4 6.7 49 8.7

New York . 12,595 13,313 13,793 6.9 74 16 5.7 9.5
New Jersey 4121 4,158 4,308 5.6 5.7 5.9 09 45
Pennsylvania 6,127 6,501 6,735 5.2 55 5.7 6.1 99
East North Central ... 18,718 19,218 19,910 4.6 4.7 49 27 6.4

Ohio 4,475 4,758 4,929 42 4.4 46 63 10.1
Indiana 2,078 2,104 2,180 40 39 41 13 49
[ltinois 5,591 5,666 5,870 5.0 5.1 53 13 5.0
Michigan 4,354 4,363 4,520 49 48 49 0.2 38
Wisconsin _.. 2,220 2,327 2,411 5.0 5.1 5.2 43 86
West North Central ... 7,831 7,950 8,236 47 48 49 15 5.2
Minnesota 2,258 2,296 2,379 59 5.9 6.1 17 5.4
lowa 1,327 1,317 1,364 46 46 48 —038 28
Missouri .. 2,015 2,007 2,079 43 42 4.4 —0.4 32
North Dakota 236 240 249 38 38 39 17 55
South Dakota 234 242 251 35 35 3.7 34 73
Nebraska 822 846 876 55 55 5.7 29 6.6
Kansas 939 1,002 1,038 42 44 46 6.7 105
South Atlantic ... ... 11,038 12,395 12,840 34 3.7 38 12.3 163
Delaware ..o o e e e e 216 231 239 39 40 41 69 10.6
Maryland 1,611 1,884 1,952 40 46 48 16.9 212
District of Columbia ... e 665 590 611 8.8 8.2 85 —11.3 —8.1
Virginia 1,798 1,957 2,027 38 4.0 41 8.8 12.7
West Virginia 604 608 630 34 3.4 35 0.7 43
North Carolina .. . . ... 1,508 1,617 1,675 29 30 31 7.2 111
South Carolina 658 778 806 25 28 29 18.2 225
Georgia 1,373 1,612 1670 29 33 3.4 17.4 216
Florida 2,605 3,118 3,230 37 39 39 19.7 240
East South Central ... 4242 4,493 4,654 32 3.4 34 59 9.7
Kentucky 1,147 1,219 1,263 35 36 3.7 6.3 10.1
Tennessee 1,452 1624 1,682 3.6 39 40 11.8 15.8
Alabama . 1,025 1,058 1,096 29 3.0 30 32 6.9
Mississippi 618 592 613 28 25 26 —4.2 —0.8
West South Central ... . 7,097 7,491 7,761 35 36 37 56 9.4
Arkansas 607 633 656 31 31 31 43 81
Louisiana . 1,276 1,419 1,470 35 38 39 11.2 15.2
Oklahoma 947 995 1,031 36 37 338 51 8.9
Texas 4,267 4,444 4,604 3.7 3.7 38 41 79
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Table 120. Civilian dentists active in patient care, rate per 10,000 population, and percent increase in number, according
to geographic division and State: United States, 1971, 1974, and 1975—Continued

(Data are based on reporting by dentists and dental schools)

Geographic division and State

Year

Year

Period

1971 | 1974 ] 1975

1971 1974 1975

1971-74 | 1971-75

Mountain .

Montana
ldaho
Wyoming -
Colorado
New Mexico
Arizona
Utah
Nevada

Pacific

Washington
Oregon
California
Alaska
Hawaii

Number of civilian dentists

Rate per 10,000

Percent change

active in patient care resident population mn SE,EF;[; of

3,839 4,124 4,273 42 44 44 14 113
316 337 349 45 4.6 47 6.6 104
330 340 352 45 43 43 3.0 6.7
156 167 173 46 47 46 7.1 109
1,154 1,226 1,270 51 49 5.0 6.2 10.1
370 351 364 35 3.1 32 —5.1 —1.6
710 797 826 38 3.7 37 123 163
591 659 683 5.4 5.6 5.7 115 15.6
212 247 256 41 43 43 165 20.8
15,387 16,488 17,083 5.6 59 6.1 7.2 11.0
1,945 2,150 2,227 5.7 6.2 6.3 105 145
1,398 1,412 1,463 6.5 6.2 6.4 1.0 46
11,491 12,337 12,783 57 59 6.0 74 112
88 121 125 2.8 36 36 375 42.0
465 468 485 58 55 56 0.6 43

NOTE: Active in patient care = providing patient care as the primary professional activity.

SOURCES: National Center for Health Statistics: Health Resources Statistics: Health Manpower and Health Facilities,
1972-73, DHEW Pub. No. (HSM) 73-1509, Health Services and Mental Health Administration, Washington, U.S. (Government
Printing Office, 1973; Health Resources Administration: Unpublished data from the Bureau of Health Manpower, Division

of Dentistry.
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Table 121. Selected practitioners per 10,000 population, according to geographic division and State:
(Data are based on reporting by practitioners or on registers)

United States, selected years

Type of practitioner

Registered Acti Acti Acti Registered
Geographic division and State nurses Optome- Ao Eiro Dental Cdin Veteri- radiologic
employed trists pharma- chiro- hygienists podia- narians technalo-
in nursing cists practors trists gists
(1972) (1973) (1973) (1974) (1974) (1974) (1974) (1976)
Number per 10,000 resident population
United States .o 374 1.0 6.3 0.8 26 03 14 4.6
New England:
Maine 457 13 5.1 0.3 35 0.2 1.2 70
New Hampshire . 56.9 1.0 45 2.2 45 0.3 15 6.5
Vermont 612 1.0 48 0.9 79 0.2 25 7.1
Massachusetts 61.8 15 8.6 0.4 46 06 0.8 5.7
Rhode Island 478 14 5.6 0.4 33 0.6 0.6 5.9
Connecticut 57.0 1.0 6.8 0.4 6.8 0.6 1.0 6.9
Middle Atlantic:
New York 48.5 1.0 77 08 41 0.7 0.9 33
New Jersey . . 420 1.0 55 0.8 25 05 0.9 42
Pennsylvania .. 49.4 1.1 8.9 08 - 0.6 1.0 5.1
East North Central:
Ohio 374 1.0 6.8 05 21 05 13 53
Indiana e 294 11 6.2 0.6 18 0.2 1.7 4.7
Illinois 393 16 55 0.6 19 05 13 48
Michigan _ .. 329 09 6.2 09 31 03 13 45
Wisconsin 41.7 1.0 5.2 11 36 03 17 6.4
West North Central:
Minnesota 46.8 1.0 6.1 12 35 0.2 23 6.6
fowa . 414 1.2 5.6 2.1 20 0.3 44 50
Missouri 31.0 1.0 5.6 2.1 18 0.2 1.9 45
North Dakota 45.1 13 7.0 11 24 0.1 19 5.0
South Dakota ... 44.6 14 6.8 16 2.2 0.2 35 49
Nebraska 436 11 6.6 0.5 15 0.2 32 49
Kansas . 39.7 11 6.5 25 2.7 0.2 31 53
South Atlantic:
Delaware 51.1 0.8 45 03 40 0.3 14 5.0
Maryland 36.0 0.6 58 0.4 24 0.3 19 5.0
District of Columbia .. 66.4 10 76 0.1 19 0.7 1.0 2.2
VIrginia oo — 350 0.7 43 0.2 15 0.1 13 42
West Virginia 336 0.8 41 0.2 2.4 0.2 0.6 43
North Carolina 318 0.7 42 05 24 0.1 0.9 38
South Carolina 29.2 0.7 55 0.7 15 0.1 0.8 3.9
Georgia ... 26.2 0.6 6.9 05 37 0.1 15 3.8
Florida 35.1 1.0 5.7 1.0 34 03 14 4.7




Table 121. Selected practitioners per 10,000 population, according to geographic division and State: United States, selected years —Continued

(Data are based on reporting by practitioners or on registers)

61¢

Type of practitioner
Registered \ . . Registered
Geographic division and State nurses Optome- ﬁ"‘t"’e Aﬁf"’e Dental Acg_ve Veteri- radiologic
employed trists pharma- chiro- hygienists poaia- narians technolo-
in nursing cists practors trists gists
(1972) (1973) (1973) (1974) (1974) (1974) (1974) (1976)
Number per 10,000 resident population
East South Central: I
Kentucky - 256 0.7 54 1.2 15 0.2 12 35
Tennessee 232 1.0 6.0 03 24 0.1 10 38
Alabama 22.1 0.5 6.5 0.7 3.6 0.1 15 3.5
Mississippi 22.5 0.6 5.2 0.9 0.5 0.0 11 2.6
West South Central:
Arkansas 19.0 11 5.4 0.6 1.3 01 13 37
Louisiana - 244 0.6 6.4 04 13 0.1 1.0 38
Oklahoma 25.0 11 8.2 1.2 15 0.2 20 40
Texas 240 0.8 54 0.9 15 0.2 17 3.8
Mountain:
Montana 451 15 6.2 13 2.0 0.2 3.0 49
Idaho 331 12 6.6 0.7 23 0.2 2.7 43
Wyoming 426 11 58 12 3.0 0.2 30 48
Colorado 49.4 09 6.7 0.9 4.4 0.3 28 73
New Mexico 259 0.8 55 10 2.3 0.2 16 3.6
Arizona 38.1 0.9 5.7 11 2.7 0.3 15 4.7
Utah 28.5 0.8 6.6 0.6 11 0.3 13 4.1
Nevada 326 10 6.0 08 29 0.3 18 54
Pacific: .
Washington 414 13 7.3 11 34 0.2 20 43
Oregon 40.1 15 6.1 0.8 39 0.2 18 49
California - 333 14 6.1 10 28 0.4 14 46
A|55k§ 422 05 29 0.5 1.7 0.1 1.2 36
Hawaii 3 380 11 3.2 0.3 33 0.1 0.9 32

SOURCE§: Data for chiropractors, optometrists, pharmacists, podiatrists, registered nurses, veterinarians—National Center for Health Statistics: Health
Rqsogrces Qtatlstlcs: Health Manpower and Health Facilities, 1975, DHEW Pub. No. (HRA) 76-1509, Health Resources Administration, Washington, U.S. Government
frln'_tlmgm(])fgtcet,_ lt?76. Data for dental hygienists and registered radiclogic technologists—Division of Health Manpower and Facilities Statistics, National Center
or Hea atistics.



Tabie 122. Percent of active non-Federal office-based physicians (M.D.) 65 years of age and over, according to geographic
region and location: United States, 1973

(Data are based on reporting by physicians)

Geographic region
Location
All North
regions Northeast Central South West
Percent of physicians 65 years of age and over
United States ... . e e 17.0 23.2 174 139 127
Within SMSA 16.8 23.2 17.0 13.1 126
Large SMSA e . 178 24.1 18.0 128 128
Core counties . e e 191 27.7 19.2 139 136
Fringe counties . o 13.5 16.9 13.7 9.2 71
Medium SMSA ... 15.9 212 15.8 136 123
Other SMSA . .. S 139 19.9 14.7 127 11.8
Outside SMSA 17.6 234 19.0 163 128
Adjacent to SMSA e et e e e 18.7 237 19.8 16.6 134
Urbanized . 17.9 244 17.7 14.3 123
Less urbanized 19.1 20.2 22.1 176 157
Thinly populated . 24.5 42.6 25.9 22.7 20.5
Not adjacent to SMSA e 16.6 22.7 18.2 16.0 123
Urbanized oo e e 14.2 17.9 16.2 13.7 110
Less urbanized ... . 18.0 27.8 19.1 17.3 133
Thinly populated 20.6 311 212 20.3 155

NOTE: Excludes Alaska.

SOURCE: Calculated from: Roback, G.: Distribution of Physicians in the U.S., 1973. Copyrighted 1975. By permission
of the American Medical Association.
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B. Health Facilities

Efforts to influence the number and distribu-
tion of health care facilities have been a major
thrust of numerous legislative acts and health
programs over the past three decades, beginning
with the Hill-Burton Program in 1947. These
activities have been integrated under the Na-
tional Health Planning and Resources Devel-
opment Act of 1974, which requires that local
health planning agencies indicate local needs
and priorities, and the types of services and fa-
cilities to be created, expanded, or phased out.

Inpatient health care facilities comprise both
short- and long-stay hospitals as well as nursing
and personal care homes. The number of hospi-
tals and the number of hospital beds decreased
in recent years. This decline in hospital beds
has been entirely within the specialty hospitals,
with an actual increase occurring in the number
of general medical and surgical hospital beds.
Between 1969 and 1973 the total number of hos-
pital beds decreased by 7.5 percent, but the
number of general medical and surgical hospi-
tal beds increased by 4.1 percent. The number
of nursing and personal care homes, on the other
hand, increased by 15.5 percent between 1969
and 1978, along with an increase of 40.7 per-
cent in the number of beds and comparable
increase in the number of employees in these
homes. Although the number of psychiatric hos-
pital employees in these hospitals did not drop
in recent years, the number of beds and of pa-
tients each declined by about 30 percent.

Hospitals can be classified in a number of
ways; therefore, the specific classification scheme
should be considered when comparing statistics
on hospitals. In most of the tables in this discus-
sion, hospitals are classified by length of stay
(i.e., short-stay hospitals or long-stay hospitals)
and by type of ownership (i.e., Federal or non-
Federal) . Since this distinction was not made in
many of the tables in Health United States, 1975,
the reader should use caution when comparing
data from the two reports.

In 1974 the 6,693 short-stay hospitals in the
country provided a total of just over 1 million
beds. One-third of these hospitals were govern-
ment owned, primarily by State and local gov-
ernments, while over half were nonprofit hos-
pitals. The nonprofit hospitals contained 63.3
percent of all short-stay hospital beds. Only

about 1 percent of all short-stay hospital beds
were in short-stay psychiatric hospitals. The 677
long-stay hospitals in 1974 contained about
370,000 beds. Two-thirds of these hospitals and
over 90 percent of the long-stay hospital beds
were government owned, again primarily by
State and local governments. Over half of the
long-stay hospitals were psychiatric hospitals,
which contained over three-quarters of all long-
stay beds.

During the past 30 years over $50 billion was
spent on health facilities construction and mod-
ernization. While only between $3 and $4 bil-
lion of this total were derived directly from the
Hill-Burton Program, those funds appear -to
have been a factor in achieving a more equitable
distribution of the short-stay hospital bed supply
across the country. A number of States that had
very low bed-population ratios in 1948, such as
Mississippi, Alabama, Arkansas, and Tennessee,
now have near or above the national average of
4.54 shortstay (excluding psychiatric) non-Fed-
eral beds per 1,000 population. However, in
1974 considerable differences still existed in the
bed-population ratios, ranging from a low of 2.2
in Alaska and 3.2 for Utah, Hawaii, and Mary-
land to 6.9 in North Dakota and 7.0 in the Dis-
trict of Columbia. This extremely high rate in
the District of Columbia compensated for the
very low rate in Maryland, since much of sub-
urban Washington receives its hospital care in
the District of Columbia. The highest ratios of
short-stay hospital beds to population were gen-
erally found in the West North Central States.
These States are characterized by relatively low
physician-population ratios. This indicated dif-
ferent patterns of health care with greater reli-
ance on inpatient care relative to ambulatory
care in the West North Central States than in
other sections of the country.

The distribution of psychiatric beds, both
short- and long-stay, also varied considerably by
State, with California reporting 0.65 beds per
1,000 population (although this was not the
lowest State ratio), while New York had 2.66
psychiatric beds per 1,000 population.

Not only did the distribution of non-Federal
short-stay hospital beds between the States be-
come more equitable, but the distribution of
these beds by degree of urbanization also im-
proved. When hospital beds are classified by
the type of county in which they are located,
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counties that are not adjacent to standard metro-
politan statistical areas (SMSA’s) have slightly
more non-Federal short-stay beds per 1,000 pop-
ulation than did the nonadjacent and metropoli-
tan counties (4.74 vs. 3.99 and 4.63). This
higher ratio of hospital beds in the less urban
areas is in contrast to the very low physician-
population ratios in these areas. Inpatient care
becomes an alternative form of medical care in
areas with a paucity of physicians, as illustrated
above with the data from the West North Cen-
tral States. The smallest metropolitan areas had
a higher ratio of beds to population than the
largest ones.

One of the many factors related to the spiral-
ing cost of hospital care is the increase in the
number of hospital employees per patient. In
1974 there were 336 full-time equivalent em-
ployees for every 100 patients in non-Federal
short-stay hospitals. This is about twice the num-
ber of employees per patient as 30 years ago.

More hospitals are offering a wider range of
medical services than in the past. Services such
as open-heart surgery, intensive cardiac care
units, radioisotopic facilities, radium therapy,
and renal dialysis have all contributed to the
increasing cost of hospital care. Long-stay and
short-stay hospitals offer quite a different mix of
services, with the long-stay hospitals more likely
to provide denta] care, occupational therapy,
podiatric care, psychiatric services, rehabilita-
tion, social work services, and volunteer services.

The growth of the nursing home and long-
term care sector was one of the major health
developments in the past decade. This growth
coincided with modifications in our health care
financing system. During the past decade, from
1963 to 1973, the total number of beds in nurs-
ing and personal care facilities more than dou-
bled. The greatest rate of increase was in the
area of nursing care homes, with 314 times as
many nursing care beds in 1973 as a decade
earlier.
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More than 85 percent of nursing home beds
were in facilities certified for Medicare and/or
Medicaid patients. Those not certified were gen-
erally smaller homes, which tend to have lower
ratios of nursing staff to beds than certified
homes. As with hospital beds, the distribution of
nursing home beds was uneven between States,
ranging from less than 30 beds per 1,000 persons
65 years of age and older in Florida and West
Virginia to over 100 beds in Wisconsin and Min-
nesota. The very low ratio of nursing home beds
in Florida, with its large elderly population,
may be accounted for by the availability of suit-
able alternative living arrangements. In general,
the Southeastern States had the lowest bed-popu-
lation ratios, while the West North Central,
New England, and Pacific States had the highest
Tatios.

More than 3,000 mental health facilities across
the country provide a wide variety of mental
health services, on both an inpatient and out-
patient basis. Half of all psychiatric hospitals
provide outpatient as well as inpatient care, and
many facilities provide emergency mental health
services. The marked increase in the use of out-
patient facilities over the past 20 years has been
accompanied by a decline in the number of
psychiatric beds and inpatients. This changing
pattern of care has been brought about in large
part by the increased use of drugs which permit
treatment on an outpatient basis, as well as by
a growing availability of mental health care in
the community. Emergency mental health care
1s offered by all classes of mental health facilities,
although most residential treatment centers for
children do not offer emergency services. Emer-
gency mental health services include walk-in
care, telephone consultations, suicide preven-
tion, and home visits. With the exception of
home care, most facilities that offer emergency
services provide them 24 hours a day, 7 days a
week.



Table 123. Inpatient health facilities, employees, beds, and patients, according to type of facility: United States, 1969,
1971, and 1973

(Data are based on reporting by facilities)

Type of facility 1969 1971 | 1973 1969 1971 1973
Number of facilities Number of employees!
All facilities 31,055 34,451 34,108 | 3,447,085 3,787,226 4,014,523
Hospitals 7,845 7,678 7438 | 2,779,269 | 2975009 | 3,136,742
General medical and surgical 6,715 6,607 6,458 | 2,365,032 | 2,563,499 | 2,737,944
Specialty hospitals 1,130 1,071 980 414,237 411,510 398,798
Psychiatric 506 533 508 281,289 291,284 279,313
Chronic 189 90 70 21,700 29,200 27,554
Tuberculosis 116 99 65 20,014 17,550 11,374
Other 2 319 349 337 91,234 73,476 80,557
Nursing and related homes . . 18,910 22,004 21,834 443,572 567,717 635,710
Nursing care 11,484 12,871 14,873 365,065 479,391 559,684
Personal care with nursing 3514 3,568 62,062 66,141
Personal care without nursing 3,792 5,369 6,961 16,119 21,690 76,026
Domiciliary 120 196 326 495
Other inpatient facilities3 . S 4,300 4,769 4,836 224,244 244 500 242071
Number of beds Number of patients 4
All facilities - | 3,194,213 3,177,665 | 2,557,331 | 2,678,819 | 2,658,373
Hospitals 1565908 | 1,507,988 | 1,449,062 | 1,273,217 | 1,187,506 | 1,120,159
General medical and surgical 989,733 | 1,004,799 | 1,030,432 777,268 767,014 775,359
Specialty hospitals 576,175 503,189 418,630 495,949 420,892 344,800
Psychiatric 477,309 418,487 338,574 414,155 355,633 282,634
Chronic 40,790 24,614 22,350 16,018 21,267 18,675
Tuberculosis 20,960 17,806 10,215 13,784 11,037 6,517
Other 2 37,116 42,282 47,491 51,992 32,955 36,974
Nursing and related homes __ - 943876 | 1,201,598 | 1,327,704 849,775 | 1075724 | 1,197,517
Nursing care 704,217 917,707 | 1,107,358 634.747 824,038 | 1,011,092
Personal care with nursing 174,847 192,347 158,327 171,799
Personal care without nursing 63,532 88,317 220,346 55,625 77,028 186,425
Domiciliary 1,253 3227 J 1,076 2859
Other inpatient facilitiess ____ 484,627 400,899 434,339 415,189 340,697

TIncludes full-time and part-time employees for hospitals. Includes only full-time employees for nursing and related

homes and other inpatient facilities.

2Includes eye, ear, nose, and throat hospitals; epilepsy hospitals; alcoholism hospitals; narcotic addiction hospitals;
maternity hospitals; orthopedic hospitals; physical rehabilitation hospitals; and other hospitals.
3 Includes facilities for the mentally retarded; orphanages; homes or schools for dependent children, emotionally
disturbed, unwed mothers, alcoholics and drug abusers, deaf and/or blind, and physically handicapped; and other health

facilities.

4Number of average daily patients indicated for hospitals and number of residents for nursing care and related

homes and other inpatient facilities.

SOURCE: National Center for Health Statistics: Health Resources Statistics, Health Manpower and Health Facilities,
1975, DHEW Pub. No. (HRA) 76-1509. Health Resources Administration. Washington. U.S. Government Printing Office, 1976.

231-501 O - 77 - 22
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Table 124. Short-stay and long-stay hospitals, according to specialty and ownership of hospital: United States, 1974

(Data are based on reporting by facilities)

Specialty of short-stay hospital

Specialty of long-stay hospital

Type of ownership Psychi . R .
. ychi- Psychi- | Chronic | Tuber- | Rehabili-
Total || General atric Other Total General atric disease | culosis tation Other
Number of hospitals

All ownerships 6,693 6,402 118 173 677 37 377 66 47 56 94
Government 2,245 2,195 26 24 450 31 278 44 a4 13 40
Federal oo 335 334 - 1 52 23 27 - - - 2
State-local 1,910 1,861 26 23 398 8 251 44 44 13 38
Proprietary 928 817 53 58 65 2 51 6 - 1 5
Nonprofit 3,520 3,390 39 91 162 4 48 16 3 42 49
Church 802 780 4 18 23 - 7 4 - 8 4
Other 2,718 2,610 35 73 139 4 41 12 3 34 45

SOURCE: Division of Health Manpower and Facilities Statistics, National Center for Health Statistics: Data from the Master Facility Inventory.



G6§

Table 125. Beds in short-stay and Iong;stay hospitals, according to specialty and ownership of hospital: United States, 1974

(Data are based on reporting by facilities)

Specialty of short-stay hospital

Specialty of long-stay hospital

Type of

ownership Psychi- Psychi- Chronic | Tuber- | Rehabili-

Total General atric Other Total || General atric disease | culosis tation Other
Number of beds
All ownerships ... 1,049,701 || —1,026,221.. 10,813 12,667 369,238] 20,140 289,325 20,310 8,019 7,105 | 24,339
Government 306,272 298,845 4,356 3,071 341,902} 19,405 278,998 17,105 7,821 3436 | 15137
Federal 87,306 86,795 - 511 46,011 16,501 28,381 - - - 1,129
State-local oo - 218,966 212,050 4,356 2,560 295,891 2,904 250,617 17,105 7,821 3,436 | 14,008
Proprietary 79,027 73,173 3,766 2,088 6,172 335 4,775 429 - 262 n
Nonprofit 664,402 654,203 2,691 7,508 21,164 400 5,552 2,776 198 3,407 8,831
Church 191,031 190,016 440 575 2,625 - 806 249 - 745 825
Other 473,371 464,187 2,251 6,933 18,539 400 4,746 2,527 198 2,662 8,006
Percent distribution of beds

All ownerships .. 100.0 100.0 100.0 100.0 100.0 100.0 100.0 1000 100.0 1000 100.0
Government 29.2 29.1 403 24.2 92.6 96.4 96.4 84.2 975 484 62.2
Federal 83 84 ~ 04 12,5 819 98 - - - 46
State-local oo - 209 20.7 403 20.2 80.1 144 86.6 84.2 975 48.4 57.6
Proprietary 15 7.1 348 16.5 17 17 17 2.1 - 37 15
Nonprofit 63.3 63.7 24.9 59.3 5.7 20 19 13.7 25 480 36.3
Church 18.2 18.5 41 45 0.7 - 03 1.2 - 105 34
Other - 45,1 45.2 208 54.7 50 20 1.6 124 25 375 329

SOURCE: Division of Health Manpower and Facilities Statistics, National Center for Health Statistics: Data from the Master Facility Inventory.
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Table 126. Beds in non-Federal short-stay and long-stay hospitals, according to specialty of hospital, geographic division, and State: United States, 1974
(Pata are based on reporting by facilities)

Specialty of non-Federal short-stay

Specialty of non-Federal long-stay hospital

Geographic Total hospital
division and State non-Federal Psychi- Psychi- | Chronic | Tubercu- | Rehabili-
Total General atric Other Total || General atric disease losis tation Other
Number of beds
United States _____ 1,285,622 962,395 939,426 10,813 12,156 323,227 3,639 260,944 20,310 8,019 7,105 23,210
New England . 82,090 52,492 50,949 539 1,004 29,598 1,550 18,680 6,666 124 670 1,908
Maine 6,226 4,785 4,785 - - 1,441 - 1,279 162 - - -
New Hampshire .. 4,893 3,361 3,324 - 37 1,532 - 1,481 - - - 51
Vermont 3,068 2,244 2,244 - - 824 - 824 - - - -
Massachusetts ... . 43,528 27,550 26,456 385 709 15,978 - 8,644 4,967 124 572 1,671
Rhode Island iy 7,085 3,592 3,326 84 182 3,493 1,150 1,846 497 - - -
Connecticut _ . 17,290 10,960 10,814 70 76 6,330 400 4,606 1,040 - 98 186
Middle Atlantic ... 273,619 172,552 || 167,478 1,077 3,997 | 101,067 78 83,023 6,320 565 2,228 8,853
New York 141,189 86,542 83,507 333 2,702 54,647 - 47,831 | 3,373 64 572 2,807
New Jersey . ~ 45,137 29,366 28,914 255 197 15,771 78 13,456 365 235 387 1,250
Pennsylvania ... . 87,293 56,644 55,057 489 1,098 30,649 - 21,736 2,582 266 1,269 4,796
East North Central ___ 241,424 192,964 189,065 2,787 1,112 48,460 945 38,835 3,256 79 892 3,736
Ohio 62,954 48,830 48,294 476 60 14,124 524 11,923 652 - 210 815
Indiana 30,601 23,542 23,239 125 178 7,059 - 6,032 176 - - 851
lllinois 67,159 55,299 53,876 971 452 11,860 - 8,356 1,800 607 316 781
Michigan 50,216 40,820 39,977 580 263 9,396 421 7,831 590 - 271 283
Wisconsin 30,494 24,473 23,679 635 159 6,021 - 4,693 38 189 95 1,006
West North Central . 114,175 97,093 95,808 771 514 17,082 14 14,608 - 549 179 1,732
Minnesota 27,890 23,424 23,314 - 110 4,466 14 3,597 - 50 - 805
lowa 18,540 17,001 16,961 - 40 1,539 - 1,474 - - 65 -
Missouri _ 32,129 26,377 25,298 737 342 5,752 - 4,448 - 459 40 805
North Dakota ... 5,154 4,285 4,285 - - 869 - 869 - - - -
South Dakota ... 4,862 3,791 3,791 - - 1,071 - 997 - - 74 -
Nebraska 10,507 9,413 9,401 - 12 1,094 - 1,094 - - - -
Kansas - 15,093 12,802 12,758 34 10 2,291 - 2,129 - 40 - 122
South Atlantic ... 198,474 141,104 || 137,120 2,052 1,932 57,370 457 48,347 2,380 3,261 1,539 1,386
Delaware 3,771 2,005 1,945 - 60 1,766 - 922 550 - - 294
Maryland 22,274 13,000 12,720 - 280 9,274 62 7,016 1,033 361 762 40
District of Columbia ______._ _ 5,977 5,011 4,857 - 154 966 - 188 - - - 778
Virginia 28,739 19,117 18,607 96 414 9,622 287 8,721 - 262 352 -
West Virginia ______ 14,961 10,391 10,297 52 42 4,570 - 3,653 523 394 - -
North Carolina . 29,320 21,468 21,032 - 436 7,852 108 6,409 274 794 127 140
South Carolina oo 16,584 10,888 10,772 74 42 5,696 - 5,340 - 246 50 60
Georgia 30,328 22,060 20,528 1,228 304 8,268 - 7,869 - 279 120 -
Florida 46,520 37,164 36,362 602 200 9,356 - 8,229 - 925 128 74
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Table 126. Beds in non-Federal short-stay and long-stay hospitals, according to specialty of hospital, geographic division, and State: United States, 1974—Continued
(Data are based on reporting by facilities)

Specialty of non-Federal short-stay

; Speci - -stay hospital
Geographic Total hospital pecialty of non-Federal long-stay hospi
division and State non-Federal Psychi- Psvchi - i -
ychi- Chronic | Tubercu- | Rehabili
Total General atric Other Total |} General atric disease losis tation Other
Number of beds

East South Central .. 82,383 63,974 63,068 448 457 18,4007 © ~ ] 16035 ] T 698 7] 1,354 34 288
Kentucky 17,130 14,436 14,217 69 150 2,694 - 2,286 - 324 34 50
Tennessee 27,747 21,366 21,047 151 168 6,381 - 4,894 673 576 238
Alabama 21,232 17,163 16,861 173 129 4,069 - 3741 - 328 - -
Mississippl . 16,274 11,009 10,943 56 10 5,265 - 5,114 25 126 -
West South Central ... 117,032 94,495 92,515 622 1,358 22,537 - 19,402 231 803 312 1,789
Arkansas 10,955 9,236 9,149 - 87 1,719 - 1,719 - - - -
Louisiana 22,254 17,002 16,625 44 333 5,252 - 4,065 - 201 50 936
Oklahoma 15,568 12,342 12,156 100 86 3,226 - 2,868 231 127 - -
Texas 68,255 55,915 54,585 478 852 12,340 - 10,750 - 475 262 853
Mountain .. - 45,385 37,951 36,903 648 400 7,434 80 6,017 515 160 25 637
Montana 5,375 3,901 3,901 - - 1,474 - 1,314 - 160 - -

ldaho 3,468 3,167 3,129 - 38 301 - 301 - - -
Wyoming 2,091 1,681 1,681 - - 410 - 410 - - - -
Colorado ..., 12,644 10,759 10,248 443 68 1,885 80 1213 - - - 592
New Mexico .o 5,115 3,816 3,657 44 115 1,299 - 957 317 - 25 -
Arizona 9,414 8,411 8,120 161 130 1,003 - 1,003 - - - -
Utah 4,351 3,740 3,740 - - 611 - 368 198 - - 45
Nevada 2,927 2,476 2,427 - 49 451 - 451 - - - -
Pacific e 131,040 109,770 || 106,520 1,868 1,382 21,270 515 15,997 244 407 1,226 2,881
Washington o 13,865 12,079 11,862 131 86 1,786 - 1,680 - 66 - 40
Oregon 11,197 9,025 8,935 - 90 2,172 - 2,172 - - - -
California e — 101,632 85,417 82,607 1,737 1,073 16,215 515 11,721 - 99 1,226 2,654
Alaska 900 700 700 - - 200 - 200 - - - -
Hawaii 3,446 2,549 2,416 - 133 897 - 224 244 242 - 187

SOURCE: Division of Health Manpower and Facilities Statistics, National Center for Health Statistics:

Data from the Master Facility Inventory.



Table 127. Beds in non-Federa! short-stay, long-stay, and psychiatric hospitals per 1,000 population, according to geographic
division and State: United States, 1974

(Data are based on reporting by facilities)

Civili Type of non-Federal hospital
. ivilian
) _G_eographlc population Short-stay Long-stay Psychiatric
division and State in thousands {excluding (excluding | (short-stay
psychiatric) | psychiatric) | and long-stay)
Beds per 1,000 civilian population
United States 209,689 h 4,54 0.30 1.30
New England 12,101 429 0.90 1.59
Maine 1,036 462 0.16 1.23
New Hampshire 803 419 0.06 1.84
Vermont 470 477 0.00 1.75
Massachusetts 5,785 4.70 127 1.56
Rhode Island 930 377 1.77 2.08
Connecticut 3,076 3.54 0.56 152
Middle Atlantic 37,208 4.61 0.48 2.26
New York 18,083 4.77 0.38 2.66
New Jersey 7,300 399 0.32 1.88
Pennsylvania 11,824 4.75 0.75 188
East North Central 40,786 4.66 0.24 1.02
Ohio 10,723 451 p.21 116
Indiana - 5,319 4.40 0.19 116
Illinois . 11,096 4,90 0.32 0.84
Michigan 9,084 443 0.17 0.93
Wisconsin 4,565 5.22 0.29 117
West North Central 16,592 5.81 0.15 0.93
Minnesota 3,915 5.98 0.22 092
lowa - 2,854 5.96 0.02 0.52
Missouri 4,752 5.40 0.27 1.09
North Dakota 624 6.87 0.00 139
South Dakota 676 5.61 0.11 1.47
Nebraska 1,531 6.15 0.00 071
Kansas 2,240 570 0.07 0.97
South Atlantic 36,672 4.26 0.28 1.54
Delaware 567 354 1.49 1.63
Maryland .____ 4,041 3.22 0.56 174
District of Columbia 714 7.02 1.09 0.26
Virginia 4,751 4.00 0.19 1.86
West Virginia 1,790 5.78 0.51 207
North Carolina 5,265 4.08 0.27 1.22
South Carolina 2,711 3.99 0.13 2.00
Georgia . 4,831 431 0.08 1.88
Florida 8,002 457 0.14 1.10
East South Central 13,281 4.78 0.18 1.24
Kentucky 3,321 433 0.12 0.71
Tennessee ) 4,108 5.16 0.36 1.23
Alabama 3,551 4,78 0.09 1.10
Mississippi 2,302 4.76 0.07 225
West South Central 20,355 4.61 0.15 0.98
Arkansas 2,052 450 0.00 0.84
Louisiana 3,733 454 0.32 1.10
Oklahoma 2,680 457 0.13 111
Texas - 11,890 4.66 0.13 0.94
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Table 127. Beds in non-Federal short-stay, long-stay, and psychiatric hospitals per 1,000 population, according to geographic
division and State: United States, 1974—Continued

(Data are based on reporting by facilities)

Geographic
division and State

Civilian
population
in thousands

Type of non-Federal hospital

Short-stay
(excluding
psychiatric)

Long-stay
(excluding
psychiatric)

Psychiatric
(short-stay
and long-stay)

Mountain

Montana

Idaho

Wyoming

Colorado

New Meéxico

Arizona

Utah

Nevada

Pacific

Washington

Oregon
California

Alaska

Hawaii

Beds per 1,000 civilian population

9,292 401 0.15 0.72
729 5.35 0.22 1.80
793 3.99 0.00 0.38
356 4.72 0.00 115

2,448 421 0.27 0.68

1,107 3.41 0.31 0.90

2,126 3.88 0.00 0.55

1,169 3.20 021 031
564 439 0.00 0.80

27,403 3.94 0.19 0.65
3,427 3.49 0.03 0.53
2,263 3.99 0.00 0.96

20,610 4.06 0.22 0.65

311 225 0.00 0.64
792 3.22 0.85 0.28

SOURCE: Division of Health Manpower and Facilities Statistics, National Center for Health Statistics: Data from

the Master Facility Inventory.
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Table 128. Beds in non-Federal short-stay and long-stay hospitals per 1,000 population, according to specialty and location of hospital: United States, 1974
(Data are based on reporting by facilities)

Specialty of nr?gégﬁg?ral short-stay Specialty of non-Federal long-stay hospital
Location of hospital nonT}gézleral i ; ] N
Total || ‘General | PSYCNi* | other | Totall| General | PSYchi- [Chronic | Tubercu- | Rehabili- | 50 o0
atric atric |disease losis tation
Beds per 1,000 resident population
United States .. . 6.09 456 4.45 0.05 0.06 1.53 0.02 1.24 0.10 0.04 0.03 0.11
Within SMSA ___ . 6.19 4.63 4.49 0.07 0.08 1.56 0.02 121 0.12 0.03 0.04 0.12
Large SMSA 5.96 4.62 4.44 0.08 0.10 134 0.01 0.94 0.15 0.02 0.04 0.17
Core counties 6.60 5.47 5.25 0.10 0.12 1.12 0.02 0.67 0.21 0.02 0.05 015
Fringe counties ... 455 2n 2.64 0.04 0.04 1.83 0.00 1.56 0.03 0.02 0.03 0.20
Medium SMSA 6.24 447 436 0.06 0.05 1.77 0.05 1.48 0.09 0.05 0.04 0.07
Other SMSA _ 7.10 512 5.03 0.06 0.03 1.98 0.00 1.79 0.03 0.06 0.03 0.07
Outside SMSA ___. 5.82 435 4.34 0.00 0.01 1.46 0.00 1.29 0.03 0.05 0.01 0.07
Adjacent to SMSA 5.70 3.99 3.98 0.00 0.01 171 0.01 153 0.02 0.06 0.00 0.09
Urbanized 5.76 4.23 421 - 0.02 1.53 0.02 132 0.04 0.01 0.00 0.14
Less urbanized 6.10 3.97 3.96 0.00 0.01 213 - 1.94 - 0.12 0.00 0.07
Thinly popuiated 3.07 2.77 277 - - 0.30 0.28 - 0.02 - -
Not adjacent to SMSA ... 5.94 474 473 0.00 0.01 1.20 - 104 0.05 0.03 0.03 0.05
Urbanized 6.45 5.22 5.21 0.00 0.01 1.23 - 1.11 0.00 0.06 0.04 0.02
Less urbanized ... 6.37 4.88 4.87 0.00 0.01 1.49 ~ 1.27 0.08 0.03 0.02 0.09
Thinly populated ... 3.61 3.40 340 - - 0.21 - 0.16 0.05 - - -

NOTE: Excludes Alaska.

SOURCE: Division of Health Manpower and Facilities Statistics, National Center for Health Statistics: Data from the Master Facility Inventory.



Table 129. Non-Federal short-stay and long-stay hospitals which provide selected services, according to type of service:
United States, 1974

(Data are based on reporting by facilities)

Type of non-Federal hospital Type of non-Federal hospital
Type of hospital service
Total Short-stay | Long-stay Total Short-stay | Long-stay
Number of non-Federal hospitals ___.___. 6,983 6,358 625 6,983 6,358 625
Number of hospitals reporting Percent of hospitals reporting
specified service specified service

Abortion services 1,189 1,188 1 17.0 18.7 0.2
Blood bankK e e e e 3,925 3,844 81 56.2 60.5 130
Burn care unit 161 159 2 23 25 0.3
Cobalt 780 778 2 11.2 122 0.3
Dental services 2,333 1,906 427 334 30.0 68.3
Electroencephalography . 2,815 2,567 248 403 40.4 39.7
Emergency department 5,356 5341 15 76.7 84.0 24-
Extended care unit - 787 692 95 113 109 15.2
Family planning service 408 399 9 58 6.3 14
Genetic counseling 221 213 8 32 34 13
Histopathology laboratory 3,066 2,960 106 439 46.6 170
Home care program - — 385 363 22 5.5 5.7 35
Hospital auxiliary 4,537 4,369 168 65.0 68.7 26.9
Inhalation therapy department ... .. . 4,676 4,546 130 67.0 715 208
Intensive cardiac care unit 2,076 2,066 10 29.7 325 16
Intensive care unit - 3,932 3,856 76 56.3 60.6 122
Occupational therapy department . .. 1,696 1,208 438 243 190 78.1
Open-heart surgery facilities . 504 504 - 72 79 -~
Organ bank 162 161 1 23 25 0.2
Organized outpatient department . . 1,700 1,566 134 24.3 246 214
Pharmacy : 6,014 5,507 507 86.1 866 8l.1
Physical therapy department ... .. ___ 4,733 4,374 359 67.8 68.8 574
Podiatrist services : 1,177 919 258 16.9 145 413
Postoperative recovery room 5,064 4,942 122 725 777 195
Premature nursery 1 2,200 2,198 2 315 346 0.3
Psychiatric services ___ 2,346 1,904 442 336 29.9 70.7
Psychiatric foster and/or home care ... __ — 165 . b1 104 24 1.0 16.6
Radioisotope facility _ — 2961 2,940 21 24 46.2 34
Radium therapy , 1,459 1,452 7 20.9 228 11
Rehabilitation services 684 549 135 10.0 8.6 216
Renal dialysis 804 797 7 115 125 11
Self-care unit i . 236 185 51 34 29 8.2
Social work department 3,519 2,996 523 50.4 47.1 83.7
Speech therapist services S 1,405 1,179 226 20.1 185 362
Volunteer services department 2,716 2,299 417 389 36.2 66.7
X-ray therapy 1,939 1,889 50 278 29.7 8.0

NOTE: A hospital is classified as providing a specified service only when the hospital actually reported the service.

SOURCE: Division of Health Manpower and Facilities Statistics, National Center for Health Statistics: Data from
the Master Facility Inventory.
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Table 130. Employees per 100 patients in non-Federal short-stay and long-stay hospitals, according to geographic division
and State: United States, 1974

(Data are based on reporting by facilities)

Type of non-Federal hospital
Geographic division and State Total Short- Long-
ota stay stay
Full-time equivalent employees per 100
average daily patients
United States 275 336 112
New England 293 394 134
Maine 293 342 135
New Hampshire 247 328 97
Vermont 266 340 136
Massachusetts 307 415 142
Rhode Island . 238 409 92
Connecticut 296 385 151
Middle Atlantic —— 253 343 106
New York 264 368 108
New Jersey 233 300 108
Pennsylvania 244 325 103
East North Central 285 329 121
10171 RO 273 325 103
Indiana 256 310 89
Itlinois 299 335 144
Michigan 305 348 129
Wisconsin - 273 304 143
West North Central 271 295 139
Minnesota - 257 290 95
lowa 273 283 160
Missouri 284 313 144
North Dakota 236 260 124
South Dakota - 232 272 96
Nebraska 289 293 251
Kansas 274 294 174
South Atlantic - 255 327 93
Delaware 236 356 102
Maryland 260 375 114
District of Columbia 366 415 121
Virginia - 233 314 88
West Virginia 219 287 79
North Carolina 250 300 115
South Carolina 208 290 76
Georgia 267 346 97
Florida 281 331 96
East South Central _. 247 296 99
Kentucky 265 290 145
Tennessee 251 302 112
Alabama — 254 299 93
Mississippi 210 293 62
West South Central 283 332 105
Arkansas 280 302 148
Louisiana 276 335 110
Oklahoma 281 337 107
Texas 287 335 96
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Table 130, Employees per 100 patients in non-Federal short-stay and long-stay hospitals, according to geographic division
and State: United States, 1974—Continued

(Data are based on reporting by facilities)

Type of non-Federal hospital
Geographic division and State Total Short- Long-
ot stay stay
Full-time equivalent employees per 100
average daily patients

Mountain 310 348 135
Montana S 211 284 75
Idaho - 287 298 165
Wyoming 257 300 114
Colorado - 328 353 179
New Mexico . 305 367 134
Arizona 355 380 136
Utah 326 355 170
Nevada - 293 346 &2
Pacific 334 385 121
Washington 331 366 109
Oregon 299 361 @2
California . 340 390 122
Alaska 313 412 230
Hawaii 319 374 186

SOURCE: Division of Health Manpower and Facilities Statistics, National Center for Health Statistics: Data from
the Master Facility Inventory.
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Table 131. Long-term care homes and beds, according to type of home: United States, 1963, 1969, and 1973
(Data are based on reporting by facitities)

Type of home 1963 1969 1973 1963 1969 1973
Number of homes Number of beds
Total .. ... 16,701 18,910 21,834 568,560 943,876 1,327,704
Nursing care . 8,128 11,484 14,873 319,224 704,217 1,107,358
Personal care
with nursing 4,958 3,514 188,306 174,874
Personal care
without nursing 2,927 3,792 16,961 48,962 63,532 1220,346
Domiciliary care 688 120 12,068 1,253

Tlncludes personal care homes with nursing, personal care homes without nursing, and domiciliary care homes.

SOURCE: National Center for Health Statistics: Health Resources Statistics: Health Manpower and Health Facilities,
1975. DHEW Pub. No. (HRA) 76-1509. Health Resources Administration. Washington. U.S. Government Printing Office, 1976.

Table 132. Selected characteristics of nursing homes, according to certification status: United States, 1973-74
(Data are based on reporting by a sample of nursing homes)

Certification status
Both Medi- Medicaid certification only
Characteristic All care and - - Not
facilities Medicaid Skilled | Intermediate rtified
certifica- Total nursing care certinie
tion1 homes 2 facilities

Number of homes 15,700 4,200 7,900 3,500 4,400 3,600

Number of beds - e s e 1,174,800 441,000 572,800 320,500 252,300 161,000

Average bed size . 75 105 73 92 57 45
Average total FTE employees per

100 beds 63.9 68.2 64.9 76.3 55.8 56.7

Nursing FTE employees per

100 beds 38.7 44.4 385 42.8 35.0 325
Administrative, medical, and
therapeutic FTE employees

per 100 beds ... 4.6 39 38 3.7 3.9 73
All other FTE employees per

100 beds 20.6 19.9 226 29.8 16.9 16.9

Number of residents 1,075,800 406,900 529,200 292,500 236,700 139,800

Number of resident days of care .. 368,906,000 || 136,292,900 | 180,756,500 |{98,908,100 81,848,400 |51,856,600

Average occupancy rate . ... 88.2 85.6 89.2 89.2 89.2 89.0

1 Eight percent of these homes had only Medicare certification.
2 Thirty-five percent of these homes were certified as both skilled nursing homes and intermediate care facilities.

NOTE: FTE = full-time equivalent.

SOURCE: National Center for Health Statistics: Selected operating and financial characteristics of nursing homes,
United States: 1973-74 National Nursing Home Survey. Vital and Health Statistics. Series 13-Number 22, DHEW Pub. No.
(HRA) 76-1773, Health Resources Administration. Washington. U.S. Government Printing Office, Dec. 1975.
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Table 133. Selected characteristics of nursing homes, according to geographic region: United States, 1973-74
(Data are based on reporting by a sample of nursing homes)

Geographic region
Characteristic United North

States Northeast Central South West

Number of homes 15,700 3,100 5,600 4,100 2,900

Number of beds 1,174,800 250,800 407,200 302,900 214,000

Beds per 1,000 population 65 years and over ... 55.1 468 68.6 455 63.6

Average bed size _ — 75 81 73 74 74

Average total FTE employees per 100 beds ... 63.9 68.9 70.2 56.1 571

Nursing FTE employees per 100 beds o 38.7 41.7 40.1 360 36.4
Administrative, medical, and therapeutic

FTE employees per 100 beds 46 5.3 46 44 4.2

All other FTE employees per 100 beds. 20.6 219 25.5 15.7 165

Number of residents 1,075,800 236,100 368,700 278,200 192,800

Number of resident days of care 368,906,000 || 80,996,400 (127,460,800 | 94,577,100 | 65,871,800

Average occupancy rate 88.2 895 89.0 87.7 86.0

NOTE: FTE = full-time equivalent.

SOURCE: National Center for Health Statistics: Selected operating and financial characteristics of nursing homes,
United States: 1973-74 National Nursing Home Survey, Vital and Health Statistics. Series 13-Number 22. DHEW Pub. No.
(HRA) 76-1773. Health Resources Administration. Washington. U.S. Government Printing Office, Dec. 1975.
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Table 134. Beds in long-term care homes and beds per 1,000 population 65 years and over, according to type of home,
geographic division, and State: United States, 1973

(Data are based on reporting by facilities)

Population Type of home
. 65 years Number
Geographic division and State and over in of beds Total Nursing | Personal care
thousands ota care and other 1
Beds per 1,000 resident population
65 years and over

United States 21,333 1,327,704 623 519 10.3

New England 1,321 102,647 71.7 66.1 116

Maine . 120 9,227 763 63.4 129
New Hampshire 84 5,873 69.9 62.1 78
Vermont 50 3,902 78.0 67.4 10.7
Massachusetts 652 53,858 826 70.7 119
Rhode Island 109 6,493 59.6 51.1 8.5
Connecticut 306 23,294 76.1 63.5 12.6
Middle Atlantic 4,044 193,281 47.8 38.2 9.6

New York 1,985 92,888 46.7 342 125
New Jersey 734 34,430 46.9 38.4 85
Pennsylvania 1,325 65,963 49.9 440 58
East North Central 3,951 280,059 709 58.7 12.1

Chio 1,035 65,134 628 56.1 6.7
Indiana 514 34,247 66.8 58.1 8.7
IHlinois : 1,122 80,151 712 59.8 115
Michigan 785 48,567 61.7 492 125
Wisconsin 495 51,960 105.0 770 280
West North Central 1,984 168,168 848 69.2 155
Minnesota 425 44,661 105.1 88.7 16.4
lowa 357 35,152 98.5 749 23.6
Missouri 583 33,644 57.7 50.1 76
North Dakota 70 6,631 94.7 65.2 29.5
South Dakota 83 7,795 939 799 14.0
Nebraska 189 17,396 92.0 778 142
Kansas 277 22,389 82,6 64.3 18.3
South Atlantic 3,308 135,768 410 344 6.7
Delaware 47 2,213 47.1 468 0.3
Maryland 324 17,755 545 497 43
District of Columbia 71 3,147 443 398 45
Virginia - 398 16,732 420 350 70
West Virginia 203 4,753 23.3 17.2 6.1
North Carolina 457 22,145 48.6 305 18.1
South Carolina 211 8,131 384 354 29
Georgia 401 25,936 64.5 60.5 4.0
Florida 1,19 34,956 29.4 246 4.7
East South Central ... 1,364 55,734 40.9 34.7 6.1
Kentucky 354 18,177 51.2 370 14.3
Tennessee 415 14,827 35.8 308 5.0
Alabama 355 14,844 41.6 39.2 24
Mississippi - 240 7,886 32,6 310 1.6
West South Central 1,99 144,978 726 68.3 4.4
Arkansas ... ... 258 17,952 69.6 66.2 34
Louisiana 330 17,004 51.7 50.3 14
Oklahoma 321 29,512 919 87.9 4.0
Texas 1,087 80,510 743 68.7 5.6

See footnote at end of table.
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Table 134. Beds in long-term care homes and beds per 1,000 population 65 years and over, according to type of home,

geographic division, and State: United States, 1973—Continued
(Data are based on reporting by facilities)

Population Type of home
e e 65 years Number
Geographic division and State and over in of beds Total Nursing { Personal care
thousands ota care and other 1
Beds per 1,000 resident population
65 years and over

Mountain 781 43,328 55.5 483 6.2
Montana 72 4,759 67.0 56.0 110
Idaho 74 4,190 56.6 54.7 19
Wyoming 32 1,896 59.3 480 10.2
Colorado 200 16,670 834 756 17
New Mexico 82 3,345 40.8 323 8.5
Arizona 198 6,430 328 305 24
Utah 85 4,556 536 464 7.2
Nevada 38 1,482 39.0 316 74

Pacific 2,584 203,741 788 62.1 15.8
Washington 345 31,147 90.5 813 9.3
Oregon 245 18,306 747 578 16.9
California 1,935 150,956 783 599 18.3
Alaska 8 606 75.8 758 . -
Hawaii 51 2,726 535 413 122

TIncludes personal care homes with nursing, personal care homes without nursing, and domiciliary care homes.

SOURCE: National Center for Health Statistics: Health Resources Statistics: Health Manpower and Health Facili-
ties, 1975. DHEW Pub. No. (HRA) 76-1509. Health Resources Administration. Washington. U.S. Government Printing Office,

1976. ‘
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Table 135. Mental health facilities which maintain selected service modes, according to type of facility: United States, January 1974
{Data are based on reporting by facilities)

Type of facility
Psychiatric hospitals Resi General hospitals Federally| Free-
. funded |standing
dential com- out-
. . treatment Non- . p . All
Service mode State | Veterans| Private Private munity | patient
Total and Adminis- or ce?;;ers Total ggggﬁ' or mental | psychi- other2
county | tration1 | nonprofit p " | nonprofit | health atric
children ment centers | clinics
Number of reporting
facilities 613 319 119 175 314 746 145 601 380 1,026 72
Percent of facilities maintaining specific type of mental health service mode
Inpatient treatment 93.0 100.0 95.0 100.0 100.0 87.1 88.3 86.9 100.0 - 43.1
Day inpatient treatment 455 426 521 46.3 28.3 238 216 230 1000 221 944
Other partial inpatient treatment3 ___ 14.0 129 10.1 18.9 - 74 76 73 - 1.0 139
Outpatient treatment - 54.5 53.0 87.4 349 143 37.8 490 351 100.0 100.0 50.0
Halfway house 8.8 10.7 4.2 8.6 15.9 0.7 0.7 0.7 13.8 37 13.9
Emergency services . e 216 266 43.7 18.3 32 61.3 745 58.1 98.7 40.4 431

TIncludes 27 VA neuropsychiatric hospitals and 92 psychiatric inpatient units of VA general medical and surgical hospitals.
2 Includes nonfederally assisted community mental health centers and freestanding mental health day or night treatment facilities.
3 Provision of mental health treatment in the evening, night, or weekend.

SOURCE: National Institute of Mental Health: Emergency services in psychiatric facilities, United States, January 1974. Statistical Note, No. 128. DHEW
Pub. No. (ADM) 76-158. Alcohol, Drug Abuse, and Mental Health Administration. Washington. U.S. Government Printing Office, 1976.
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Table 136. Mental health facilities which maintaiq selected psychiatric emergency service modes, according to type of facility: United States, January 1974
(Data are based on reporting by facilities)

Type of facility
Psychiatric hospitals Resi- General hospitals Federally| Free-
esl funded |standing
dential com- out-
Psychiatric emergency service mode State | Veterans | Private tfat?;‘?;‘t FNdO"' | | Private | munity | patient 'It\# ‘2
Total. ||-- - and . | Adminis=|_ . or efnor Total ivg:ﬁ_ or mental | psychi- othe
county | tration |nonprofit| ... g t nonprofit | health atric
children men centers | clinics
Number of reporting
facilities 613 319 119 175 314 746 145 601 380 1,026 72
Percent of facilities maintaining psychiatric emergency programs
Walk-in 215 26.7 43.7 18.3 22 61.2 745 57.9 85.3 376 431
24 hours 7 days a week 244 226 420 16.0 19 59.0 69.7 56.4 28 278
Less than 24 hours or not every day ... 31 41 17 23 03 2.1 4.8 15 - 348 153
Telephone 145 178 134 9.1 25 19.7 29.6 173 895 322 375
24 hours 7 days a week 124 14.4 118 9.1 19 16.8 25.5 146 -— 18.2 278
Less than 24 hours or not every day 21 34 17 - 06 29 4.1 27 -— 140 9.7
Suicide prevention ... 116 135 12.6 7.4 13 14.3 24.8 125 — 235 333
24 hours 7 days a week 10.3 119 109 69 1.0 119 200 10.0 — 10.7 278
Less than 24 hours or not every day .. 13 16 17 0.5 0.3 29 48 25 -— 12.8 5.5
Home visits 8.6 119 76 34 23 9.4 15.8 78 241 29.2
24 hours 7 days a week 34 4.7 34 1.1 1.3 16 34 1.2 58 111
Less than 24 hours or not every day ... 5.2 7.2 4.2 23 1.0 78 124 6.7 18.3 18.1
One or more of the above ... 216 26.7 437 18.3 32 61.3 745 58.1 398.7 404 431

1includes VA neuropsychiatric hospitals and psychiatric inpatient units of VA general medical and surgical hospitals.
2 Includes nonfederally assisted community mental health centers and freestanding mental health day or night treatment facilities.
3 Pertains only to walk-in and telephone services.

SOURCE: National Institute of Mental Health: Emergency services in psychiatric facilities, United States, January 1974. Statistical Note, No. 128, DHEW
Pub. No. (ADM) 76-158. Alcohol, Drug Abuse, and Mental Health Administration. Washington, U.S. Government Printing Office, 1976.



SECTION IV

Health Expenditures

A. National Health Expenditures

During the fiscal year ending June 1976, the
total amount spent for health in the United
States rose by 14 percent to $139.3 billion, for
an average of $638 per person. Following on the
heels of an increase of similar magnitude in
1975, this brought the increase during the 2
years since the lifting of price controls to 31
percent. Since the growth in health care ex-
penditures coincided with a general slowdown
in economic activity, health expenditures rep-
resented a much larger share of the gross na-
tional product in 1976 (8.6 percent) than in
1974 (7.8 percent). The public share continued
to grow, amounting to 42 percent of the total
spent on health in 1976. The largest portion
was spent on hospital services (39.8 percent),
followed by physician services (18.9 percent) .

The National Health Expenditures series rep-
resents the sum of expenditures for (1) health
care by or on behalf of the Nation’s population,
(2) administration of health care programs, (3)
construction of health care facilities, and (4)
biomedical and other health-related research
activities. The series, which is compiled and
published annually by the Social Security Ad-
ministration, describes the total annual cost to
the Nation of health services and related activi-
ties by type of expenditure (i.e., for physicians,
hospitals, etc.) and by source of funds (i.e., di-
rect consumer payments, private health insur-
ance benefits, and government programs). Ex-
cluded are expenditures for the education and
training of physicians and other health workers,
pollution control, occupational safety, and other
nonmedical activities generally related to indus-
trial and environmental health hazards.

The data are currently compiled and pre-
sented for each fiscal year, (ending on June
30) , and summary data are presented for calen-
dar years as well. The data come from a variety
of sources, including the budgets and financial
reports of Federal, State, and local governments,
health industry groups such as the American
Hospital Association, Blue Cross-Blue Shield
plans, and commercial insurance companies;
the Department of Commerce; and statistical
reports from the Internal Revenue Service.

During the 47 years covered by the National
Health Expenditures series, the gross national
product increased from $101 billion to more
than $1.6 trillion. During this period of tre-
mendous expansion in the overall econcmy, ex-
penditures for health increased 214 times faster
than did the gross national product. As a con-
sequence, the health share of the gross national
product grew from 3.5 percent to 8.6 percent.
Furthermore, per capita spending for health
care in 1976 was nearly 22 times what it was in
1929; this is an increase from $29 to $638 per
person. Only during the depression years of the
1930’s was there a reduction in per capita spend-
ing for health.

The level of health care spending is deter-
mined by the quantities of various services that
are purchased and the price of each service.
Quantities change as a result of changes in the
size and characteristics of the population, and
in the utilization patterns of various population
groups. Rapid increases in health care prices,
however, have been the primary force behind
the huge growth in health expenditures.?

a See, for example, Klarman, H.E., Rice, D.P., Cooper, B.S.,
and Stettler, H.L. IIl, “Sources of Increase in Selected
Medical Care Expenditures, 1929-1969,” Social Security Ad-

ministration, Office of Research and Statistics, Staff Paper
No. 4, Washington, D.C., Apr. 1970.
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The impact of inflation on health care expen-
ditures and the sharply accelerated trend during
the past 10 years is dramatically illustrated when
expenditures data are deflated by the Consumer
Price Index (CPI) rebased to 1950 = 100. The
result is a rough estimate of what the change in
expenditure since 1950 would have been had
there been no price increases. Four categories
of National health expenditures (total, hospital
services, physicians’ services, and dentists’ serv-
ices) have been deflated by four categories of
the CPI (total medical care, semiprivate hospi-
tal room rates, physicians’ fees, and dentists’
fees) . The estimates represent “real increases”
in the services.

Between 1950 and 1976, total expenditures
for health rose at an annual rate of 9.9 percent,
with the largest increases occurring toward the
end of the period. After adjustment for infla-
tion, increases in expenditures averaged only
4.9 percent during the period. This means that
about half of the increase in expenditures which
occurred since 1950 can be attributed to price
change. Hospital expenditures, the most rapidly
growing component of health care costs, rose at
an average annual rate of 11 percent between
1950 and 1976. After adjustment for the effects
of inflation by use of the semiprivate room rate
as a deflator, the annual increase in hospital ex-
penditures was only about 2.2 percent, or 20
percent of the total increase. Expenditures for
the services of physicians and dentists have in-
creased at an annual rate of about 9 percent
since 1950. Adjustment for price changes de-
creases the rise in spending for these services to
about 4.5 percent per year. Thus about half of
the expenditure increase for physicians and
dentists took the form of increased amounts of
service. Although these calculations are only
rough approximations, they do illustrate the
effect of higher prices on the level of expendi-
tures for health care.

The money spent on health comes from both
private and public sources. Private expenditures
are defined as those paid directly by consumers,
by private health insurance carriers, and by in-
dustry and philanthropic organizations. Public
expenditures are those made by Federal, State,
and local governments. Public expenditures
include Medicare and Medicaid, which pay for
most of the health care services of the aged and
poor; programs that provide services directly to
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specified beneficiaries such as veterans, members
of the armed services, and crippled children; and
workmen’s compensation benefits that are re-
quired by legislation but underwritten by pri-
vate insurance carriers.

The enactment of Medicare and Medicaid in
1965 triggered large increases in public spend-
ing for health. Between 1965 and 1976, public
expenditures rose at nearly twice the rate of pri-
vate expenditures. By 1976 they accounted for
more than 42 percent of all spending for health,
up from a relatively stable 25-percent share dur-
ing the years from 1950 to 1965. Public expendi-
tures increased on a per capita basis from $48
in 1965 to $269 in 1976, while per capita spend-
ing from private sources increased from $149
to $369. During the period 1929 to 1976, total
health expenditures grew at an annual rate of
8.1 percent. Private expenditures increased at
an average annual rate of 7.2 percent, while pub-
lic expenditures increased by 10.8 percent per
year.

Expenditures for hospital care have long been
the largest single category of health expenditures
accounting for about 40 percent of the total.
Between 1950 and 1976, expenditures for hospi-
tals, nursing homes, health-related research, and
the administrative expenses associated with
health insurance rose at a faster than average
rate. Expenditures for eyeglasses and appliances,
drugs, and professional services other than phy-
sicians and dentists had the smallest annual rates
of increase. Expenditures for nursing homes,
while accounting for only 7.6 percent of health
care spending in 1976, have grown at a rate of
21 percent a year since the enactment of Medi-
care and Medicaid, compared to 16 percent per
year during the previous 10 years. The differ-
ential rates of increase of the various components
have altered their respective shares of total
health care spending since 1950. Generally, insti-
tutional services (i.e., those provided by hospi-
tals and nursing homes) have claimed an in-
creasing share of the health care dollar; and the
shares for physicians, dentists, other noninstitu-
tional providers, drugs, and eyeglasses and ap-
pliance have decreased.

Third-party payments, defined as all payments
for health care which are not paid directly by
the consumer, are growing in importance as a
source of payment for personal health care. In



the private sector, the major source of third-
party payments is private health insurance car-
riers (i.e., Blue Cross-Blue Shield plans and
commercial insurance companies) supplemented
to a small extent by industrial and philanthropic
activities. Government sources of third-party
payments include governmental payment for
care provided by the private sector, as in Medi-
care and Medicaid, and programs that provide
services directly to specified population groups.
By 1976 third-party payments accounted for
slightly more than two-thirds of the total financ-
ing of personal health care.

Private health insurance continues to be a
major source of funds for families not eligible
for coverage under government-sponsored pro-
grams. The share of personal health care expen-
ditures provided by private health insurance,
which was temporarily reduced after the passage

of Medicare and Medicaid, has also increased
in recent years. In 1976 it accounted for 26 per-
cent of expenditures.

The government share of total expenditures
for personal health care began to increase greatly
in the mid-1960’s, reaching 40 percent in 1976.
This increase was accompanied by a decline in
the relative importance of direct payments by
consumers, particularly by the elderly and lower-
income populations, who are the major bene-
ficiaries of new government-sponsored programs.
The percentage of personal health care expendi-
tures paid by the Federal Government has been.
rising steadily since the enactment of Medicare
and Medicaid, reaching 28 percent by 1976. On
the other hand, the percentage contributed by
State and local governments has remained fairly
constant since the mid-1930’s.

Table 137. Gross national product and national health expenditures: United States, selected fiscal years 1929-76
(Data are compiled from a number of government and private sources)

Gross National health expenditures
. national
Fiscal year product in Amount in Percent of Amount
o o1 gross national i
billions millions product per capita

1929 $ 1013 $ 3589 35 $ 29.16
1935 68.9 2,846 41 2204
1940 95.4 3,883 41 28.98
1950 2648 12,027 45 78.35
1955 3810 17,330 45 103.76
1960 4983 25,856 5.2 141.63
1965 658.0 38,892 59 197.75
1966 7224 42,109 538 211.56
1967 7735 47,879 6.2 237.93
1968 830.2 53,765 65 264.37
1969 904.2 60,617 6.7 295.20
1970 960.2 69,201 7.2 333.57
1971 1,019.8 77,162 76 368.25
1972 11118 86,687 7.8 409.71
1973 1,238.6 95,383 7.7 447.31
19741 1,3612 106,321 7.8 495,01
19751 1,4523 122,231 8.4 564.35
19762 1,611.8 139,312 8.6 637.97

1 Revised estimates.
2 Preliminary estimates.

SOURCES: Mueller, M. S., and Gibson, R. M.: National health expenditures, fiscal year 1975. Social Security Bulletin

39(2): 3-20, Feb. 1976.

Office of Research and Statistics, Social Security Administration: Selected data.
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Table 138. National health expenditures and average annual percent change, according to type of expenditure in current
and 1950 doliars: United States, selected fiscal years 1950-76

(Data are compiled from a number of government and private sources)

Type of expenditure
All health . . . .
Fiscal year and period expenditures ! Hospital Physician Dentist
Current$| 1950% {|{Current$| 1950% | Current$| 1950$ | Current$| 1950$
In millions
1950 $ 12,027 1$12,027 |1 $ 3,698 1$3698 1 $ 2689 [$2689 } $ 940 | $ 940
1955 17,330 14,346 5,689 4,081 3,632 3,001 1,457 1,263
1960 25,856 17,613 8,499 4,557 5,580 4,012 1,944 1,505
1965 38,892 | 23,345 13,152 5,286 8,405 5,296 2,728 1,896
1970 69,201 | 31,427 || 25879 5,627 13,443 6,285 4,473 2,431
1971 77,162 | 32765 || 29,133 5,593 15,098 6,564 4,908 2,516
1972 86,687 | 35153 || 32,720 5,740 16,527 6,832 5,364 2,601
1973 95,383 | 37,523} 36,155 6,039 17,995 7,253 6,101 2,871
1974 106,321 | 39,569 || 41,020 6,467 19,742 7,579 6,870 3,096
1975 122,231 40,434 || 48,224 6,531 22,925 7,803 7,810 3,177
1976 139,312 | 41,835|| 55,400 6,514 26,350 8,053 8,600 3,248
Average annual percent change

1950-76 9.9 49 11.0 2.2 9.2 43 8.9 48
1950-55 76 3.6 9.0 20 6.2 2.8 9.2 6.1
1955-60 83 4.2 8.4 22 9.0 53 59 36
1960-65 85 58 9.1 3.0 85 5.7 7.0 47
1965-70 12.2 6.1 145 13 9.8 35 10.4 51
1970-75 114 45 125 23 105 3.7 109 47
1970-71 115 4.3 12.6 —0.6 123 44 9.7 35
1971-72 12.3 73 123 26 95 41 9.3 3.4
1972-73 10.0 6.7 105 5.2 89 6.2 13.7 104
1973-74 115 55 135 7.1 9.7 45 12,6 78
1974-75 15.0 22 176 1.0 16.1 3.0 13.7 26
1975-76 140 35 14.9 —0.3 149 32 10.1 2.2

TIncludes all other expenditures not shown separately.

NOTE: Expenditures in 1950 dollars were calculated by deflating current dollar expenditures by the Consumer Price
Indexes for medical care, hospital room rates (semiprivate), physician fees, and dentist fees.

SOURCES: Mueller, M. S, and Gibson, R. M.: National health expenditures, fiscal year 1975. Social Security Bulletin
39(2): 3-20, Feb. 1976.

Office of Research and Statistics, Social Security Administration: Selected data.
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Table 139. National health expenditures, according to source of funds: United States, selected fiscal years 1929-76
(Data are compiled from a number of government and private sources)

Source of funds
All health
Fiscal expendi- Private Public
iscal year tures
' in millionsjl/Amount in{ Amount Percent | Amountin| Amount Percent
millions | per capita of total millions | percapita | of total
1929 $ 3,589 $ 3,112 $ 25.28 86.7 $ 477 $ 3388 133
1935 - 2,846 2,303 17.84 80.9 543 421 191
1940 3,883 3,101 2314 799 782 584 20.2
1950 . 12,027 8,962 58.38 745 3,065 19.97 255
1955 17,330 12,909 77.29 745 4421 26.46 255
1960 .. 25,856 19,461 106.60 753 6,395 35.03 24.7
1965 38,892 29,357 149.27 755 9,535 48.48 245
1966 ... —_— 42,109 31,279 15715 743 10,330 54.41 257
1967 47,879 32,026 159.15 66.9 15,853 78.78 331
1968 53,765 33,725 165.83 62.7 20,040 98.54 373
1969 60,617 37,680 183.50 622 22,937 111.70 3738
1970 . ~ 69,201 43,810 21118 633 25,391 12239 36.7
1971 77,162 48,387 230.92 62.7 28,775 13732 373
1972 ___ 86,687 53,214 251.50 61.4 33,473 158.20 38.6
1973 95,383 58,715 275.35 61.6 36,668 17196 384
19741 106,321 64,809 30174 61.0 41,512 193.27 ° 39.0
19751 122,231 71,361 329.48 58.4 50,870 23487 416
19762 139,312 80,492 368.61 57.8 58,820 269.36 422

TRevised estimates.
2 Preliminary estimates.

SOURCES: Mueller, M. S, and Gibson, R. M.: National health expenditures, fiscal year 1975. Social Security Bulletin

39(2): 3-20, Feb. 1976.

Office of Reéearch and Statistics, Social Security Administration: Selected data.

Table 140. Average annual percent change in national health expenditures, according to source of funds: United States,

selected fiscal years 1929-76

(Data are compiled from a number of government and private sources)

Period

All sources “

Private

Public

1929-76
1929-35

Average annual percent change

1935-40

1940-50

1950-55

1955-60

1960-65

1965-70

1970-75

1970-71

1971-72

1972-73

1973-74

1974-75

1975-76

8.1 7.2 10.8
-338 —49 22
6.4 6.1 7.6
120 11.2 146
76 76 76
83 86 7.7
85 86 83
12.2 83 216
121 10.2 149
115 104 133
123 100 16.3
10.0 10.3 9.5
115 104 132
15.0 10.1 225
14.0 128 15.6

SQURCES: Mueller, M. S, and Gibson, R. M.: National health expenditures, fiscal year 1975. Social Security Bulletin

39(2): 3-20, Feb. 1976.

Office of Research and Statistics, Social Security Administration: Selected data.
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Table 141. Amount and percent distribution of national health expenditures, according to type of expenditure: United
States, selected fiscal years 1950-76

(Data are compiled from a number of government and private sources)

Type of expenditure 1950 ] 1955 | 1960 | 1965 ] 1970 | 19761

Amount in billions

Total $12.0 $17.3 $25.9 $38.9 $69.2 $139.3
Health services and supplies 11.2 16.4 24.2 35.7 64.1 1310
Hospital care 37 5.7 8.5 13.2 259 55.4
Physician services 2.7 36 5.6 84 134 26.3
Dentist services 0.9 15 19 2.7 45 8.6
Nursing home care 0.2 03 0.5 13 38 106
Other professional services 0.4 05 0.8 1.0 14 24
Drugs and drug sundries . 16 23 36 4.6 7.1 11.2
Eyeglasses and appliances 05 0.6 0.8 1.2 18 20
Expenses for prepayment and administration ... 0.3 0.6 0.8 1.2 21 73
Public health activities 0.4 04 0.4 0.7 1.4 33
Other health services 05 0.9 13 14 26 39
Research and construction 0.8 0.9 1.7 32 5.1 8.3
Research 0.1 0.2 0.6 14 1.8 33
Construction 0.7 0.7 1.1 1.8 33 5.0
Percent distribution
Total . . 100.0 100.0 100.0 100.0 100.0 100.0
Health services and supplies 933 94.8 93.4 91.8 926 94.0
Hospital care 30.8 329 328 339 374 39.8
Physician services 225 20.8 216 216 194 18.9
Dentist services 75 8.7 7.3 6.9 6.5 6.2
Nursing home care . 17 1.7 19 33 55 76
Other professional services . 33 29 31 26 20 1.7
Drugs and drug sundries 13.3 133 139 118 10.3 8.0
Eyeglasses and appliances 4.2 35 31 3.1 26 14
Expenses for prepayment and administration . 25 35 31 3.1 3.0 52
Public health activities 33 2.3 15 18 20 24
Other health services 4.2 5.2 5.0 36 38 2.8
Research and construction 6.7 5.2 6.6 8.2 74 6.0
Research 0.8 1.2 23 36 26 24
Construction 58 4,0 4.2 4.6 4.8 36

1 Preliminary estimates.

SOURCES: Derived from: Mueller, M. S, and Gibson, R. M.: National health expenditures, fiscal year 1975. Social
Security Bulletin 39(2): 3-20, Feb. 1976.

Office of Research and Statistics, Social Security Administration: Selected data.
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Table 142. Average annual percent change in national health expenditures, according to type of expenditure: United States,
selected fiscal years 1950-76

(Data are compiled from a number of government and private sources)

Type of expenditure 1950-76 1950-60 1960-65 -1965-70 1970-76
Average annual percent change

Total 99 8.0 85 122 124

Health services and supplies 9.9 8.0 81 124 12.7
Hospital care 11.0 8.7 9.2 © 144 135
Physician services 9.2 76 84 9.8 119
Dentist services 89 78 73 108 11.4
Nursing home care ... 165 9.6 211 23.9 186
Other professional services 7.1 7.2 4.6 7.0 94
Drugs and drug sundries 7.8 84 50 9.1 79
Eyeglasses and appliances 55 48 8.4 8.4 18
Expenses for prepayment and administration _____________ 131 10.3 8.4 118 23.1
Public health activities 8.5 0.0 118 149 154
Other health services 8.2 10.0 15 132 7.0
Research and construction 94 78 135 9.8 ' 8.5
Research 144 19.6 184 52 106
Construction 79 46 103 129 72

SOURCES: Derived from: Mueller, M. S., and Gibson, R. M.: National health expenditures, fiscal year 1975. Social
Security Bulletin 39(2): 3-20, Feb, 1976.
Office of Research and Statistics, Social Security Administration: Selected data.
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Table 143. Amount and percent distribution of personal health care expenditures,! according to source of payment: United
States, selected fiscal years 1929-76

(Data are compiled from a number of government and private sources)

Third-party payments
Fiscal year ﬁgaﬁ;sganra; Direct Private | Philanthropy Government
expenditures payments Total health and State and
insurance industry Total Federal local
Aggregate amount in millions
1929 $ 3165 2% 2,800 $ 365 $ 83 $ 282 $ 85 $ 197
. 2,585 22,134 452 70 382 89 293
3,414 22,799 615 - 92 523 133 389
10,400 7,107 3,293 $ 879 312 2,102 979 1,124
15,231 8,992 6,239 2,358 412 3,469 1,583 1,886
22,729 12,576 10,153 4,698 525 4,930 2,102 2,828
33,498 17,577 15,921 8,280 683 6,958 2,840 4,118
36,216 18,668 17,548 8,936 720 7,892 3,349 4,542
41,343 18,786 22,558 9,344 753 12,461 7,471 4,991
46,521 19,098 27,424 10,444 780 16,200 10,401 5797
52,690 20,957 31,737 12,206 824 18,705 12,283 6,421
60,113 24,272 35,841 14,406 890 20,545 13,403 7,142
67,228 26,307 40,921 16,728 964 23,229 15,401 7,827
74,828 28,141 46,687 18,620 1,035 27,032 18,126 8,906
82,490 30,348 52,142 20,955 1,125 30,062 20,178 9,884
91,315 32,989 58,326 23,050 1,220 34,056 22,974 11,082
105,745 35,553 70,192 26,894 1,331 41,966 28,866 13,100
120,431 39,099 81,332 31,359 1,556 48,417 33,683 14,735
Percent distribution
100.0 88.5 115 26 8.9 2.7 6.2
100.0 826 175 - 2.7 14.8 34 11.3
100.0 82.0 18.0 2.7 153 39 114
100.0 68.3 317 85 3.0 20.2 94 10.8
100.0 59.0 41.0 15.5 2.7 228 104 124
100.0 55.3 447 20.7 23 217 9.2 12.4
100.0 525 475 247 20 20.8 8.5 123
100.0 515 435 24.7 20 218 9.2 125
100.0 45.4 545 226 18 30.1 18.1 121
100.0 41.1 59.0 225 17 3438 224 125
100.0 39.8 60.3 23.2 16 355 233 12.2
100.0 404 59.7 240 15 34.2 223 11.9
100.0 39.1 60.9 249 1.4 346 229 116
100.0 376 62.4 249 14 36.1 24.2 119
100.0 36.8 63.2 25.4 14 364 245 12.0
100.0 36.1 639 25.2 13 373 252 12.1
100.0 336 66.4 254 13 39.7 273 12.4
100.0 325 67.5 26.0 13 40.2 280 12.2

TIncludes all expenditures for health services and supplies other than (a) expenses for prepayment and administra-
tion; (b) government public health activities; (c) expenditures on fundraising by philanthropies.

2 [ncludes any insurance benefits and expenses for prepayment (insurance premiums less insurance benefits).
3 Revised estimates.
4 Preliminary estimates.
SOURCES: Mueller, M. S,, and Gibson, R. M.: National health expenditures, fiscal year 1975. Social Security Bulletin
39(2): 3-20, Feb. 1976.
Office of Research and Statistics, Social Security Administration: Selected data.
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B. Government Expenditures for
Health Care

In fiscal year 1976, public expenditures for
health comprised 42 percent of total health ex-
penditures. Payments for health care are made
under a variety of public programs designed to
provide care or access to care for specified popu-
lation groups. The two largest programs are
Medicare and Medicaid.

Government expenditures for health services
and supplies, defined as total national health ex-
penditures less expenses for research and health
facilities construction, reached an estimated $53.3
billion during the year ending June 1976. Medi-
care and Medicaid together accounted for about
60 percent of this total. The next biggest pro-
portion (13 percent) was for the category of
general hospital and medical care which in-
cludes the hospital and medical care provided
directly by the Federal Government through
the Indian Health Service Program and other
parts of the U.S. Public Health Service and also
outlays by State and local governments for hospi-
tal care (largely for psychiatric care). Federal
outlays for veterans and for military personnel
and their dependents make up the next largest
category, followed by the largely State and local
expenditures for other activities related to pub-
lic health. ‘

Nearly 60 percent of public expenditures, or
$30.4 billion, were devoted to hospital care, with
the largest amounts (both absolutely and pro-
portionally) being generated by the Medicare
program. Physicians’ services accounted for $6.6
billion, or 12 percent of the total, followed close-
ly by outlays for nursing home care at $5.9 bil-
lion (11 percent). Medicare and Medicaid
accounted for most of the outlays for nursing
home care, with Medicaid reporting $5.4 billion
(85 percent of program expenditures) for such
services.

Medicare benefits are the same in all States.
Differences in average expenditure per Medicare
enrollee do exist among the States and geo-

graphic regions, however, because of differences
in the allowable costs and charges in each area
and differences in the service utilization levels
of enrollees. In both 1971 and 1974 per capita
reimbursements for hospital services were high-
est in the Northeast and lowest in the South;
average reimbursement per person for supple-
mentary medical insurance was highest in the
West and lowest in the North Central Region.
New York, Massachusetts, and California were
the States with the highest average reimburse-
ment levels in 1974.

Medicaid, a federally aided program operated
and administered by the States, provides medical
services for certain low-income persons subject
to Federal guidelines. While Federal and State
Governments jointly fund the program in each
State, the State determines benefits, rates of pay-
ment, and eligibility for services. In 1976 all
States and territories except Arizona partici-
pated in the program. Under Medicaid, differ-
ences in levels of expenditure by State and
Federa: administrative region are in part attrib-
utable to differences in allowable charges and
utilization patterns. Another major factor in
the reported differences among States is the
marked differences in the benefit packages them-
selves. For example, New York and California,
which together accounted for 35 percent of all
Medicaid outlays in 1975, not only have rela-
tively large eligible populations but also provide
more benefits to recipients than do many other
States.

Medicaid programs generally cover a broader
range of services than Medicare does. Medicaid
benefits for intermediate care facilities, dental
services, and drugs are among those not pro-
vided under Medicare. Despite the broader
range, nearly 70 percent of Medicaid outlays
nationwide in 1975 were for institutional health
services (i.e., hospitals, skilled nursing homes,
and intermediate care facilities). Only 10 per-
cent were devoted to physicians’ services and
3 percent to outpatient hospital care, and only
7 percent were spent for prescribed drugs.
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Table 144. Estimated expenditures under public programs for health services and supplies, according to source of public funds and type of program: United States,
fiscal year 1976

(Data are compiled from a number of government and private sources)

Health services and supplies

. . Other Eye- . .
Source of public funds and type of program X Physi- . Drugs Nursing | Public | Other .
Total Hospital cian Den'tlst pfofes- and drug Blasses home | health | health Adml'nls-
care ° services| sional . “2iand ap- A . tration
services services sundries pliances care |activities|services
Expenditure in millions
All public programs $53,300 {1 $30,396 | $6,632 $469 $793 1 $1,023 $114 | $5,856 | $3,255 | $3,133 | $1,627
Health insurance for aged and disabled .2 ________ _ 17,777 12,809 3,548 - 284 - - 302 - - 835
Temporary disability insurance

{medical benefits) 3 74 53 18 - 1 1 1 - - - -

Workmen's compensation (medical benefits)3 .. 2,125 1,072 902 - 66 43 43 - - - -

Public assistance (vendor medical payments)2 _____ 15,320 4,888 1,774 390 397 944 - 5,365 - 835 728

General hospital and medical care ... 6,902 6,786 19 4 - 2 - - - 91 -
Defense department hospital and medical care

(including military dependents) 4 3,232 2,050 161 6 - 11 - - - 977 25

Maternal and child health services 593 90 57 14 46 13 18 - - 350 5

Other public health activities 3,255 - - - - - - 3,255 - -

Veterans' hospital and medical care4 3,793 2,555 39 55 - 9 31 189 - 881 34

Medical vocational rehabilitation 229 93 114 - - 22 - - - -

Federal programs 36,247 21,394 4,884 288 540 550 61 3,417 1,243 2,548 1,322

Health insurance for aged and disabled %2 . 17,777 12,809 3,548 - 284 - - 302 - - 835

Workmen’s compensation (medica! benefits)3 __ 66 43 17 - 4 1 1 - - - -

Public assistance (vendor medical payments)2 . 8,381 2,666 968 213 216 515 - 2,926 - 455 422

General hospital and medical care ... 1,265 1,149 19 4 - 2 - - - 91 -
Defense department hospital and medical care

(including military dependents)4 ___ 3,232 2,050 161 6 - 11 - - - 977 25

Maternal and child health services ... 306 47 42 10 36 11 11 - - 144 5

Other public health activities 1,243 - - - - - - 1,243 - -

Veterans' hospital and medical care4 . 3,793 2,555 39 55 - 9 31 189 - 881 34

Medical vocational rehabilitation 183 74 92 - - 17 - - - -

See footnotes at end of table.
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Table 144. Estimated expenditures under public programs for health services and supplies, according to source of public funds and type of program: United States,
fiscal year 1976—Continued . ’

(Data are compiled from a number of government and private sources})

Health services and supplies
Source of public funds and t f pr Physi- - Other Drugs Eye- Nursi Publi Other
p and type of program Hospital | ' VS" | Dentist | profes- ES | glasses |"WUISINg| Fublic Adminis-

Total g cian | vices | sional and drug and ap- home | health | health tration

care | services services |SUNdries | jiionces | care |activities services

Expenditure in millions
State and local programs ..o 17,053 9,002 1,748 181 254 474 53 2,439 2,012 585 306
Temporary disability insurance

(medical benefits)3 74 53 18 - 1 1 1 - - -
Workmen’s compensation (medical benefits)3 ... 2,059 1,029 885 = 62 41 1 - - - -
Public assistance (vendor medical payments)2 ... 6,939 2,222 806 177 180 429 - 2,439 - 379 306
General hospital and medical care oo 5,636 5,636 - - - - - - - - -
Maternal and child health services oo 287 43 15 4 10 3 6 - - 205 -
Other public health activities 2,012 - - - - - - - 2,012 - -
Medical vocational rehabilitation 46 19 23 - - - 4 - - - -

T Includes premium payments for supplementary medical insurance by or in behalf of enrollees.

2 |ncludes duplication in the Medicare and Medicaid amounts where premium payments for Medicare are financed by Medicaid for cash assistance recip-
ients and, in some States, for the medically indigent.

3 Includes medical benefits paid under public law by private insurance carriers and self-insurers.
4 Payments for services outside the hospital (excluding “other health services”) represent only those made under contract medical care programs.
SOURCE: Gibson, R. M., and Mueller, M. S.: National health expenditures, fiscal year 1976. Social Security Bulletin 40(4):3-22, Apr. 1977.



Table 145. Average monthly reimbursement per enrollee 65 years and over from Medicare hospital and medical insurance,
according to geographic region, division, and State: United States, 1971 and 1974

(Data are based on Social Security Administration payment records)

Hospital and/or Hosoital i Supplementary
Geographic region, division, and State medical insurance ospital insurance medical insurance
1971 1974 1971 L 1974 1971 1974

Average monthly amount per enrollee

United States .. ... . $29.71 $38.92 $21.84 $28.65 $ 8.35 $10.93
Northeast 34.10 45.35 2499 3343 9.57 12.52
New England ... . . . .. 34.62 46.73 26.52 35.79 852 11.53
Maine 24.96 34.11 19.27 26.16 6.01 843
New Hampshire . 25.57 34.71 19.60 26.13 6.34 9.02
Vermont 31.84 40.19 24.98 3119 1.27 952
Massachusetts ... ... .. 37.66 51.18 28.85 40.25 9.30 11.63
Rhode Island ____. 36.17 47.09 26.75 34.34 9.87 13.33
Connecticut . ... 34.52 46.85 26.64 34.36 8.21 13.02
Middle Atlantic 33.93 4439 24.49 3265 9.92 12.84
New York 39.44 51.95 28.75 38.11 11.26 1457
New Jersey 30.96 41.38 21.36 29.24 9.96 12.60
Pennsylvania ... 27.11 36.33 19.67 26.41 783 10.41
North Central 28.42 37.57 21.94 28.95 6.84 9.10
East North Central ... . . 28.72 38.61 22.19 29.95 6.89 9.16
Ohio 27.09 35.92 21.58 28.46 5.90 8.04
Indiana 26.04 34.09 20.01 25.98 633 8.46
Itlinois 28.73 3898 21.85 30.37 7.29 917
Michigan 3246 45.67 24.74 35.12 8.08 11.02
Wisconsin 28.84 36.72 22.44 27.82 6.66 9.16
West North Central ... ... 2784 35.51 21.42 26.99 6.76 8.97
Minnesota 32.28 41.47 25.29 3177 733 10.14
lowa 25.48 32.39 19.84 25.19 5.88 750
Missouri 27.66 33.55 21.14 25.11 6.94 9.98
North Dakota .. .. 28.19 39.74 22.29 30.79 6.23 9.44
South Dakota _ ... 25.05 3143 20.00 24.84 5.34 6.97
Nebraska 25.21 3223 18.62 2382 691 8.77
Kansas 27.03 36.88 20.27 27.64 7.10 9.68
South 25.01 3295 17.97 2394 7.56 9.77
South Atlantic 25.60 34.62 18.29 24.95 7.83 10.48
Delaware .. o 29.52 38.78 2262 29.32 7.25 992
Maryland 29.83 4217 2298 3191 7.60 11.26
District of Columbia .. ... 35.39 51.03 27.17 38.37 1041 16.01
Virginia 22.02 30.66 17.01 22.65 5.49 8.75
West Virginia 19.84 21.27 15.99 21.45 4.12 6.26
North Carolina 21.85 28.64 1694 22.08 5.25 7.11
South Carolina oo 16.84 26.60 11.88 20.60 5.38 6.67
Georgia 22.94 29.92 15.50 22.27 8.01 8.44
Florida 30.38 39.57 19.94 2642 10.89 14.02
East South Central . 21.88 28.23 16.30 21.19 6.02 7.71
Kentucky 21.79 27.94 16.91 22.51 5.26 5.99
Tennessee 21.57 28.44 16.00 20.94 5.97 8.09
Alabama 22.53 27.89 16.19 20.28 6.84 8.33
Mississippi N 21.62 28.76 16.08 20.95 6.07 8.70
West South Central ... . 26.27 3343 18.64 24.17 8.19 1001
Arkansas 20.10 26.32 14.54 18.36 5.96 8.54
Louisiana 22.42 28.89 16.69 21.57 6.51 8.28
Oklahoma 26.63 33.37 18.84 24.60 8.30 9.48
Texas 28.82 36.50 20.16 26.22 9.17 11.00
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Table 145. Average monthly reimbursement per enrollee 65 years and over from Medicare hospital and medical insurance,
according to geographic region, division, and State: United States, 1971 and 1974—Continued

(Data are based on Social Security Administration payment records)

Hospital and/or L Supplementary
Geographic region, division, and State medical insurance Hospital insurance medical insurance
1971 L 1974 1971 1974 1971 1974

Average monthly amount per enrollee

West 34.00 43.04 2392 29.83 10.62 1396
Mountain 2788 35.25 20,15 24.75 822 1114
Montana 26.99 30.64 20.49 2175 6.81 9.29
idaho 24.07 33.15 17.89 2441 6.48 9.15
Wyoming 2377 29.54 18.15 2227 5.95 7.65
.Colorado 31.22 37.89 2251 27.67 9.22 10.93
New Mexico . 24.16 33.14 17.27 23.96 759 10.14
Arizona 30.85 38.14 2193 25.18 9.49 13.64
Utah 19.86 2705 13.74 1799 6.46 9.59
Nevada 35.04 46.63 2541 3245 10.33 15.18
Pacific 3581 4543 2504 3139 11.32 14.82
Washington _ . 25.18 3291 17.47 22.87 8.06 10.50
Oregon 2597 34.05 1961 24.72 6.73 9.78
California 39.25 4939 27.30 3397 12.56 16.29
Alaska 25.26 41.58 17.50 29.13 9.79 1545
Hawaii 26.62 35.76 18.68 24.45 842 12.23

SOURCES: Waldhauser, C. B.: Health insurance for the aged: Monthly reimbursements per person by State, 1972.
Health Insurance Statistics. HI-72. DHEW Pub. No. (SSA) 76-11702. Social Security Administration. Washington. U.S. Gov-
ernment Printing Office, Oct. 15, 1975.

Office of Research and Statistics, Social Security Administration: Selected data.
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2 Table 146. Percent distribution of medical vendor payments under the Medicaid program, by type of expenditure according to Standard Federal Administrative
Region and State: United States, 1975

(Data are based on reporting by State Medicaid programs)

14

Type of expenditure
Standard Federal Administrative Amount in All Medi- . Skilled Interme- . ] Outpatient .
Region and State thousands  [caid expen- lﬂpatl.?nlt nu;si?\g dir;te care | Physician | Dentist Ileogpitaln Preascnbed Other?
ditures ospital | facility | facility | SVices | SENVICES | carvices rugs
Percent distribution

All reporting States .. $13,524,564 100.0 318 19.4 18.2 9.9 23 3.0 6.7 8.2

Region | 965,771 100.0 36.2 20.7 16.0 8.0 3.7 53 5.6 44
Connecticut 177,714 100.0 26.1 439 3.7 8.3 2.0 6.0 5.7 42
Maine 81,114 100.0 373 2.5 30.1 15.0 2.4 4.0 6.3 25
Massachusetts 577,115 100.0 39.3 18.7 149 6.8 4.4 57 5.1 51
New Hampshire 30,540 1000 18.9 7.0 41.7 115 55 26 89 39
Rhode Island 79,793 100.0 438 109 235 58 2.8 38 6.9 25
Vermont 2 19,493 100.0 29.6 6.4 33.2 14.0 3.1 3.0 17 29
Region 1 oo 3,758,300 1000 360 229 131 6.0 19 08 37 156

New Jersey . 401,726 100.0 375 1.8 217 114 4.8 6.6 6.4 3.8
New York 3,252,328 100.0 35.9 26.3 11.7 48 15 0.0 28 16.9
Puerto Rico 101,652 100.0 341 241 0.8 211 19.8
Virgin Islands 2,593 100.0 513 - - 14 0.4 29.0 13.0 48
Region I .. 1,345,978 100.0 339 24.3 163 8.2 23 33 6.0 5.7
Delaware ... 16,803 100.0 349 26 24.2 178 -- 8.2 9.1 3.2
District of Columbia o 100,568 100.0 434 31 14.6 134 0.8 8.3 6.2 10.2
Maryland 3 218,805 100.0 39.0 12.0 117 85 6.0 109 84 35
Pennsylvania 768,225 100.0 311 378 125 6.1 16 (V4] 48 59
Virginia 197,528 100.0 317 2.7 358 116 2.2 51 6.5 44
West Virginia 44,049 100.0 454 1.1 18.0 13.9 27 - 11.2 7.8
Region IV ... 1,273,954 100.0 25.8 218 179 124 32 37 119 33
Alabama 150,865 100.0 220 316 153 118 1.8 28 10.4 43
Florida 187,937 100.0 300 339 33 124 24 43 109 28
Georgia . 270,758 100.0 221 24.1 17.7 129 58 43 110 22
Kentucky - 145,678 100.0 27.9 14.6 279 10.2 29 36 8.6 43
Mississippi 102,864 100.0 24.0 29.1 4.6 151 19 28 21.2 13
North Carolina 169,846 100.0 338 14.7 16.2 11.8 4.0 37 120 37
South Carolina 91,477 1000 29.7 258 9.6 125 3.2 30 10.0 6.2
Tennessee 154,519 100.0 19.2 0.6 45.0 128 1.0 4.4 14.2 28

See footnotes at end of table.
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Table 146, Percent distribution of medical vendor payments under the Medicai d program, by type of expenditure according to Standard Federal Administrative

Region and State: United States, 1975—Continued
(Data are based on reporting by State Medicaid programs)

Type of expenditure
Standard Federal Administrative Amount in i ; _ ;
Region and State thousands | caid expon-|| InPatient | SRS | Gt Care | Physician | Dentist | GCRREM| prescribed | ooy
ditures || NosPital | facility | facility | SSrvices | semvices | gopjices | drues
L Percent distribution )

RegionV . 2,727,555 100.0 29.5 158 218 120 34 39 73 6.3
1llinois 753,418 100.0 370 15 18.1 126 35 35 8.7 9.1
Indiana 191,286 1000 213 132 372 8.1 22 36 7.1 74
Michigan 677,078 100.0 331 18.2 135 154 39 4.2 72 45
Minnesota 285,457 100.0 19.7 209 36.2 8.1 27 24 5.1 49
Ohio .. 413,277 100.0 343 17.8 125 116 38 6.4 9.4 4.2
Wisconsin 402,040 1000 15.9 229 345 10.5 31 24 46 6.0

Region VI i 978,285 100.0 194 55 48,0 11.2 0.7 20 94 36
Arkansas 104,570 100.0 15.7 211 324 10.8 37 13 133 17
Louisiana 174,757 100.0 223 1.3 4238 8.6 27 183 40
New Mexico 31,794 1000 312 0.3 28.7 131 36 41 110 8.1
Oklahoma 147,240 1000 26.7 0.3 54.8 113 1.1 0.2 0.9 47
Texas 519,913 1000 164 5.7 521 121 0.1 22 79 34

Region VIl oo 390,083 100.0 282 40 36.5 115 35 32 94 37
lowa 96,759 100.0 18.4 05 523 103 42 28 79 36
Kansas 115,987 100.0 28.8 29 368 10.5 36 31 8.2 6.2
Missouri 117,996 1000 39.2 8.2 159 155 31 39 125 16
Nebraska 59,341 100.0 210 33 50.8 73 27 26 83 41

Region VUl oo 226,048 1000 232 213 286 10.0 2.1 39 7.2 37
Colorado 104,655 100.0 254 16.7 316 9.9 0.4 58 16 25
Montana 30,600 100.0 218 228 234 14.7 43 21 59 50
North Dakota 24,856 100.0 259 333 165 6.4 26 11 8.7 55
South Dakota 23,985 1000 17.4 242 363 9.8 1.2 16 6.7 28
Utah3 35,800 1000 20.1 212 276 8.4 56 39 15 5.7
Wyoming 6,152 100.0 20.5 324 300 116 22 19 - 14

Region IX o 1,546,903 100.0 36.8 221 1.8 14.7 39 49 71 8.6
California 1,483,990 1000 372 219 15 146 38 5.0 71 9.0
Hawaii 3 43,009 1000 223 211 76 15.7 8.7 47 75 6.3
Nevada 19,814 1000 339 221 86 141 5.1 5.2 71 40

See footnotes at end of table,




©o  Table 146. Percent distribution of medical vendor payments under the Medicai d program, by type of expenditure according to Standard Federal Administrative
Region and State: United States, 1975—Continued

(Data are based on reporting by State Medicaid programs)

99

Type of expenditure
Standard Federal Administrative Amount in All Medi- ] Skilled | Interme- . ] Outpatient '
Region and State thousands | ¢ig expen-|| InPatient nursiig digter?aere Physician | Dentist rlljoggi’éaln Prescribed | hers
ditures || NosPital | gaciiity’ | facility | Services | services i oo no o drugs
Percent distribution
Region X o 311,688 100.0 244 23.3 214 10.6 49 33 6.1 6.0
Alaska 9,391 100.0 19.2 19.5 398 12,7 23 42 - 2.4
idaho 29,281 100.0 15.8 144 435 12.8 24 32 5.7 2.4
Oregon 89,479 100.0 224 1.8 49.5 78 3.8 37 5.4 56
Washington 183,537 100.0 270 35.4 3.2 116 6.0 30 6.9 7.0

! Includes clinics, laboratory and radiological services, other practitioners’ services, family planning services, and home health services.
2 Data represent January through July only.

3 Includes generai assistance medical vendor payments.

NOTE: Arizona had no Title XIX program during calendar year 1975.

SOURCE: National Center for Social Statistics: Medical Assistance (Medicaid) Financed Under Title XIX of the Social Security Act, December 1975. Report
B-1. DHEW Pub. No. (SRS) 76-03150. Social and Rehabilitation Service. Washington. U.S. Government Printing Office, Apr. 1976.



C. Age Differences in Expenditures
for Health Care

The age distribution of the population has a
direct bearing on the amount and distribution
of the Nation’s health care expenditures. Per
capita expenditures for people 65 years and
over, nearly all of whom are covered by Medi-
care, are higher than per capita expenditures
for people under 65. This difference generally
reflects the fact that older people experience
more serious spells of illness and have a relative-
ly greater prevalence of chronic conditions than
younger people do. They are hospitalized more
frequently than younger people and they stay
longer:when they are admitted.

In fiscal year 1975, $103.2 billion were spent
for personal health care services—the health serv-
ices and supplies received directly by individ-
uals. Personal health care estimates are derived
by subtracting from the total national health
expenditures amounts devoted to research and
medical facilities construction, administrative
costs of government health programs, private
fundraising activities for health, and the re-
tained earnings of private health insurers.
~ Of the $103.2 billion, 15 percent ($15.4 bil-
lion) was spent to care for people under 19
years, 56 percent ($57.4 billion) for people aged
19-64, and 29 percent ($30.4 billion) for people
65 years and over. The average per capita health
care bill during fiscal year 1975 was $1,360 in
the oldest group, $472 in the intermediate
group, and $212 in} the youngest group. The
amount spent per capita for the elderly was
nearly 3 times the amount spent on behalf of the
younger, working population. Per capita nurs-
ing home expenditures for the elderly were 37
times as great as such expenditures for people
aged 19-64. Expenses for hospital care, drugs,
physicians’ services, and eyeglasses range from
1.9 to 2.6 times as great for the elderly as for
persons aged 19-64. On the other hand, per
capita dental care expenditures for older people
were only half those for the group 19-64 years.

The health expenses of older people were
publicly subsidized to a much greater extent
than those of the younger population. Third-
party payments, both private and public, ac-
counted for about 67 percent of personal health
care expenditures, with public payments ac-

counting for about 40 percent of the amount
spent for all ages. However, the public contri-
bution varied from 66 percent for the elderly
to 24 percent for people under 19 years during
1975.

Personal health care expenditures for the three
age groups vary by type of expenditure (pro-
vider) and source of funds (public or private).
In 1975 nearly half of the total spending for
personal health care in the two older age groups
(19-64 and 65 years and over) was for hospital
care. Public programs covered a greater propor-
tion of hospital expenses than other expenses for
all age groups, paralleling the coverage of pri-
vate health insurance. For the oldest age group,
public sources (i.e., Medicare, Medicaid, and
the Veterans Administration) paid 90 percent
of the total bill for hospital services. Public
sources, chiefly Medicaid, covered 41 percent of
the total hospital services bill for the intermedi-
ate age group. Public expenditures for physician
services utilized by the elderly and intermediate
age groups amounted to about 60 and 20 per-
cent, respectively.

For the elderly, Medicare covers the bulk of
expenditures for hospital and physicians’ serv-
ices and a significant proportion of the cost of
“other” practitioners’ services, which is largely
health care in the individual’s home. Medicare
does not cover expenses associated with dental
services, outpatient drugs, eyeglasses and appli-
ances, or “other health services.” Some portion of
the bill for these services may be picked up by
Medicaid or other State and local programs.

Public and private third parties have paid
a steadily increasing share of personal health
care expenses for all ages, so that these payments
accounted for two-thirds of personal health care
spending in 1975. Medicare covered the largest
portion of the health care bill for the elderly,
but roughly one-third of their health care bills
were paid by elderly patients directly for non-
covered services, for required deductibles and
coinsurance for covered services, and in premi-
ums for private health insurance to cover some
of the gaps in Medicare. For the population
under 65 years, private health insurance cover-
age has expanded steadily during the last 10
years, accompanied by an increase in the share
of expenses covered by public programs. One
increase in public funding was due to the Social
Security Amendments of 1972 which extended
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-Medicare coverage to disabled persons under 65
years. In fiscal year 1976, $856.3 million was
paid in benefits to these individuals.

Medicare is the largest public program for
the elderly, followed by Medicaid and then
other State and local support for general hospi-
tal and medical services. The latter two pro-
grams also constitute the major source of gov-

ernment support for the health care of persons
under 65. Substantial amounts are spent by the
Defense Department and the Veterans Adminis-
tration on the care of people aged 19-64 and 65
years and over. The Defense Department also
contributes substantially to the care of people
under 19 years through its program for military
dependents.

Table 147. Amount and percent distribution of personal health care expenditures for persons 65 years and over, by source
of funds according to type of expenditure: United States, fiscal year 1975

(Data are compiled from a number of government and private sources)

Public
Type of expenditure All sources Private -
Total “ Medicare 1 Other
Amount in millions

Total ... $30,383 $10,466 $19,917 $12,749 $7,169

Hospital care 13,467 1,379 12,088 9,719 2,369
Physician services 4,862 1,987 2,875 2,628 247
Dentist services 540 502 38 - 38
Other professional services ... . . 411 220 221 167 54
Drugs and drug sundries ... 2,629 2,285 344 - 344
Eyeglasses and appliances 506 498 8 - 8
Nursing home care _.. 7,650 3,571 4,079 234 3,845
Other health services ... o 288 24 264 - 264

‘ Percent distribution

Total 100.0 344 65.6 420 235

Hospital care 100.0 10.2 89.8 722 176
Physician services 100.0 409 59.1 54.1 51
Dentist services 100.0 929 7.1 - 7.1
Other professional services 100.0 49.8 50.2 38.0 122
Drugs and drug sundries .... 100.0 86.9 13.1 - 131
Eyeglasses and appliances 100.0 98.4 16 - 1.6
Nursing home care .. o 100.0 46.7 533 31 50.3
Other health services . .. . 100.0 8.2 918 - 918

SOURCE: Mueller, M. S,, and Gibson, R. M.: Age differences in health care spending, fiscal year 1975. Social Security

Bulletin 39(6): 18-31, June 1976.
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Table 148. Aggregate and per capita personal health care expenditures, according to age, source of funds, and type of expenditure: United States, fiscal year 1975
(Data are compiled from a number of government and private sources)

) All ages Under 19 years 19-64 years 65 years and over
Type of expenditure All sources " Private ] Public Allsources“ Private l Public Allsources" Private ‘ Public § All sources “ Privatel Public
Aggregate expenditure in millions

Total . | $103,200 $62,276 | $40,924 $15,406 $11,657 | $3,749 $57,411 $40,153 | $17,258 $30,383 $10,466 | $19,917

Hospital care oo 46,600 20,957 | 25,643 5173 3,063 | 2110 27,960 16,515 | 11,445 13,467 1,379 | 12,088
Physician services .. 22,100 16,245 5,855 5,083 4,431 652 12,155 9,826 2,329 4,862 1,987 2,875
Dentist services ... - 7,500 7,085 415 1,545 1,387 158 5415 5,196 219 540 502 38
Other professional services ... 2,100 1,591 509 462 378 84 1,197 993 204 441 220 221
Drugs and drug sundries ... 10,600 9,695 905 2,014 1,893 121 5,957 5,517 440 2,629 2,285 344
Eyeglasses and appliances ... 2,300 2,198 102 379 365 15 1,415 1,335 80 506 498 8
Nursing home care ... 9,000 3,799 5,201 225 139 86 1,125 88 1,037 7,650 3,571 4,079
Other health services ..o, 3,000 707 2,293 525 1 524 2,187 682 1,505 288 24 264

Per capita expenditure

Total oo $476.40 $287.48 | $188.92 $212.14 $160.52 | $51.62 $471.88 $330.03 | $141.85 | $1,360.16 $468.53 | $891.63

Hospital care ..o 215.12 96.74 | 118.38 71.23 4217 29.05 229.82 135.74 94.07 602.89 6175 | 541.14
Physician services 102.02 74.99 27.03 69.99 61.02 898 99.91 80.77 19.14 217.66 88.96 | 128.69
Dentist services ... 34.62 3271 192 21.27 19.10 217 4451 42,71 1.80 2417 2245 172
Other professional services ... 9.69 7.35 2.35 6.36 5.21 115 9.84 8.17 1,67 19.74 9.83 991
Drugs and drug sundries ......... 48.93 44,76 418 21.73 26.07 1.66 48.96 45,35 362 117.68 102.30 1538
Eyeglasses and appliances ... 10.62 10.15 0.47 523 5.03 0.20 11.63 10.97 0.65 22,65 22.29 0.36
Nursing home care ... 41.55 17.54 24.01 3.10 191 1.19 9.25 0.73 8.52 342.47 150.88 | 182.58
Other health services ... 13.85 3.26 10.59 7.23 0.01 7.22 17.98 5.61 12,37 12.89 1.05 11.84

NOTE: Data are preliminary estimates.

SOURCE: Mueller, M. S, and Gibson,

R. M.: Age differences in health care spending, fiscal year 1975. Social Security Bulletin 39(6): 18-31, June 1976.



Table 149. Per capita expenditures for personal health care, according to source of payment and age: United States, fiscal
years 1966-75

(Data are compiled from a number of government and private sources)

A 4 All Third-party payment
e an .
fgiscal personal Direct Private Philan-
year heaith care payment Total health Govern- thropy and
expenditures insurance ment industry
All ages Per capita expenditure
1966 . $ 181.96 $ 93.79 $ 88.17 $ 4490 $ 39.65 $3.62
1967 205.45 93.35 112,10 46.43 61.92 374
1968 228.75 9391 134.84 51.35 79.66 3.84
1969 256.59 102.06 154.53 59.44 91.09 4.01
1970 289.76 117.00 172.76 69.44 99.03 4.29
1971 320.84 12555 195.29 79.83 110.86 4.60
1972 353.00 132.73 220.27 88.00 127.37 4.89
19730 386.84 142,32 244.53 98.27 140.98 5.28
19741 419.44 145.77 273.66 112.21 155.78 568
19752 476.40 155.11 321.30 126.21 188.92 6.17
Under 65 years
154.96 79.13 75.82 42.25 30.09 3.48
17155 82.59 88.96 4798 3727 371
185.39 85.22 100.17 53.11 43.26 3.80
206.36 91.14 115.21 61.54 49,66 4,01
232.50 100.71 131.79 71.98 55.50 431
255.09 104.77 150.32 8311 62.59 4.62
278.23 106.96 171.27 91.81 7452 4.04
309.45 118.38 191.07 102.67 83.07 5.34
333.39 117.98 21541 117.38 92.27 5.76
374.79 128.11 246.68 132.28 108.12 6.28
445.25 236.72 208.52 70.71 132,89 492
535.03 198.01 337.03 31.38 301.59 4.05
646.65 177.90 468.75 3442 430.45 3.87
735.19 206.02 529.17 39.42 485.75 4.00
828.31 270.20 558.11 4554 508.50 4.06
925.98 316.78 609.20 49.67 555.15 438
1,033.51 367.40 666.11 53.33 608.30 449
1,081.35 357.16 724.19 58.81 660.69 470
1,181.46 391.90 789.56 66.35 718.20 501
1,360.16 389.88 970.28 7344 891.63 5.22

1 Revised estimates.
2 Preliminary estimates.

SOURCE: Mueller, M. S., and Gibson, R. M.: Age differences in health care spending, fiscal year 1975. Social Security
Bulletin 39(6): 18-31, June 1976.
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Table 150. Percent distribution of per capita expenditures for personal health care, by source of payment according to age:

United States, fiscal years 1966-75

(Data are compiled from a number of government and private sources)

A d All Third-party payment
ge an ] Direct ; :
: persona Private Philan-
f;,se%?l health care payment Total health Govern- thropy and
expenditures insurance ment industry
All ages Percent distribution
1966 100.0 51.5 48.5 24.7 218 2.0
1967 100.0 454 54.6 22,6 30.1 18
1968 100.0 41.1 58.9 225 3438 17
1969 100.0 39.8 60.2 232 355 16
1970 100.0 404 59.6 240 342 15
1971 1000 391 60.9 24.9 346 14
1972 100.0 376 62.4 24.9 36.1 14
19731 100.0 36.8 63.2 254 364 14
19742 100.0 3438 65.2 26.8 371 14
19752 100.0 326 674 26.5 39.7 " 13
Under 65 years
1966 100.0 511 48.9 273 194 22
1967 e e 100.0 48.1 5189 28.0 217 22
1968 100.0 46.0 540 287 233 21
1969 100.0 4.2 55.8 298 241 20
1970 100.0 433 56.7 310 239 19
1971 100.0 411 58.9 326 245 18
1972 100.0 384 61.6 33.0 268 13
19731 100.0 38.3 61.7 332 26.8 17
19742 100.0 354 64.6 352 21.7. 1.7
19752 100.0 342 65.8 353 288 17
65 years and over
1966 100.0 53.2 46.8 15.9 29.8 1l
1967 100.0 37.0 63.0 59 56.4 0.3
1968 100.0 275 725 53 66.6 0.6
1969 100.0 280 720 54 66.1 05
1970 1000 326 674 " 55 614 0.5
1971 100.0 34.2 65.8 54 60.0 05
1972 100.0 35.6 64.5 52 58.9 04
19731 100.0 330 67.0 54 61.1 0.4
16874 2 100.0 332 66.8 5.6 60.8 0.4
19752 100.0 28.7 713 54 65.6 0.4

1 Revised estimates.

2 Preliminary estimates.

SOURCE: Mueller, M. S, and Gibson, R. M.: Age differences in health care spending, fiscal year 1975. Social Security
Bulletin 39(6): 18-31, June 1976. i
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Table 151. Estimated aggregate and per capita personal health care expenditures under public programs, according to age, source of public funds, and program:
United States, fiscal year 1975

(Data are compiled from a number of government and private sources)

All ages Under 19 years 19-64 years - 65 years and over
Program All State All State All State All State
public || Federal and public || Federal and public || Federal and public Federal and
sources local sources local sources focal sources local

Aggregate expenditure in millions

Total $40,924 || $28,578 | $12,346|| $3749 || $2,391 | $1,358 | $17,258 || $9,856 | $7,402 | $19,917 || $16,331 $3,586

Health insurance for the aged and
disabled—Medicare ... 14,121 14,121 3 3 1,355 1,355 - 12,762 12,762 -
Temporary disability insurance . 73 73 - 73 - 73 -

Workmen's compensation (medical
benefits) 1,830 51 1,779 1,773 49 1,724 57 2 55
Public assistance—Medicaid .. ... 12,487 6,692 5,795 2,098 1,125 974 5,475 2,934 2,541 4,914 2,633 2,280
General hospital and medical care 5,492 1,090 4,402 518 320 198 3,638 685 2,954 1,335 85 1,250

Defense department hospital and
medical care (including

military dependents) . 2,989 2,989 - 726 726 2,173 2,173 90 90
Maternal and child health services __ 535 272 263 365 186 179 171 87 74
Veterans' hospital and medical care _.. 3,206 3,206 - 2,450 2,450 756 756 .-
Medical vocational rehabilitation . 190 157 33 38 3 7 148 122 26 4 3 1

Per capita expenditure
Total oo $188.91 || $131.92 $56.99 |1 $51.62 || $32.95 | $18.67 | $141.88| $81.02 | $60.86 | $891.61 || $731.06 | $160.55
Health insurance for the aged and

disabled—Medicare .. 65.18 65.18 0.09 0.09 11.14 11.14 571.31 57131
Temporary disability insurance .. 0.34 - 0.34 - - 0.60 -— 0.60 -
Workmen’s compensation (medical

benefits) 8.45 0.24 8.21 14.58 0.40 14.18 2.55 0.08 247
Public assistance—Medicaid _._. ... 57.64 30.89 26.75 28.87 15.48 1339 45,01 24.12 20.89 219.93 117.87 102.07
General hospital and medical care __. 25.35 5.03 2032 7.13 440 273 2991 563 2428 59.76 380 55.96
Defense department hospital and

medical care (including

military dependents) .. ... 13.80 13.80 - 9.99 9.99 17.87 17.87 403 4.03 -
Maternal and child health services __._ 247 1.26 1.21 5.02 2.56 2.46 141 0.71 0.70 - -
Veterans' hospital and medical care .. 14.80 14.80 - - - 20.14 20.14 3384 3384
Medical vocational rehabilitation ... 0.88 0.72 0.16 0.52 0.43 0.09 1.22 1.00 0.22 0.18 0.13 0.05

NOTE: Data are preliminary estimates.
SOURCE: Mueller, M. S,, and Gibson, R. M.: Age differences in health care spending, fiscal year 1975. Social Security Bulletin 39(6):18-31, June 1976.



D. Health Insurance Coverage

An estimated 163 million persons, or 78 per-
cent of the Nation’s civilian population, were
protected by private health insurance against
some portion of the cost of hospital care by the
end of 1974. This estimate is based on data com-
piled by the Social Security Administration
from a number of sources—primarily insurance
company estimates of enrollment, coverage, and
financial experience with adjustments from other
sources. Three-fourths of the population had
coverage for physicians’ services, but this was
mostly limited to inhospital services such as
surgery, inhospital physician visits, X-rays, and
laberatory tests. Much of the coverage for phy-
sician visits in the office and home was under
major-medical plans requiring considerable de-
ductible payments and copayments. A relatively
small proportion of the population had first
dollar coverage for these services. For other serv-
ices the proportion of the population covered
by private insurance was much smaller. The
extent of coverage for the same service varies
widely among policies, as does the cost of these
policies.

Private health insurance paid for about one-
quarter of all health care expenses in fiscal year
1976. Direct payment by individuals accounted
for about one-third of all expenditures, and the
largest share was paid by the government (40
percent). The bulk of the private insurance ex-
penditures were for hospital care (62 percent)
and physician services (30 percent). Dental serv-
ices and drugs and drug sundries were paid
primarily by the consumer.

The rate of growth in enrollment for insur-
ance covering hospitalization and physician serv-
ices declined since 1960, as the market for these
plans became increasingly saturated. In the
meantime, however, benefit expenditures in-
creased at an annual rate of 11-13 percent. The
more rapid growth in insurance benefit expendi-
tures is partly attributable to inflation, but un-
doubtedly also reflects an expansion in the scope
of benefits.

Much of the private health insurance pur-
chased by people 65 years and over is designed
to supplement or extend the benefits received
under Medicare (e.g., to pay the required de-
ductibles and coinsurance). Since nearly all

persons 65 years and over are covered by Medi-
care, although the numbers not covered have
been increasing in recent years, the remainder
of this section will be devoted to the insurance
coverage of persons under 65 years. Also, since
hospital insurance is basic to nearly all health
insurance policies, hospital coverage will be
used to differentiate between the insured and
the uninsured population.

Data collected as a part of the 1974 Health
Interview Survey provide further insight into
the health insurance coverage of the population
by various socioeconomic classifications. Overall
these data showed that about 78 percent of the
civilian noninstitutionalized population under
65 years had hospital insurance. (Provisional
data from the 1976 Health Interview Survey in-
dicate that coverage levels had remained about
the same.) The proportion of people having
such coverage increased with income, rising
from 37 percent for the lowest income group
(under $3,000) to more than 90 percent among
families with incomes of $15,000 or more. With-
in each income group except the lowest, the
percent covered increased with age. The rela-
tively high percent of coverage of people aged
17-24 in the lowest income group is attributable
to the number of young adults with low earn-
ings who were still eligible for coverage under
their parents’ policies, who had policies pur-
chased by their parents, or are covered as stu-
dents.

Hospital insurance coverage also increased as
income increased in each of the four geographic
regions. The proportion of the population hav-
ing insurance was highest in the Northeast and
North Central Regions and lowest in the South
and West. People living in metropolitan areas
were somewhat more likely to have hospital in-
surance than those residing in nonmetropolitan
areas, either in nonfarm or farm settings. Across
all income and age categories proportionally
more persons identified as white had hospital
insurance coverage than did persons of all other
races.

An estimated 38 million Americans under 65
years had no private hospital insurance cover-
age in 1974. People reported a number of rea-
sons for not having insurance, not all of them
strictly economic. One of the main reasons for
not having insurance, reported by 31.9 percent

363



of those not covered, was eligibility for govern-
ment-financed programs such as Medicaid, mili-
tary programs including CHAMPUS, and Medi-
care disability benefits. Another large group
(40.2 percent) characterized private health in-
surance as being too expensive. The two income
categories under $10,000 showed no significant
differences in the proportion of respondents cit-
ing this as a reason for not having insurance.

Among families with annual incomes over
$10,000 who did not have health insurance, it
was less often described as being too expensive.
Other people said that they saw no need for
health insurance because of their good health
(8.4 percent) , that they did not believe in it (2.1
percent), that they were dissatisfied with pre-
vious insurance (2.2 percent), or that they could
not get insurance (2.0 percent).

Table 152. Amount and percent distribution of personal health care expenditures, by source of payment according to type
of expenditure: United States, fiscal year 1976

(Data are compiled from a number of government and private sources)

Third-party payment
All personal
. health care Direct : :
Type of expenditure . Private . Philan-
yp P expendi- payment Total health Glc;vee':? thropy and
tures insurance industry
Aggregate amount in millions

Total $120,431 $39,009 $81,332 $31,359 $48,417 $1,556

Hospital care 55,400 4,909 50,491 19,443 30,396 652
Physician services 26,350 10,198 16,152 9,502 6,632 18
Dentist services 8,600 6,970 1,630 1,160 469 0
DPrugs and drug sundries 11,168 9,423 1,745 721 1,023 0
Other health services! 18,913 7,598 11,316 533 9,396 886

Per capita amount

Total $551.50 $179.05 $372.46 $143.61 $221.72 $7.13

Hospital care 253.70 2248 231.22 89.04 139.20 298
Physician services 120.67 46.70 7397 4351 30.37 0.08
Dentist services 39.38 31.92 7.46 531 2.15 0.00
Drugs and drug sundries 51.14 4315 7.99 3.30 469 0.00
Other health services1 86.61 34.79 51.82 244 45.32 4.06

Percent distribution

Total 100.0 325 675 260 40.2 13

Hospital care 100.0 8.9 91.1 35.1 54.9 12
Physician services 100.0 38.7 61.3 36.1 25.2 0.1
Dentist services 100.0 81.1 189 135 55 -
Drugs and drug sundries 100.0 84.4 15.6 6.5 9.2 -
Other health services? 100.0 40.2 59.8 28 52.3 47

TIncludes other professional services, eyeglasses and appliances, nursing home care, and other services not else-

where classified.

SOURCES: Mueller, M. S., and Gibson, R. M.: National health expenditures, fiscal year 1976. Social Security Bulletin

40(4): 3-22, Apr. 1977.

Office of Research and Statistics, Social Security Administration: Selected data.
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Table 153. Number and percent of persons with private health insurance coverage, according to age and type of coverage:
United States, December 31, 1974

(Data are based on surveys of insurors)

All ages Under 65 years 65 years and over
Type of coverage Number | Percent of | Number | Percent of | Number | Percent of
insured in civilian insured in| civilian insured in| civilian
thousands | population || thousands | population !} thousands | population!
Hospital care 163,396 776 150,585 799 12,811 579
Physician services:
Surgical services 159,518 75.7 147,570 783 11,948 54.0
Inhospital visits 155,022 736 146,110 775 8,912 403
X-ray and laboratory examinations ______ 153,017 727 146,006 715 7,011 317
Office and home visits . 125,183 59.4 117,321 623 7,862 355
Dental care 33,297 158 32,887 17.4 410 19
Prescribed drugs (out-of-hospital) _ ... 141,755 67.3 138,023 732 3,732 169
Private duty nursing 141,167 67.0 137,446 729 3,721 168
Visiting nurse service 136,687 649 132,044 70.1 4,643 21.0
Nursing home care 69,840 332 66,343 352 3,497 1538

1Based on U.S. Bureau of the Census estimates as of January 1, 1975: all ages = 210,593,000; under 65 years =

188,467,000; and 65 years and over = 22,126,000.

SOURCE: Mueller, M. S., and Piro, P. A.: Private health insurance in 1974: a review of coverage, enrollment, and
financial experience. SoQial Security Bulletin 39(3): 3-18, March 1976.
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Table 154. Number and percent of persons under 65 years of age with private hospital insurance coverage, according to family income and age: United States, 1974
(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

Population | Number p t Population | Number P t
Family income and age in insured in | ercend Family income and age in insured in | | ercend
thousands | thousands | '"SUre thousands | thousands | 'nsure
All incomes 1 $7,000-$9,999
All ages under 65 years ... 186,603 145,159 778 All ages under 65 years .. 25,037 19,077 76.2
Under 17 years 62,957 46,482 738 Under 17 years 8,519 6,048 710
17-24 years 29,564 21,415 724 17-24 years 4,205 3,076 73.2
25.44 years 51,218 41,967 819 25-44 years 6,918 5428 785
45-64 years 42,864 35,295 823 45-64 years 5,394 4,524 839
Less than $3,000 w
All ages under 65 years ... . 10,643 3,958 37.2 All ages under 65 years .. 49,293 43,294 87.8
Under 17 years 3,140 717 22.8 Under 17 years .. 17,612 15,338 87.1
17-24 years 3,046 1,693 55.6 17-24 years 6,590 5,386 817
25-44 years 1,725 510 29.6 25-44 years .. 15,296 13,774 90.0
45-64 years 2,731 1,038 380 4564 years 9,796 8,79 89.8
$3,000-$4,999 $15,000 or more
All ages under 65 years ... 12,942 5,304 41.0 All ages under 65 years ... 60,698 55,727 91.8
Under 17 years 4,603 1,266 215 Under 17 years 19,621 17,922 913
17-24 years 2,592 1,174 453 17-24 years 8,315 7,180 86.3
25-44 years 2,570 1,014 395 25-44 years 18,228 16,983 93.2
45-64 years 3,177 1,850 58.2 45-64 years 14,533 13,643 939
$5,000-$6,999
All ages under 65 years ... 17,071 10,213 59.8
Under 17 years 6,084 3,029 49.8
17-24 years 3,240 1,954 60.3
25-44 years 3,899 2,397 61.5
45-64 years 3,849 2,833 73.6

1Includes unknown family income.

SOURCE: National Center for Health Statistics: Hospital and surgical insurance coverage among persons under 65 years of age in the United States, 1974.

Monthly Vital Statistics Report. Vol. 25, No. 2, Supp. (3). DHEW Pub. No. (HRA) 76-1120. Health Resources Administration. Rockville, Md. May 19, 1976.
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Table 155. Number and percent of persons under 65 years of age with private hospital insurance coverage, according to geographic region and family income:
United States, 1974

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

. Population { Number p Population | Number Percent
Geographic region and family income in insured in -ercencii: Geographic region and family income in insured in | © STEE
‘ thousands | thousands | 'MSuré thousands | thousands e
Northeast South
All incomes!! 43558 _ 1 35638 | 818_ | . All incomes! 58,878 42,682 725
Less than $3,000 1,594 657 1.2 Less than $3,000 4,914 1,720 350
$3,000-$4,999 2,478 838 338 $3,000-$4,999 5211 2,311 443
$5,000-$6,999 3,698 2,234 60.4 $5,000-$6,999 6,546 3,970 60.6
$7,000-$9,999 5,355 4,374 81.7 $7,000-$9,999 8,647 6,270 72.5
$10,000-$14,999 12,052 10,801 89.6 $10,000-$14,999 14121 12,044 853
$15,000 or more 15,513 14,510 93.5 $15,000 or more 15,304 13,734 89.7
North Central West
All incomes! 50,616 42,338 836 All incomes! 33,551 24,501 730
Less than $3,000 2475 1,127 455 Less than $3,000 1,661 454 213
$3,000-$4,999 2,951 1,396 473 $3,000-$4,999 2,301 759 330
$5,000-$6,999 3,989 2,623 65.8 $5,000-$6,999 2,838 1,387 489
$7,000-$9,999 6,596 5,497 83.3 $7,000-$9,999 4,438 2,936 66.2
$10,000-$14,999 14,381 13,215 919 $10,000-$14,999 8,740 7,235 828
$15,000 or more 17,947 16,835 93.8 $15,000 or more 11,934 10,647 89.2

1 {ncludes unknown family income.

SOURCE: National Center for Health Statistics: Hospital and surgical insurance coverage among persons under 65 years of age in the United States, 1974,
Monthly Vital Statistics Report. Vol. 25, No. 2, Supp. (3). DHEW Pub. No. (HRA) 76-1120. Health Resources Administration. Rockville, Md. May 19, 1976.
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Table 156. Number and percent of persons under 65 years of age with private hospital insurance coverage, according to place of residence and age: United States,

1974
(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

Population | Number p t Population | Number P t

Place of residence and age in insured in | ! ercend Place of residence and age in insured in _ercend
thousands | thousands | 'MSUre thousands | thousands | '"SUre

All places of residence Outside SMSA, nonfarm
All ages under 65 years ... 186,603 145,159 778 All ages under 65 years ... 50,147 37,265 74.3
Under 17 years 62,957 46,482 738 Under 17 years 17,604 12,396 704
17-24 years 29,564 21,415 72.4 17-24 years 7,819 5,411 69.2
25-44 years 51,218 41,967 81.9 25-44 years 13,429 10,641 79.2
45-64 years 42,864 35,295 823 45-64 years 11,295 8,817 78.1
SMSA Outside SMSA, farm

All ages under 65 years ... - 129,862 102,951 79.3 All ages under 65 years ... 6,595 4,943 75.0
Under 17 years . 43,083 32,421 75.3 Under 17 years 2,271 1,665 733
17-24 years 20,907 15,409 73.7 17-24 years 838 595 710
25-44 years _ 36,277 30,166 83.2 25-44 years 1,512 1,161 76.8
45-64 years 29,595 24,956 83.3 45-64 years 1,974 1,523 772

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



Table 157. Number and percent of persons under 65 years of age with private hospital insurance coverage, according to
color, family income, and age: United States, 1974

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

White All other
Age Less than $5,000- $10,000 Less than $5,000- $10,000
$5,000 $9,999 or more $5,000 $9,999 or more
Population in thousands

All ages under 65 years ... 16,188 35,193 101,562 7,397 " 6,915 8,429
Under 17 years 4,416 11,683 34,236 3,328 2,920 2,997
17-24 years 4,345 6,292 13,605 1,293 1,153 1,299
25-44 years 2,931 9,068 30,810 1,364 . 1,749 2,715
45-64 years 4,496 8,151 22,911 1,412 1,002 1,418

Number insured in thousands

All ages under 65 years .. 7,218 25,231 91,923 2,045 4,059 7,098
Under 17 years 1,338 7,586 30,753 646 1,491 2,506
17-24 years_ 2,442 4,409 11,589 426 621 977
25-44 years 1,104 6,622 28,355 420 1,203 2,401
+4b-64 years 2,334 6,615 21,225 554 743 1,214

Percent insured

All ages under 65 years ______. 446 717 905 276 58.7 84.2
Under 17 years 30.3 64.9 89.8 194 511 83.6
17-24 years 56.2 70.1 85.2 329 53.9 75.2
25-44 years 37.7 730 920 30.8 63.8 834 -~
45-64 years 51.9 81.2 92,6 39.2 68.0 85.6

SOURCE: MNational Center for Heaith Statistics: Hospital and surgical insurance coverage among persons under 65
years of age in the United States, 1974. Monthly Vital Statistics Report. Vol. 25, No. 2, Supp. (3). DHEW Pub. No. (HRA)
76-1120. Health Resources Administration. Rockville, Md. May 19, 1976.
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Table 158. Percent distribution of persons under 65 years of age with no private hospital insurance coverage, by reason for not having insurance according to

family income and-age: United States, 1974
(Data are based on household interviews of a sample of the civilian noninstitutionalized population)

Number with Reason for not having private hospital insurance coverage
o private Dissatisfied | C d by | Health
Family income and age hospital ), ' . issatisfie overed by ealthy—no
insurance in Total _Can t get [.)O'?t believe with previous| government need for TOO. Other or
thousands insurance | in insurance | oo program ! insurance expensive unknown
All incomes 2 Percent distribution

All ages under 65 years ... 37,498 100.0 2.0 21 2.2 319 8.4 40.2 133
Under 17 years 15,045 100.0 0.7 14 20 40.1 6.2 399 9.7
17-24 years 7,420 100.0 11 21 19 236 119 40.3 191
25-44 years 8,281 100.0 1.8 25 24 273 9.7 40.5 15.7
45-64 years 6,752 100.0 6.0 30 26 28.3 78 40.5 118

Less than §5,000

All ages under 65 years 13,857 100.0 2.2 13 15 356 63 46.1 7.0
Under 17 years 5,603 100.0 0.7 * 1.2 44.7 43 444 4,1
17-24 years 2,624 100.0 * 2.1 1.6 258 114 46.1 12,0
25-44 years 2,698 100.0 20 19 16 331 6.8 47.2 7.4
45-64 years 2,933 100.0 6.5 13 19 29.3 51 48.4 7.6

All ages under 65 years ... 11,978 100.0 19 19 2.2 29.0 8.2 440 12.8
Under 17 years 5,188 100.0 * 1.5 22 345 6.5 449 9.9
17-24 years 2,291 100.0 * 1.7 2.0 240 109 422 18.0
25-44 years 2,783 100.0 1.5 20 2.2 226 9.7 45.9 16.0
45-64 years 1,717 100.0 7.1 33 28 294 75 40.3 9.5

$10,000-$14,999

All ages under 65 years ... _. 5,161 100.0 1.6 2.6 21 311 11.0 313 20.3
Under 17 years 1,956 100.0 * * 2.2 415 85 294 16.7
17-24 years 1,067 100.0 * * * 20.0 145 338 284
25-44 years 1,264 100.0 * 36 * 282 11.6 31.2 211
45-64 years 827 100.0 43 53 * 254 117 333 16.9

See footnotes at end of table.
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Table 158. Percent distribution of persons under 65 years of age with no private hospital insurance coverage, by reason for not having insurance according to

family income and age: United States, 1974—Continued

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

Number with Reason for not having private hospital insurqnce coverage
o no private - - - '
romiy omeanazge | nowal | T ot gt [ ot e st [orerea by et no T 1oy T e o
thousands insurance | in insurance " oo program! | ‘insurance expensive unknown
$15,000 or more 7 N ‘ Percent distribution
All ages under 65 years ... 3,817 100.0 1.7 34 39 345 12.3 20.6 236
Under 17 years 1,266 100.0 * 36 37 458 9.5 17.3 19.0
17-24 years 923 100.0 1.2 * 4.1 236 143 24.7 295
25-44 years 764 100.0 * * ¥ 285 13.7 206 26.7
45-64 years 664 100.0 * * * 36.7 12.8 208 20.0

1Such as Medicaid, Medicare, military.
2 Includes persons with unknown family income.

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics:

Data from the Health Interview Survey.



Table 159. Percent distribution of personal health care expenditures, by source of payment according to type of
expenditure: United States, selected fiscal years 1950-76

(Data are compiled from a number of government and private sources)

Personal Third-party payment
Type of expenditure health care Direct : o
and fiscal year expenditures Total payment | ot T\Z;?ttr? Govern- thrc:lp;;agnd
in millions insurance | ment industry
Hospital care Percent distribution
1950 $ 3,698 100.0 34.2 65.8 16.5 45.7 36
1955 5,689 100.0 236 763 274 459 30
1960 e e e 8,499 100.0 18.6 814 36.8 42.0 26
1965 13,152 100.0 185 815 417 375 2.3
1970 . 25,879 100.0 123 87.7 355 50.8 14
1971 29,133 100.0 10.2 89.8 36.5 519 14
1972 I 32,720 100.0 8.8 912 36.0 539 13
1973 36,155 100.0 10.0 90.1 36.1 52.7 13
19741 41,020 100.0 12.2 87.8 343 522 13
19751 ’ 48,224 100.0 9.8 90.2 340 550 1.1
19762 55,400 100.0 8.9 - 35.1 549 12
Physician services
1950 $ 2,689 1000 848 152 10.0 49 03
1955 e e e 3,632 100.0 712 28.7 219 6.6 0.2
1960 5,580 100.0 66.0 340 273 65 0.2
1965 8,405 100.0 63.2 368 304 6.3 0.1
1970 13,443 100.0 449 55.1 33.2 218 0.1
1971 15,098 100.0 438 56.1 342 21.8 0.1
1972 16,527 100.0 43.0 57.0 348 221 0.1
1973 17,995 100.0 405 59.5 36.4 230 0.1
19741 19,742 100.0 399 60.1 364 236 0.1
19751 22,925 100.0 390 610 36.0 249 0.1
1976 2 26,350 100.0 38.7 613 36.1 252 0.1
All other services
1950 $ 4,013 100.0 88.8 113 - 70 43
1955 5,910 100.0 85.7 14.3 - 104 39
1960 8,650 100.0 845 15.6 0.6 116 34
1965 11,941 1000 823 17.7 20 12.6 31
1970 20,791 1000 717 283 44 215 24
1971 22,997 100.0 719 28.1 48 209 24
1972 25,581 100.0 709 29.1 43 225 23
1973 . . 28,340 100.0 68.6 314 4.8 243 23
19741 30,553 100.0 65.8 34.2 58 26.1 23
19751 34,595 100.0 63.2 36.8 6.5 28.1 22
19762 38,681 100.0 62.0 380 6.2 29.4 23

T Revised estimates.
2 Preliminary estimates.

SOURCES: Mueller, M. S., and Gibson, R. M.: National health expenditures, fiscal year 1975. Social Security Bulletin
39(2): 3-20, Feb. 1976.

Office of Research and Statistics, Social Security Administration: Selected data.
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Table 160. Persons enrolled under private health insurance plans, benefit expenditures for enrollees, and average annual

percent change, according to type of service: United States, selected years 1950-74

(Data are based on surveys of insurers)

Enroliment in thousands Benefit expenditures in millions
Year and
period Hospital Physician Hospital Physician
care services care services
1950 81,691 55,950 $ 680 $ 312
1955 113,976 98,000 1,679 857
1960 140,055 127,091 3,304 1,593
1965 160,485 148,236 5,790 2,680
1970 190,758 179,152 10,008 4,908
1971 193,308 181,191 11,279 5,430
1972 198,132 185,153 12,242 6,092
1973 201,684 190,359 13,154 6,683
1974 207,895 194,576 15,006 7,795
Average annual percent change
1950-74 40 53 13.8 14.3
1950-55 6.9 119 19.8 24
1955-60 42 53 145 13.2
1960-65 23 31 119 11.0
1965-74 29 31 111 12.6

SOURCE: Mueller, M. S., and Piro, P. A.: Private health insurance in 1974: a review of coverage, enrollment, and
financial experience. Social Security Bulletin 39(3):3-20, March 1976.
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E. Medical Care Price Changes

The Consumer Price Index (CPI), compiled
by the Department of Labor’s Bureau of Labor
Statistics, is the major source of information re-
garding price changes in the American economy.
While the CPI is often said to measure changes
in the “cost of living,” its correct technical defi-
nition is more restrictive. The CPI is designed
to measure the change in prices of a given “mar-
ket basket” of goods and services representative
of the purchases of urban wage earners and
clerical workers. In other words, the CPI mea-
sures changes over time in the prices of the same
set of goods and services, excluding (at least in
concept) changes in the quality and quantity
purchased. The prices of representative health
services and drugs are included in the medical
care index, and health insurance premiums are
estimated by using proxy measures for changes
in the price of covered services and in overhead.
The data are collected directly from providers
located in 56 metropolitan and nonmetropoli-
tan areas across the country.

The CPI has been criticized on two counts,
(1) for lack of taking changes in the quality of
health services and products into account, and
(2) for items priced not being representative of
actual medical treatments and practices. Never-
theless, the medical care component of the CPI
is still the most widely used indicator of health
care inflation.

Historically, medical care price increases have
exceeded the increases registered by the total
(all items) Consumer Price Index, although the
rate of increase has varied over different periods
of time. The overall CPI in 1976 was 2.4 times
as high as in 1950, having increased at an aver-
age rate of 3.4 percent per year. During the same
interval, the price of medical care more than
tripled (3.4) and increased at an annual rate of
4.9 percent. Charges for hospital rooms have
increased at an annual rate of 8.8 percent, phy-
sicians’ fees at 4.8 percent, dentists’ charges at
3.9 percent, and drug prices at 1.4 percent.

The price of medical care has risen at a higher
than average rate during the past 2 years, in part
compensating for the smaller rates of increase
imposed during the Economic Stabilization
Program. The price of medical care averaged
12 percent higher in 1975 than in 1974, led by
increases in hospital charges of 14.9 percent and
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in physicians’ fees of 12.3 percent. The rate of
increase in medical care prices has slowed some-
what (to 9.5 percent) in 1976 as has the rate for
the overall CPI (5.3 percent). This rate of in-
flation is about the same as was reported for
1974, but is considerably more than the 6 to 7
percent rates experienced prior to the beginning
of the Economic Stabilization Program in late
1971.

The imposition of price and wage controls
under the Economic Stabilization Program
(ESP), which extended from August 1971 to
April 1974, had a particularly dramatic impact
on health care prices. As is shown in the fol-
lowing table, the imposition of controls reduced
the rate of health care inflation by more than
one-third the rate of the previous 2 years. This
was followed by large “catchup” increases im-
mediately after the expiration of the program.

Table B. Average annual percent change in specified health
items in the Consumer Price Index (CPI), by time period:
United States

B Bolzal? |2
— (O [ “—
EF| 25| 25| 2w | 2o
n.$ ~ Z ° “’2 wg
Item BTG5 BE| 2| L
olWg|Ws 5 Es
Po|wa| 5| 8| 63
SO ER| 5| ET | E
a |77 (=
Average annual
percent change*
CPl,all items .o 56| 64| 80[102] 6.2
Medical care, total .| 67] 43 (113|139 | 9.2
Medical care services ... 7649 (119|145 | 96
Hospital service charges. | ——--{24.6 { 140 | 16.8 | 11.7
Physicians' fees .. . 74140 | 125 | 140 | 113
Dentists’ fees ... | 64|42 | 88118 ]| 64
Drugs and prescriptions ... 12107 ] 76| 92| 6.2

* Based on monthly indexes corresponding to the months
during which controls were in effect.

*Rate of change based on percentage change from Jan-
uary 1972 rather than August 1971.

The CPI measures average price increases for
the Nation as a whole, but the rate of increase
has not been uniform across the country. Data
are available on annual percentage changes in
the price of medical care and its major sub-
groups for nine large metropolitan areas for the
period between December 1968 and December
1976. Variations in both the rate and the timing
of medical care price changes occurred among
the different areas reflecting local providers’ pric-
ing decisions and local economic conditions.



Medical care prices in all but one of the cities
rose at a faster rate than the average for all U.S.
cities. Among the nine cities, Detroit experi-
enced the largest increase over the 8-year period,
averaging 9.0 percent per year, while prices in
St. Louis rose an average of only 6.5 percent.
Prices in Atlanta, Baltimore, and New York rose
by about 8 percent per year. The increases in
Chicago, Los Angeles, and San Francisco were
slightly above the U.S. average of 7.4 percent for
the period. It should be emphasized that these
data are rates of change and are not indicative
of the comparative price levels among cities.
The Consumer Price Index for prescription
drugs has been the subject of particular criticism

during recent years because, it is said, the index
as presently constituted is not a representative
measure of the prices actually paid by con-
sumers for the wide variety of prescriptions
available. When the CPI drug price index is
compared with other measures of prescription
drug prices, it is apparent that the other mea-
sures have increased much more rapidly than
has the CPI component. However, unlike those
in the CPI, prices in the other measures repre-
sent averages per prescription which have not
been adjusted to exclude the price effects of
changes over time in the size of prescriptions,
mix of drugs represented by those prescriptions,
or changes in the pharmacy business itself.

Table!161! Selected estimates of average prices and price indexes for prescription drugs: United States, 1960-74
(Data are based on multiple sources)

Lilly Digest Natlgir;zl :Jgff P~ 1 American Druggist Drug Topics preiill'ip-

Year A A tion

verage verage Average Average com-
price Index price Index price Index price Index | onent
1960 ‘ $3.19 87.2 $3.22 88.7 $3.22 923 $2.98 89.8 1153
1961 ‘ 3.25 88.8 327 90.1 322 923 297 895 1115
1962 : 3.32 90.7 3.26 89.8 3.21 920 3.06 92.2 107.1
1963 ' 3.39 92.6 335 92.3 3.23 926 3.09 93.1 104.5
1964 ; 341 93.2 342 94.2 3.26 934 312 940 103.1
1965 ‘ 3.48 95.1 3.48 95.9 3.35 96.0 3.20 96.4 102.0
1966 ! 3.59 98.1 3.56 98.1 343 98.3 3.26 98.2 101.8
1967 : 3.66 100.0 3.63 100.0 349 100.0 332 100.0 100.0
1968 3.70 1011 3.70 101.9 3.56 102.0 341 102.7 98.3
1969 1 390 105.7 3.86 106.3 3.68 1055 3.57 1075 99.6
1970 ! 4.06 110.1 4.02 110.7 3.77 108.0 367 1105 101.2
1971 421 1150 419 1154 3.92 1123 3.78 1139 1013
1972 438 1197 432 1190 4.00 1146 440 1325 100.9
1973 454 1240 445 122.6 416 119.2 4.45 134.0 100.5
1974 481 1314 4.70 1295 432 1238 4.60 138.6 1029

NOTE: 1967 =100 on all price indexes.

SOURCE: Fulda, T.- R.: Prescription Drug Data Summary, 1974. DHEW Pub. No. (SSA) 76-11928. Social Security

.. Administration.. .Washington. U.S. -Government Printing Office, 1976.
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Table 162. Consumer Price Index (1967=100) for all items and for medical care components: United States, selected years 1950-76
(Data are based on reporting by samples of providers and other retail outlets)

1976
Item 1950 | 19 1960 | 1965 | 1970 | 1971 | 1972 | 1973 | 1974 | 1975
% Total l Marchl JuneLSepﬂ Dec.
Consumer Price Index
CPl, all items . 802 | 887 | 945 1163 | 1213 | 1253 | 133.1 | 1477 | 161.2 170.5 1675 170.1 | 1726 | 1743
Less medical care — | 894 | 949 | 1161 | 1209 | 1249 | 1329 | 147.7 | 160.9 169.7 166.8 169.4 | 171.7 | 173.2
CPI, all services 709 | 835 | 922 | 1216 128.4 | 1333 | 139.1 | 1521 | 166.6 180.4 1772 | 1795 | 183.2 | 185.8
All medical care 64.8 791 | 895} 120.6 | 128.4 | 1325 | 137.7 | 1505 | 168.6 184.7 180.2 | 183.7 | 1879 | 1923
Medical care services - 60.4 | 749 | 873 1242 | 1333 | 1382 | 1443 | 159.1 | 179.1 197.1 1925 195.8 | 200.6 | 205.7
Hospital service charges? .. . -1 1020 | 1056 | 115.1 | 132.3 148.7 1454 | 147.1 | 1516 | 1548
Semiprivate room __.______ 303 | 423 | 573 | 759 | 1454 163.1 | 1739 | 1821 | 2015 | 236.1 268.6 2615 | 2651 | 275.2 | 2815
Operating room charges — | 829 | 1424 | 156.2 | 1686 | 179.1 | 2013 | 239.4 2748 2659 | 2705 | 281.8 | 290.3
X-ray diagnostic series,
upper G.I. — - | 909 | 1103 | 1249 | 129.1 | 131.8 | 1406 | 156.2 1746 1698 { 1733 { 179.1 | 1810
Professional services:
Physician fees 552 | 654 | 770 | 883 | 1214 | 1299 | 1338 | 138.2 | 1509 | 169.4 1885 1843 | 188.3 | 192.2 | 1956
General physician,
office visits . 549 | 654 | 759 | 873 | 1226 | 1314 | 1348 [ 1395 | 1543 | 1739 193.8 189.3 | 1934 | 1978 | 201.7
General physician,
house Vvisits .. 529 | 612 | 750 | 87.6 | 1224 | 131.0 | 136.7 | 1417 | 151.3 | 1705 189.8 1856 | 190.0 | 193.2 | 196.7
Herniorrhaphy (adult) .. — -~ | 913 | 1150 | 1234 | 128.2 | 131.3 | 1386 | 1523 169.3 1643 | 169.1 | 173.0 | 176.7
Tonsillectomy and
adenoidectomy .. 60.7 | 69.0 | 803 | 91.0 | 117.1 | 125.2 | 1299 | 1323 | 1442 | 1633 179.2 175.1 1799 | 1828 | 185.4
Obstetrical cases ..o 512 | 686 | 794 | 89.0 | 1218 | 129.0 | 133.8 | 128.1 | 149.0 | 167.2 192.1 187.8 | 192.1 | 196.8 | 198.7
Pediatric care, office
visits - | 858 | 122.7 } 1320 | 136.2 | 1405 { 1534 | 1725 192.7 189.0 192.1 | 1959 | 200.1
Psychiatrist, office visits ... -~ | 921 ) 1194 | 1248 ) 1292 | 133.6 | 141.0 | 153.0 163.9 162.6 | 1644 | 165.6 | 166.6
Dentist fees 639 | 730 | 821 | 922 | 1194 | 127.0 | 1323 | 1364 | 1408 | 1619 172.2 1694 | 1716 | 1745 | 1779
Other professional services:
Examination, prescription, and
dispensing eyeglasses ... 735 | 770 | 851 | 928 | 1135 | 120.3 | 1249 | 1295 | 138.6 | 1496 158.9 156.7 | 158.7 | 160.5 | 162.4
Routine laboratory tests ... — | 948 | 1114 | 116.1 | 1204 | 1228 | 1354 | 1514 160.5 1580 | 159.3 | 164.0 | 1639
Drugs and prescriptions 885 | 94.7 [1045 | 100.2 | 1036 | 1054 | 1056 | 1059 | 109.6 | 1188 126.0 1239 | 1260 | 127.4 | 1289
Prescriptions ____ 926 | 1016 | 1153 | 102.0 | 101.2 | 101.3 | 100.9 | 100.5 | 1029 | 109.3 115.2 1137 | 1152 | 1164 | 1175
Over-the-counter items ... - | 98.0 | 1062 | 110.2 | 1113 | 1124 | 1176 | 130.1 138.9 136.1 | 1389 | 1406 | 1425

TJan. 1972 = 100 (the date the index was introduced).
SOURCE: Bureau of Labor Statistics, U.S. Department of Labor: Consumer Price Index. Various releases.



LLE

Table 163. Average annual percent change in Consumer Price Index for all items and for medical care components: United States, selected years 1950-76
(Data are based on reporting by samples of providers and other retail outlets)

Item 1950-55 [ 1955-60 | 1960-65 | 1965-70 | 1970-75 | 1970-71 | 1971-7ﬂ 1972-73 | 1973-74 | 1974-7s| 1975-76
Average annual percent change
CPi, all items 2.2 20 13 4.2 638 43 33 6.2 110 9.1 53
Less medical care — 1.2 41 6.7 41 33 64 111 8.9 5.5
CPI, all services 39 . 33 20 5.7 65 5.6 38 44 9.3 9.5 83
All medical care 38 41 25 6.1 70 65 32 39 9.3 120 95
Medical care services 4.2 4.4 31 73 16 7.3 37 44 10.2 126 10.1
Hospital service charges - - - - - - 35 90 149 124
Semiprivate room 6.9 6.3 5.8 139 10.2 12.2 6.6 47 10.7 172 13.8
Operating room charges e - 11.4 109 9.7 79 6.2 124 18.9 14.8
X-ray diagnostic series, upper G.l. ... - - - 5.1 72 74 34 21 6.7 111 118
Professional services:
Physician fees I 35 33 28 6.0 69 70 30 33 9.2 123 113
General physician, office visits .. 3.6 3.0 29 70 72 72 2.6 35 10.6 12.7 114
General physician, house visits ... 3.0 42 3.2 6.9 6.9 7.0 44 37 6.8 12.7 113
Hernijorrhaphy (adult) - - 4.7 58 73 38 24 56 9.9 112
Tonsillectomy and adenoidectomy ... 26 31 25 5.2 69 69 38 2.2 8.5 133 9.7
Obstetrical cases 6.0 30 23 65 65 59 37 32 19 122 149
Pediatric care, office visits - — 74 7.1 70 32 32 9.2 125 117
Psychiatrist, office visits ... —_— 53 6.3 45 39 34 55 8.5 7.1
Dentist fees 2.7 24 2.4 5.3 6.3 6.4 42 30 16 103 6.4
Other professional services:
Examination, prescription, and :
dispensing eyeglasses 1.0 20 17 41 5.7 6.0 38 37 7.1 79 6.2
Routine laboratory tests 33 6.3 4.2 37 20 103 118 6.0
Drugs and prescriptions 14 20 0.8 0.7 28 17 0.2 03 35 84 6.1
Prescriptions 19 20 —-22 -0.1 16 0.1 -04 —04 24 6.2 5.4
Over-the-counter items 16 41 38 1.0 1.0 45 10.7 6.8

SOURCE: Bureau of Labor Statistics, U.S. Department of Labor: Consumer Price Index. Various releases.
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Table 164. Annual percent change in consumer prices for medical care subgroups: United States, selected large metropolitan areas, December 1968-December 1976
(Data are based on reporting by samples of providers and other retail outlets)

us , . San
: S Balti- . . Los New Phila- St
Medical care subgroup city |Atlanta Chicago | Detroit . . Fran-
average more Angeles | York | delphia| Louis cisco
December 1968-December 1969 Annual percent change
Medical care 6.0 8.9 8.1 57 6.6 6.6 8.7 7.4 5.4 53
Medical care services 7.1 10.5 9.4 6.8 7.1 7.1 10.7 84 6.0 5.7
Physician fees ... 73 8.1 6.7 35 8.0 938 10.1 8.0 6.0 47
Dentist fees 75 119 47 14.7 6.1 34 9.8 7.1 8.8 6.7
Hospital daily service charges 12,0 195 239 119 133 8.4 21.0 18.3 7.7 143
Drugs and prescriptions 11 03 15 05 2.1 36 —-02 2.8 25 26
December 1969-December 1970
Medical care 14 8.0 115 8.5 103 56 10.1 10.6 6.7 5.2
Medical care services 8.3 3.0 13.2 9.6 109 6.1 10.9 12.6 78 55
Physician fees 8.1 93 8.1 6.5 1.7 70 14.0 6.7 36 8.1
Dentist fees 5.6 39 10.2 8.3 13.8 6.2 28 9.2 9.9 3.0
Hospital daily service charges 135 8.0 264 16.7 228 8.8 16.7 24.9 14.9 5.2
Drugs and prescriptions 24 20 22 29 5.2 2.9 53 —-0.2 09 36
December 1970-December 1971
Medical care 48 5.4 8.0 37 70 4.4 5.0 47 3.0 5.0
Medical care services 53 6.3 9.6 51 13 4.9 5.3 5.4 33 5.8
Physician fees 5.2 48 10.2 3.7 5.7 2.7 45 4.1 5.2 5.4
Dentist fees 6.4 19 7.3 6.7 9.4 57 6.5 8.7 16 73
Hospital daily service charges . 8.9 113 149 11.2 118 13.2 9.8 11.6 5.3 10.3
Drugs and prescriptions 13 0.0 —19 —35 38 13 33 0.5 0.7 0.1
December 1971-December 1972
Medical care 33 30 44 35 41 31 38 37 23 4.2
Medical care services 338 32 5.0 42 44 33 46 43 25 49
Physician fees 2.4 0.2 26 16 1.0 18 49 2.7 15 3.2
Dentist fees 28 73 47 29 11 0.6 29 0.7 0.5 42
Hospital daily service charges ... - - -
Drugs and prescriptions 0.0 16 0.1 —0.4 14 0.6 -03 —03 06 | —04
December 1972-December 1973
Medical care 52 6.9 6.7 5.2 6.8 6.1 41 63 54 42
Medical care services 58 78 1.7 5.8 76 7.2 49 7.0 6.2 47
Physician fees 4.0 49 4.2 4.7 6.0 44 40 15 33 22
Dentist fees 3.7 42 6.8 19 20 9.1 09 51 2.4 36
Hospital daily service charges 43 6.7 53 4.6 38 47 4.3 2.2 49 45
Drugs and prescriptions 0.7 12 05 18 -13 —05 —02 10 0.7 0.2
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Table 164. Annual percent change in consumer prices for medical care subgroups: United States, selected large metropolitan areas,

December 1968-December 1976—Continued

(Data are based on reporting by samples of providers and other retail outlets)

us. - . . San
Medical care subgroup city |Atlanta | B3| chicago | Detroit | , LS | New | Phila- | St gy
. average more Angeles | York | delphia | Louis | oo
December 1973-December 1974 Annual percent change
Medical care = - 124-1--126 -| --108-| 129 120 123 14.0 111 11.2 116
Medical care services 133 13.8 115 139 118 13.0 145 119 12.0 12.5
Physician fees 133 136 9.8 11.6 117 136 120 111 118 14.3
Dentist fees 114 9.6 15.4 14.0 178 93 12.2 118 12.2 9.9
Hospital daily service charges 14.2 16.7 115 149 8.0 134 18.6 127 136 12.5
Drugs and prescriptions 69 4.0 58 6.0 14.8 71 105 5.9 6.4 5.4
December 1974-December 1975
Medical care 9.9 11.2 6.4 11.2 14.3 12.1 108 123 76 143
Medical care services 103 114 5.7 118 15.1 13.1 110 12.8 8.2 153
Physician fees 118 105 9.9 9.7 15.8 20.1 15.8 10.1 5.4 238
Dentist fees 78 12.8 8.0 10.6 104 49 4.4 6.2 16.1 4.1
Hospital daily service charges 13.0 130 38 194 203 16.3 11.3 23.0 11.7 155
Drugs and prescriptions 7.4 9.8 12.3 6.7 5.7 4.4 9.4 8.6 36 6.3
December 1975-December 1976
Medical care 10.1 8.0 8.6 116 110 114 103 84 10.3 9.7
Medical care services 10.7 8.7 9.3 12.4 115 12.1 11.2 9.0 109 10.2
Physician fees 9.7 6.0 8.2 10.3 7.6 135 73 75 7.7 79
Dentist fees 6.8 1.7 71 103 126 44 8.1 76 11.0 13.9
Hospital daily service charges 114 9.7 10.7 13.0 12,6 12,2 16.6 8.5 129 10.6
Drugs and prescriptions 5.7 2.6 34 6.4 5.0 5.3 5.0 43 6.3 5.5

SOURCE: Bureau of Labor Statistics, U.S. Department of Labor: Selected data from the Consumer Price Index.



F. Hospital Expenses

The extremely rapid increase in the amounts
that hospitals charge for their services was noted
in the discussion of trends in prices. In the long
run, given the prevailing system of hospital
financing in the United States, one ought to ob-
serve that this trend is rather closely connected
to trends in the expenses incurred by hospitals
(1.e., for wages, salaries, equipment, purchased
goods, and purchased services). In the short run,
such a close relationship between revenues and
expenses need not hold.

Revenues are in part a function of the amounts
hospitals charge for particular services. Because
it is the only indicator that is available over a
long period of time, the hospital semiprivate
room component of the Consumer Price Index
(CPI) is used here to compare trends in hospital
charges with trends in the costs to hospitals of
providing services. Because room charges exclude
the cost of such ancillary services as drugs, lab-
oratory tests, and operating rooms, the use of
this indicator is not ideal. It is possible that the
charges for such services have changed at a differ-
ent rate from room charges; further the pro-
portion of the total hospital bill due to ancillary
services has been increasing. On the other hand,
the rate of change in the room charge compo-
nent of the CPI has, each year, been rather close
in magnitude to the rate of change shown by a
more comprehensive indicator of hospital
charges that has been compiled only since 1972.

The statistics suggest that the rapid rise dur-
ing the past 25 years in the average daily semi-
private room charges by hospitals has been
matched by an increase of approximately the
same magnitude in the cost of providing hospi-
tal care. Since 1970, however, total hospital ex-
penses per inpatient day, even adjusting for the
more rapid growth in the volume of ambulatory
services than inpatient days, have increased at a
somewhat higher rate than semiprivate room
charges. This departure from the normal con-
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comitance of increases in charges with increases
in hospital expenses occurred during the 1971-74
period when the Economic Stabilization Pro-
gram was in effect. During this program, in-
creases in the amounts hospitals were permitted
to charge for particular units of service were
more tightly regulated than were increases in the
expenses incurred by hospitals in providing the
services. Since the end of the Economic Stabili-
zation Program in April 1974, the rates of in-
crease in hospital charges and in hospital ex-
penses have been more nearly equal.

Payroll expenses account for about 60 per-
cent of the cost of operating a hospital, and
from 1950 until about 1960 they increased at a
faster rate than did nonpayroll expenses. Since
then, nonpayroll expenses for purchased goods
and services, new equipment, and overhead have
been increasing at a faster rate. Higher payroll
costs represent increases in the number of work-
ers employed, higher wage rates, upgrading in
the skills of hospital workers as they treat pa-
tients with increasingly complex technology, and
shortening of hospital work weeks. The last
two factors are chiefly responsible for the long-
term increase in the number of personnel per
100 patients.

The driving force behind hospital cost infla-
tion is said to be the demand for a larger num-
ber and more expensive services, which has
been caused by higher incomes, the spread of
health insurance coverage, and the availability
of improved and more costly procedures for
treatment and diagnosis. For most of the period
since 1951, the increasing unit costs (i.e., wage
rates and the prices of purchased goods and
services) of hospital inputs have been responsible
for somewhat more than half of the total in-
crease, with expenses associated with improve-
ment and expansion of services accounting for
the remainder. Stated another way, changes in
the quantity and quality of services provided
by hospitals have accounted for a little less than
half of the increased expense of providing hos-
pital care.



Table 165. Indicators of hospital cost and price inflation: United States, selected years, 1950-75
{Data are based on reporting by samples of hospitals)

CPi: Total Expense
Y hospital expense per Expense Expense
ear and semiprivat diusted per
rod private per adjuste per adjusted
perio room charges patient patient admission dmissi

(1967 = 100) day day admission

1950 30.3 $15.62 -~ $127.23 -—
1955 42.3 23.12 179.79
1960 - 57.3 3223 - 244,54 -
1965 75.9 44.48 $40.56 345,65 $310.79
1966 835 48.15 43.66 382.05 337.54
1967 100.0 54.08 49.46 44764 409.04
1968 113.6 61.38 55.80 519.21 47130
1969 128.8 70.03 64.26 587.99 539.25
1970 145.4 81,01 73.73 668.67 610.10
1971 163.1 9231 8343 743.15 675.01
1872 1739 105.21 94.61 830.13 74488
1973 182.1 114.69 101.78 897.20 795.65
1974 2015 128.05 113.21 994.17 873.84
1975 236.1 151.42 133.08 1,166.80 1,015.79

Average annual percent change

1950-75 8.6 95 - 9.3 -—
1950-60 6.6 7.5 - 6.8 -
1960-65 58 6.7 175 7.2 175
1965-70 139 127 127 14.1 144
1970-75 10.2 133 125 118 108
1969-71 125 148 139 124 11.9
1971-73 57 115 105 9.9 8.6
1973-75 13.9 149 143 14.0 13.0

1 Average annual percent increase from 1963 to 1965.

SOURCES: American Hospital Association: Hospital Statistics, 1976 Edition, Chicago, 111, 1976. (Copyright: reprinted
with permission.)

Bureau of Labor Statistics, U.S. Department of Labor: Consumer Price Index. Various releases.
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Table 166. Hospital expenses per patient day, total personnel and number per 100 patients, and average annual percent
change: United States, selected years 1950-75

(Data are based on reporting by samples of hospitals)

Expenses per patient day Personnel "
Year and Nomb Por 100
e r
period Total Payroll Nonpayroll in tl’lljgzsarruds pa?ients
1950 $ 15.62 $ 8.86 $6.76 662 178
1955 23.12 14.26 8.86 826 203
1960 32.23 20.08 12,15 1,080 226
1965 44.48 27.44 17.04 1,386 246
1967 54.08 3244 21.64 1,619 265
1969 70.03 41.36 28.67 1,824 280
1970 81.01 47.30 3371 1,929 292
1971 9231 53.80 38,51 1,999 301
1972 - 105.21 59.79 45.42 2,056 310
1973 114.69 63.86 50.83 2,149 315
1974 128.05 69.83 58.22 2,289 326
1975 151.42 80.34 71.08 2,399 339
Average annual percent change
1950-75 95 9.2 9.9 5.2 26
1950-55 8.2 10.0 5.6 45 2.7
1955-60 6.9 7.1 6.5 55 22
1960-65 ... 6.7 6.4 70 51 17
1965-70 . 12.7 115 14.6 6.8 35
1970-75 13.3 11.1 16.1 45 3.0

SOURCE: American Hospital Association: Hospital Statistics, 1976 Edition, Chicago, I, 1976. (Copyright: reprinted
with permission.)

Table 167. Factors contributing to increases in average hospital expenses per patient day: United States, selected years

1951-75
(Data are based on multiple sources)
Item 1951-60 ] 1960-65 | 1965-67 | 1967-69 | 1969-71 [ 197173 | 1973-75
Average annual percent increase

Total increase ... 75 6.7 103 138 148 115 14.9

Increase in wages and prices ... ... 38 35 41 8.0 8.2 59 95
Wage rates 52 47 47 9.9 10.0 6.6 8.3
Prices of hospital purchases ... ... 15 13 29 4.8 51 49 139
Change in services 37 32 6.2 58 6.6 56 54
Hospital employees 31 1.7 38 28 3.7 23 8.2
Other expenses 46 5.6 9.6 9.8 10.3 10.0 47

SOURCES: U.S. Department of Labor, Bureau of Labor Statistics: Consumer Price Index. Various releases.
American Hospital Association: Hospital Statistics, 1976 Edition, Chicago, |Il., 1976. (Copyright: reprinted with
permission.)
American Hospital Association: Hospitals, Guide Issues, various years. (Copyright: reprinted with permission.)
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G. Nursing Homes: Selected
Financial Characteristics

In late 1973 and early 1974 when the latest
national survey of nursing homes was conducted,
the average monthly charge per resident for all
aspects of care was $479. Almost 46 percent of
the homes had average monthly charges of less
than $400, and 71 percent had average charges
under $500.

It is important to compare costs and charges;
however, the data needed for such a comparison
are not available for precisely the same ref-
erence period. The data on charges refer to the
end of 1973 while the data on costs refer to the
average cost in 1972. Thus the midpoint for the
charge data is approximately 18 months later
than the midpoint for the cost data. Inflation
would have increased costs during the 18
months. The time difference should be kept in
mind while comparing costs with charges.

The 1972 average total cost per resident day
in the Nation’s nursing homes was $15.63, about
59 percent of which ($9.17) was labor expenses.
As a result of the high dependence of the indus-
try on services provided by nursing personnel,
wages paid the nursing staff made up 58 percent
of total wages and slightly more than a third
of total expenses.

Nursing homes in the Northeast averaged
substantially larger total monthly charges per
resident ($651) in 1973-74 than those averaged
by homes in any of the other geographic regions.
Although there was some variation in the esti-
mate for the other regions (i.e., the West $454,
the North Central Region $433, and the South
$410), the differences were not statistically sig-
nificant.

Total costs per resident day averaged higher

in the Northeast ($19.60) than in any other
region in 1972. The primary cause of this
regional disparity in nursing home costs was the
labor component. Labor costs per resident day
in the Northeast averaged $12.03, which was 35
percent larger than the next highest average for
this category ($8.90 in the North Central Re-
gion). The total of operating, fixed, and miscel-
laneous costs per resident day also averaged
higher in the Northeast ($7.57) than in any
of the other regions, except possibly the West
($6.88), although the difference was not statisti-
cally significant. The substantially higher costs
in the Northeast, particularly the cost of labor,
seem to offer the best explanation for the higher
resident charges in that region.

Because of the requirements and standards
which nursing homes must meet for eligibility
for reimbursement under the Medicare and
Medicaid programs, and because different levels
of care are provided, depending on certification
status, it is useful to compare charges and costs
for nursing homes by eligibility for participa-
tion in these programs.

The average total monthly charge data in-
dicate that the charges per resident in 1973-74
were highest for homes certified under both
Medicare and Medicaid. Charges decreased with -
the level of certification status of the home and
the correspondingly lower levels and intensity
of care provided. The estimated difference be-
tween subsequent levels of certified homes, from
Medicare and Medicaid certified homes to
skilled nursing homes to intermediate care fa-
cilities, was $108. The estimated average
monthly charge for residents in noncertified
homes ($329) was the lowest charge for the four
certification status groups, although only $47 less
than the average for the intermediate care fa-
cilities ($376).
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Table 168. Selected financial characteristics of nursing homes, according to geographic region: United States, 1972-74
{Data are based on reporting by samples of nursing homes)

North

Central South West

Financial characteristic All regions Northeast

1973-1974 resident charges:

Average total monthly charge per
resident .. $479 $651 $433 $410 $454

Percent of homes by average total
monthly charge per resident:

Less than $299 17.8 132 19.5 213 14.2

$300-$399 28.1 9.1 336 41.1 18.7

$400-$499 253 17.7 248 24.6 36.2

$500-$599 149 17.5 15.8 8.1 239

$600 or more __. 13.9 425 135 49 7.1
1972 facility costs:

Average total costs per resident day ... $15.63 $19.60 $15.05 $13.50 $15.62
Labor costs per resident day ... 9.17 12.03 8.90 171 8.74
Nursing staff costs per resident

day 5.36 6.52 5.32 469 5.18
Operating, fixed, and miscellaneous
costs per resident day ... 6.46 757 6.16 579 6.88

Percent of homes by average total
costs per resident day:

Less than $10.00 230 91 29.6 29.4 154
$10.00-$14.99 36.3 250 34.7 43.0 418
$15.00-$19.99 229 29.0 21.6 174 274
$20.00 or more 17.8 370 142 10.3 155

Percent of homes by average labor
costs per resident day:

Less than $4.00 85 45 71 136 17
$4.00-$7.99 - 418 17.1 47.8 52.6 40.8
$8.00-$11.99 320 41.0 303 232 391
$12.00 or more 177 374 148 10.6 124

Percent of homes by average fixed
costs per resident day:

Less than $1.00 196 20.9 22.3 248 45
$1.00-$1.99 324 24.7 327 379 321
$2.00-$299 . _. 224 20.2 239 214 234
$3.00 or more 25.6 34.2 21.1 16.0 40.0

Percent of homes by average operating
costs per resident day:

Less than $2.00 20.0 55 236 253 210
$2.00-$2.99 39.7 36.0 39.7 38.4 46.0
$3.00-$3.99 18.8 248 159 19.3 17.1
$4.00 or more 215 33.7 209 17.0 15.7

Percent of homes by average miscel-
laneous costs per resident day:

Less than $0.50 555 449 62.0 59.7 479
$0.50-50.99 26.8 30.2 25.6 259 268
$1.00-$1.99 127 199 8.0 10.0 18.1
$2.00 or more 5.0 50 44 45 73

SOURCE: National Center for Health Statistics: Selected operating and financial characteristics of nursing homes,
United States, 1973-74 National Nursing Home Survey. Vital and Health Statistics. Series 13, No. 22. DHEW Pub. No. (HRA})
76-1773. Health Resources Administration. Washington. U.S. Government Printing Office, Dec, 1975.
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Table 169. Selected financial characteristics of nursing homes, according to certification status: United States, 1972-74
(Data are based on reporting by samples of nursing homes)

Certified for Certified for Medicaid only
. . . bqth R . Not
Financial characteristic Medicare Skilled Intermediate certified
and Total nursing care N
Medicaid? homes 2 facilities
1973-1974 resident charges:
Average total monthly charge per
resident $592 $435 $484 $376 $329
Percent of homes by average total
monthly charge per resident:
Less than $299 20 103 3.0 16.1 53.7
$300-$392 6.6 423 254 55.6 211
$400-$499 298 28.3 410 18.1 13.2
$500-$599 286 115 160 79 6.3
$600 or more 33.0 77 14.6 23 5.6
1972 facility costs:

Average total costs per resident day ... $21.17 $13.53 $15.58 $11.99 $14.03
Labor costs per resident day _______ 1213 8.24 9.65 7.18 7.89
Nursing staff costs per resident day _ 6.91 4389 5.66 430 4.67
Operating, fixed, and miscellaneous

costs per resident day .. 9.04 529 5.93 481 6.15

Percent of homes by average total

costs per resident day:
Less than $10.00 27 25.1 10.2 36.4 415
$10.00-$14.99 j 210 479 464 49.1 2715
$15.00-$19.99 379 16.2 263 85 209
$20.00 or more 385 108 171 6.1 10.1
Percent of homes by average labor
costs per resident'day:
Less than $4.00 04 51 12 80 25.6
$4.00-$7.99 183 56.1 422 66.6 365
$8.00-$11.99 48.7 213 383 190 236
$12.00 or more 326 11.6 184 65 144
Percent of homes by average fixed
costs per residentiday:
Less than $1.00 6.4 18.0 15.7 19.7 385
$1.00-$1.99 179 409 328 470 300
$2.00-$2.99 244 256 277 241 127
$3.00 or more 513 155 238 9.2 189
Percent of homes by average operating
costs per resident day:
Less than $2.00 55 239 16.0 298 28.0
$2.00-$2.99 281 49.7 483 50.7 305
$3.00-$3.99 286 144 185 113 176
$4.00 or more 379 121 172 82 239
Percent of homes by average miscel-
laneous costs per resident day:
Less than $0.50 40.7 62.9 55.8 68.3 55.7
$0.50-$0.99 238 25.7 290 232 327
$1.00-$1.99 26.8 7.7 11.7 46 78
$2.00 or more 8.7 37 35 39 38

18 percent of these homes were certified for Medicare only.
235 percent of these homes were certified as both skilled nursing homes and intermediate care facilities.

_ SOURCE: National Center for Health Statistics: Selected operating and financial characteristics of nursing homes,
United States, 1973-74 National Nursing Home Survey. Vital and Health Statistics. Series 13, No. 22. DHEW Pub. No. (HRA)
76-1773. Health Resources Administration. Washington. U.S. Government Printing Office, Dec. 1975.
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H. Physicians’ Fees, Incomes, and
Expenses

Between 1969 and 1974, the latest year for
which data are available from the American
Medical Association, net incomes of physicians
rose at an average annual rate of 5.2 percent.
During the same period, fees for initial office
visits (a rough measure of the unit price of phy-
sician care) advanced an average of 8.8 percent
a year. Expenses rose at an even faster rate, 10.7
percent per year. Internists, pediatricians, and
obstetrician-gynecologists reported larger in-
creases in income than the average for all spe-
cialties; internists reported lower than average
increases in their fees.

The trends in physician incomes, fees, and
expenses document the depressing effect of the
Economic Stabilization Program of 1972 and
1973 on the growth of physician incomes. The
rates of increase in these three measures corre-
spond with the general slowdown measured by
the Consumer Price Index for 1972 and 1973.
Physician fees rose an average of 3.0 percent a
year from 1971 to 1973; incomes increased a
little faster (3.6 percent); and expenses, which
appear to have been under better control in
1973 than in previous years, rose 5.5 percent on
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the average. The data for 1974 document the
“catching up” fees and incomes which occurred
after the expiration of controls. Incomes and
fees increased faster than in any other year of
the 1969-74 period, 5.5 percent and 15.1 per-
cent, respectively. Expenses which were less af-
fected by the controls also rose sharply in 1974,
but at a rate below the 5-year average.
Examination of the net income figures by
specialty indicates little change in the net in-
come ranking among physicians between 1969
and 1974. Surgeons and obstetrician-gynecolo-
gists ranked first and second in 1969 with aver-
age net incomes of $48,848 and $43,690, respec-
tively. As of 1974, these specialties continued
their high relative rankings with net incomes of
$60,031 and $58,238, respectively. On the other
end of the scale, in 1969, psychiatrists and pedi-
atricians ranked sixth and seventh among the
seven specialty groups with net incomes of
$33,916 and $31,812, respectively. In 1974 these
two specialties remained at the lower end of the
income ladder, but had switched places, with
psychiatrists moving to the seventh position
with net incomes of $39,937. Pediatricians,
whose net incomes increased at an above average
growth rate of 6.4 percent per year, moved to
the sixth position with net incomes of $43,429.



Table 170. Net income from medical practice, according to specialty: United States, 1969-74
(Data are based on reporting by samples of physicians in office-based practice)

Average

annual

Speciaity 1969 1970 1971 1972 1973 19741 percent

change

1969-74

Average net income

All specialties ... $39,727 $41,789 $45,278 $47,240 $48,574 $51,224 5.2
General practice 34,734 33,859 39,823 41,277 41,915 43,308 4.8
Internal medicine : 37,630 40,251 42,369 44,692 47,809 51,115 6.3
Surgery 48,848 50,701 54,045 56,041 57,228 60,031 4.2
Pediatrics 31,812 34,799 38,503 38,879 41,166 43,429 6.4
Obstetrics and gynecology ... ... 43,690 47,904 54,045 53,165 55,357 58,238 59
Psychiatry 33,916 39,986 37,248 39,124 38,536 39,997 34
Anesthesiology 39,647 39,432 47,293 49,536 48,092 50,780 51

1 Estimated by physician respondents.

SOURCE: American Medical Association: Profiles of Medical Practice, 1975-76, Chicago, 111.,1976. (Copyright: reprinted
with permission.)

Table 171. Tax deductible professional expenses, according to specialty: United States, 1969-74
(Data are based on reporting by samples of physicians in office-based practice)

Average

annual

Specialty 1969 1970 1971 1972 1973 19741 percent

change

1969-74

Average total tax deductible professional expenses

All specialties ... $21,224 $24,279 $28,919 $31,318 $32,176 $35,351 10.7
General practice 24,170 24,183 32,060 34,543 33,961 36,930 89
Internal medicine 21,352 24951 28,265 31,269 33,983 36,974 116
Surgery 25,474 27,065 32,863 35,750 38,009 41,566 103
Pediatrics 18,898 24,887 28,469 29,994 32,392 35,361 134
Obstetrics and gynecology . 23,303 27,735 33,337 36,461 37,172 41,772 124
Psychiatry ‘ 9,258 13,287 12,973 14,091 14,329 15,227 105
Anesthesiology 9,095 11,180 12,699 13,937 13,973 16,312 124

1 Estimated by physician respondents.

SOURCE: American Medical Association: Profiles of Medical Practice, 1975-76. Chicago, 111, 1976. (Copyright: reprinted
with permission.)
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Table 172. Fee for initial office visit, according to specialty: United States, 1969-74
(Data are based on reporting by samples of physicians in office-based practice)

Average

annual

Specialty 1969 1970 1971 1973 19741 percent

change

1969-74

Average fee for initial office visit

All specialties $12.80 $14.23 $16.00 $16.98 $19.55 8.8
General practice 783 8.46 9.65 10.74 12.02 9.0
Internal medicine 16.58 1781 20.38 2051 23.12 69
Surgery . 12.93 14.72 16.43 17.69 18.88 79
Pediatrics 9.48 9.95 11.18 12.20 14.48 89
Obstetrics and gynecology 13.14 14.23 17.59 19.68 22.08 10.9
Psychiatry 30.27 32.64 35.58 3751 41.39 6.5

1 Estimated by physician respondents.
NOTE: No comparable data point is available for 1972.

SOURCE: American Medical Association: Profiles of Medical Practice, 1975-76. Chicago,
printed with permission.)

111, 1976. (Copyright: re-

Table 173. Fee for initial office visit, according to geographic division and specialty: United States, 1974
(Data are based on reporting by a sample of physicians in office-based practice)

Specialty
Geographic division General Internal Obstetrics and .
practice medicine Surgery gynecology Pediatrics
Average fee for initial office visit

United States .. $12.02 $23.12 $18.88 $22.08 $14.48

New England .. . 11.85 19.16 18.04 21.96 15,55
Middle Atlantic ... 11.42 25.59 2151 2461 14.36
East North Central .. 10.96 19.27 17.56 19.48 13.99
West North Central 10.52 22.18 18.34 17.40 15.67
South Atlantic ... 13.27 2522 19.13 2391 11.61
East South Central ... 9.38 28.46 16.19 18.88 12.08
West South Central ... 10.69 2354 18.70 2134 15.86
Mountain 13.07 24.32 16.33 18.13 18.75
Pacific 14.94 22,67 19.56 22.79 16.26

SOURCE: American Medical Association: Profiles of Medical Practice, 1975-76. Chicago, lil,, 1976. (Copyright: re-

printed with permission.)
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J. Dentists’ Incomes

The average net income of dentists rose by
17 percent between 1970 and 1972, an average
rate of 8.2 percent per year according to the
American Dental Association’s 1973 Survey of
Dental Practice. In comparison, the average an-
nual increase in net income for physicians was
6.3 percent for the same period. The 1972 aver-
age net income of independent (nonsalaried)
dentists was $35,698, based in an average gross
income of $71,814. During that year, half of all
independent dentists earned a net income of

$32,500 or more. Independent dentists in all
listed specialties earned higher incomes than did
dentists in general practice, led by endodontists
with average net incomes of $61,264 and ortho-
dontists with $52,253. Dentists practicing in
moderately large cities with populations greater
than 100,000 but less than 1,000,000 earned
the highest net incomes, while those working
in the smallest cities had the lowest net incomes.
Among the five largest U.S. cities, Los Angeles
had the highest average dentists’ income ($40,-
807), and Philadelphia, where dentists earned
less than the national average, had the lowest.

Table 174. Income of dentists, according to type of practice: United States, 1972
(Data are based on reporting by a sample of dentists)

All dentists Independent (nonsalaried) dentists
Type of practice Median Mean Median Mean Mean Mean net
net net net net gross as percent
income income income income income of gross

All types of practice ... ... $31,000 $34,455 $32,500 $35,698 $71,814 _49.7
General practitioner 30,000 31,936 30,700 32,826 68,232 48.1
Specialist — 40,000 45,247 45,000 49,070 88,525 55.4
Endodontist 44,000 52,484 51,400 61,264 104,443 58.7
Oral surgeon 40,000 44,711 45,000 47,562 85,056 55.9
Orthodontist 43,000 49,381 47,000 52,253 90,665 576
Pedodontist 36,850 40,256 41,100 42,227 82,123 514
Periodontist 40,000 44,739 43,000 45,988 87,394 52.6
Prosthodontist 24,600 30,923 * . * * *
Other specialists . 25,500 31,745 * * * *

SOURCE: AmeriEan Dental Association: The 1973 Survey of Dental Practice. Chicago, Ill., 1974.

Table 175. income of independent (nonsalaried) dentists, according to size of city and 5 large cities: United States, 1972
(Data are based on reporting by a sample of dentists)

Median Mean Mean Mean net
City size and city net net gross as percent
income income income of gross

All city sizes $32,500 $35,698 $71,814 49.7
Less than 2,500 27,150 28,287 55,574 50.9
2,500-25,000 30,050 32,905 65,884 49.9
25,000-100,000 33,900 36,021 72,181 49.9
100,000-1,000,000 34,000 38,026 77,490 49.1
1,000,000 or more 33,200 37,838 74,523 50.8
New York 33,000 37,625 74,338 50.6
Chicago 35,000 35,563 69,241 514
Los Angeles 35,600 40,807 90,252 452
Philadelphia 24,400 32,945 58,895 55.9
Detroit 37,000 35,858 76,035 47.2

SOURCE: American Dental Association: The 1973 Survey of Dental Practice. Chicago, 1ll., 1974.
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K. The Economic Cost of lliness

Most of the discussion relating to costs and
expenditures for health care is concerned with
the direct cost of diagnosis, treatment, and pre-
vention of illness: who gets sick, who needs med-
ical care, how much does it cost, who pays for
it, and how can the system best be managed
and resources allocated to provide optimal care
for all who need it? A related issue, and one
which has not perhaps received enough atten-
tion, is the question of the total cost to society
of illness and the relative burden that can be
attributed to various types of illness.

A major study of the cost of illness® has es-
tablished a means of estimating the total costs of
illness and permitted comparison of the costs of
major disease categories. This study was up-
dated in 1976 to account for changes in treat-
ment modes and shifts in the incidence of vari-
ous diseases, as well as changes in health care
costs and workers’ earnings.

The total economic cost of illness, taking into
account the direct costs of treatment and the
losses attributable to morbidity and mortality at
a 4 percent discount rate, was nearly $189 bil-
lion in 1972. This was twice the 1963 cost of
$93.5 billion. The major growth was in direct
costs, which tripled in the 9-year period. These
direct costs were responsible for the largest
share of total costs in 1972, accounting for 40
percent. In 1963 losses due to mortality had
been the leading contributor to the total, ac-
counting for over half, while direct costs were
responsible for only 24.1 percent.

The ranking of total economic costs by diag-
nosis changed slightly between 1963 and 1972.
In 1972 about $40 billion or one-fifth of the
total cost, was for persons with diseases of the
circulatory system. Accidents accounted for $27
billion, followed by diseases of the digestive sys-
tem (including dental care) and cancer which
each cost about §17 billion. Diseases of the cir-
culatory system accounted for about the same
share of the total in both years. Accidents grew
in importance because of the relatively higher

*Rice, D. P, Estimating the Cost of Iliness (Health Eco-
nomics Series No. 6), U.S. Department of Health, Educa-
tion, and Welfare, Public Health Service, May 1966.
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number of deaths from accidents. Cancer drop-
ped in the ranking with a relatively smaller
number of cancer victims in the “unable to
work” category in 1972 than in 1963.

The economic cost of illness is measured in
terms of the direct outlays for prevention, de-
tection, and treatment of illness and also the in-
direct costs related to the loss in the economy’s
output due to the disability (morbidity) and
premature death (mortality) of workers. Indi-
rect costs from morbidity and mortality are esti-
mated on the basis of lost income and include
an imputed value for the services of housewives.
The earnings that would have been received in
the absence of disability or premature death are
estimated, and then discounted over an expected
lifetime at rates of 4 and 6 percent.

The direct costs of illness are total national
health expenditures for the appropriate calen-
dar years. In addition to expenditures for disease
prevention, detection, and treatment, included
are outlays for research, training, and the con-
struction of health care facilities. Where pos-
sible, these direct costs have been allocated
among disease categories, using data from sev-
eral independent sources.

Morbidity losses are those related to absence
from work because of illness, the inability to
work at all, or the inability of housewives to
perform their tasks. Morbidity costs are calcu-
lated by applying average earnings by age and
sex to work losses, imputing a dollar value to
housewives’ services and applying it to their bed
days, and applying labor force participation
rates and earnings, by age and sex, to the num-
bers of people who are institutionalized or too
sick to be employed or keep house.

Mortality losses are calculated using the
“human capital” approach, which involves the
estimation of earnings over an expected lifetime.
The method used in this study takes into ac-
count variations in life expectancy for different
age, sex, and racial groups, variations in their
respective labor force participation rates,
changes in current and anticipated earnings at
successive ages, the imputed value of house-
wives’ earnings, and the discounted present
value of lifetime earnings when rates of return
on investment of 4 and 6 percent are assumed.
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Table 176. Estimated amount and percent distribution of costs of morbidity and mortality, with present value of lifetime earnings discounted at 4 percent and at
6 percent, according to diagnosis: United States, 1972

(Data are based on multiple sources)

Percent discount of present valqe of lifetime Total Direct Indirect costs Total Direct Indirect costs
earnings and diagnosis costs Morbidity | Mortality costs | Morbidity | Mortality
4-percent discount Amount in millions Percent distribution

Total $188,789 $75,231 $42,323 $71,235 100.0 100.0 100.0 100.0
Infective and parasitic diseases I 3,443 1,412 1,200 831 18 19 28 12
Neoplasms 17,367 3,872 862 12,633 9.2 5.1 20 17.7
Endocrine, nutritional, and metabolic diseases e 5,930 3,436 1,137 1,357 31 4.6 2.7 19
Diseases of the blood and blood-forming organs ... ... 921 491 220 210 0.5 0.7 0.5 03
Mental disorders 13,917 6,985 6,179 753 74 9.3 146 11
Diseases of the nervous system and sense organs ... - 10,951 5,947 3,944 1,060 5.8 79 93 15
Diseases of the circulatory system 40,060 10,919 6,417 22,724 212 145 15.2 319
Diseases of the respiratory system 16,454 5,931 7,089 3,434 8.7 79 16.7 48
Diseases of the digestive system 17,487 11,100 2,606 3,781 9.3 148 6.2 53
Diseases of the genitourinary system 6,456 4,471 1,249 736 34 5.9 30 1.0
Complications of pregnancy, childbirth, and the puerperium ... . 2,932 2,607 245 80 16 35 0.6 0.1
Diseases of the skin and subcutaneous tissue ... s 2,052 1,525 460 67 11 20 11 01
Diseases of the musculoskeletal system and connective tissue 8,948 3,636 5103 209 4,7 4.3 121 0.3
Congenital anomalies 1,903 381 238 1,284 10 0.5 0.6 18
Accidents, poisonings, and violence 26,678 5121 3,883 17,674 14.1 6.8 9.2 24.8
Other 13,294 7,398 1,494 4,402 70 98 35 6.2

6-percent discount

Total $174,934 $75,231 $42,323 $57,380 100.0 100.0 100.0 100.0
Infective and parasitic diseases 3,234 1,412 1,200 622 18 19 28 11
Neoplasms 15,641 3,872 862 10,907 89 51 20 19.0
Endoctine, nutritional, and metabolic diseases ... oerecceeeeee 51717 3,436 1,137 1,144 33 46 2.7 20
Diseases of the blood and blood-forming organs e 875 491 220 164 0.5 0.7 05 0.3
Mental disorders 13,782 6,985 6,179 618 79 9.3 146 11
Diseases of the nervous system and Sense Organs .....ceeeems 10,703 5,947 3,944 812 6.1 79 9.3 14
Diseases of the circulatory system 37,430 10,919 6,417 20,094 214 14.5 15.2 35.0
Diseases of the respiratory system 15,764 5,931 7,089 2,744 9.0 79 16.7 4.8
Diseases of the digestive system 16,931 11,100 2,606 3,225 9.7 14.8 6.2 5.6
Diseases of the genitourinary system 6,344 4,471 1,249 624 36 59 30 1.1
Complications of pregnancy, childbirth, and the puerperium ........ 2,914 2,607 245 62 17 35 06 0.1
Diseases of the skin and subcutaneous tissue .o 2,040 1,525 460 55 1.2 2.0 11 0.1
Diseases of the musculoskeletal system and connective tissue ..... 8,913 3,636 5103 174 5.1 4.8 121 0.3
Congenital anomalies 1,375 381 238 756 0.8 0.5 0.6 13
Accidents, poisonings, and violence 21,649 5121 3,883 12,645 124 6.8 9.2 22,0
Othey 11,625 7,398 1,494 2,733 6.6 9.8 35 48

NOTE: The discount rates on lifetime earnings were used to calculate the indirect costs of mortaylity.
SOURCE: Cooper, B. S,, and Rice, D. P.: The economic cost of illness revisited. Social Security Bulletin, 39(2):21-36, Feb. 1976.



Table 177. Estimated amount and percent distribution of costs of illness, according to diagnosis: United States, 1963 and
1972

(Data are based on multiple sources)

Amount Percent
Diagnosis in millions distribution

1963 1972 1963 1972

Total $93,500 $188,789 100.0 100.0

Infective and parasitic diseases 2,135 3,443 2.3 18
Neoplasms 10,590 17,367 113 9.2
Endocrine, nutritional, and metabolic diseases ... 2,623 5,930 28 31
Diseases of the blood and blood-forming organs ... . ... 373 921 04 0.5
Mental disorders 7,277 13,917 78 74
Diseases of the nervous system and sense organs ... . . 6,795 10,951 73 58
Diseases of the circulatory system . 20,948 40,060 224 212
Diseases of the respiratory system 7,413 16,454 79 8.7
Diseases of the digestive system 7,837 17,487 8.4 9.3
Diseases of the genitourinary system . 2,560 6,456 2.7 34
Complications of pregnancy, childbirth, and the puerperium ... 1,517 2,932 16 1.6
Diseases of the skin and subcutaneous tissue 450 2,052 05 11
Diseases of the musculoskeletal system and connective tissue ... 2,783 8,948 3.0 47
Congenital anomalies 1,243 1,903 13 10
Accidents, poisonings, and violence 11,811 26,678 126 141
Other 7,146 13,294 76 70

NOTE: Present value of future earnings is calculated at a 4-percent discount rate. See previous table.

SOURCE: Cooper, B. S., and Rice, D. P.: The economic cost of illness revisited. Social Security Bulletin. 39(2):21-36,
Feb. 1976.
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L. Research and Development
Support

In fiscal year 1975, $4.6 billion from both
public and private sources were spent for re-
search and development in medical and health-
related activities. Federal Government research
and development (R&D) expenditures reached
a level of $19.0 billion in fiscal year 1975. Of
this total, $2.80 billion, or 14.7 percent of the
total Federal R&D effort, was devoted to health.
Expenditures by the Department of Health, Ed-
ucation, and Welfare were $2.2 billion, or 77 per-
cent of the total Federal health effort. More spe-
cifically, the biomedical research conducted by
the National Institutes of Health was funded at
$1.74 billion, or 66 percent of the Federal health
total.

Expenditures for health-related R&D rose at
an annual rate of nearly 12 percent between
1960 and 1975, spurred mainly by the increase
in Federal Government expenditures. In 1960,
the Federal share of the total was 50 percent; by
1975 this share had risen to 61 percent. The
second largest contributor was private industry,

which devoted the greatest share of its expendi-
tures to drug research and development.

As impressive as the growth of expenditures
has been, the purchasing power of these funds
has been eroded significantly over the years as a
result of the price and wage-rate inflation which
has occurred in the national economy as a whole.
The National Institutes of Health have devel-
oped, through a contract, a price deflator for
biomedical research and development which
permits an examination of changes in expendi-
tures on a ‘“‘constant dollar” basis (i.e., eliminat-
ing the illusory gains lost to inflation) . Between
1960 and 1975, national health R&D expendi-
tures increased at an annual “real” rate of 6.6
percent, and Federal expenditures rose at a rate
of 8.0 percent. Fifty-six percent of the increase
in health-related R&D expenditures was offset
by inflation, compared to nearly two-thirds of
the growth in gross national product during the
same period. Most of the growth in “real” out-
lays for medical and health-related research oc-
curred between 1960 and 1968, when expendi-
tures increased at an average annual rate of 10.4
percent. Between 1968 and 1975 the rate of in-
crease slowed to 2.4 percent.
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Table 178. Federal obligations for all research and development and for health research and development, according to
agency: United States, fiscal year 1975

(Data are based on multiple sources)

Health
Health R&D as
Agency Total R&D R&D total percent of
total R&D
Amount in millions

All Federal agencies .. ..o $19,044.3 $2,798.9 14.7
Department of Health, Education, and Welfare ... ... 2,375.2 2,762.2 91.0
National Institutes of Health, PHS . . . . 1,845.5 1,845.5 100.0
Other Public Health Service ... .. e e e e e e 278.5 278.5 100.0
National Institute of Education ... . .. . SO, 69.9
Office of Education .o e e 459
Office of the Secretary1 .. 103.1 23.1 224
Social and Rehabilitation Service ... .. .. 9.6 3.6 378
Social Security Administration ... . ... et e e 226 115 50.7
Other agencies . . o o e e 16,669.3 636.7 3.8
Department of Agriculture ... . o e e 420.1 614 14.6
Department of Commerce . . ... e e e e e 2154 5.5 26
Department of Defense .. . . 9,012.5 1159 1.3
Department of interior S 280.8 9.0 32
Department of Labor .. . . ... .. . 254 2.0 80
Department of State ... .. ... S 219 6.4 229
Department of Transportation .. .. . . o . 3116 1.9 38
Consumer Product Safety Commission ... . o e 260 76 —
Energy Research and Development Administration 2,072.3 1639 79
Environmental Protection Agency . e e e e 257.7 38.1 14.8
National Aeronautics and Space Admmlstratlon 3,064.4 749 24
National Science Foundation ... ... 595.0 44.7 75
Tennessee Valley Authority 16.6 0.5 29
Veterans Administration 94.8 948 100.0
All other departments and agencies ... 268.8 - —_

1 Includes the Office of Human Development and the Office of the Assistant Secretary, Education.

2 Excludes $1.6 million in obligations for scientific and technical information activities in support of research and
development.

SOURCE: National Institutes of Health, Office of Program Planning and Evaluation: Selected data.
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Table 179. National support for health research and development and average annual percent change, according to source
of funds: United States, selected fiscal years 1960-75

(Data are based on multiple sources)

Government S

. . Nonprofit

Fiscal year and period Total Industry 1 e

Y P Federal State " | organization
Expenditure in millions
1960 ... $ 900 $ 448 $78 $ 253 fabal
1965 1,884 1,174 103 450 157
1970 2,805 1,667 150 795 193
1971 3,107 1,877 163 860 207
1972 3,454 2,147 179 925 203
1973 3,667 2,225 201 1,033 208
1974 4,390 2,754 222 1,187 227
1975 4,610 2,799 239 1,322 250
i Average annual percent change

1950-75! 115 130 78 117 5.0
1960-65 15.9 21.2 5.7 122 53
1965-70 83 7.3 78 12.1 42
11970-75! 10.4 10.9 9.8 10.7 53
1970-71 10.8 126 8.7 8.2 73
197172 112 144 9.8 716 —-19
1972-73 6.2 36 123 117 25
1973-74 19.7 238 104 149 9.1
1974-75 50 16 7137 114 10.1

1[ncludes expenditures for drug research. These expenditures are included in the “drugs and sundries” component
of the Social Security Administration’s National Health Expenditure Series, not under “research.”

SOURCE: Nationa! Institutes of Health, Office of Program Planning and Evaluation: Selected data.

Table 180. National support for health research and development in 1965 dollars and average annual percent change,
according to source of funds: United States, selected fiscal years 1960-75

Government Nonprofit
Fisgal year Total Industry 1 T
caty Federal W State i organization
Expenditure in millions
1960 $1,022 $ 509 $ 89 $287 $137
1965 1,884 1,174 103 450 157
1970 2,212 1,315 118 627 152
1971 2,315 1,399 121 641 154
1972 2,452 1,524 127 657 144
1973 2,485 1,508 136 700 141
B8 2,796 1,754 141 756 145
1975 2,655 1,612 138 761 144
Average annual percent change
1960-75: 6.6 8.0 30 6.7 0.3
1960-65 13.0 18.2 30 9.4 28
1965-70 33 23 238 6.9 —06
1970-75 37 42 32 39 —11
1970-71 4.7 6.4 25 2.2 13
1971-72 59 89 5.0 25 —65
1972-73 13 —10 7.1 6.5 —2.1
1973-74 125 16.3 37 8.0 28
1974-75 —50 —81 —21 0.7 —0.7

1 Inciudes expenditures for drug research. These expenditures are included in the “drugs and sundries” component
of the Social Security Administration’s National Health Expenditure Series, not under “research.”

NOTE: Expenditures shown in the previous table were deflated using the Biomedical Research and Development de-
flator (1965 — 100) developed for the National Institutes of Health by Westat, Inc. :

SOURCE: National Institutes of Health, Office of Program Planning and Evaluation: Selected data.
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APPENDIX 1

Description and Sources of Data

Introduction

This report consolidates the most current data
on the health of the population of the United
States, the availability and use of health re-
sources, and health care costs and financing. The
information was obtained from the data files
and/or published reports of many governmental
and nongovernmental agencies and organiza-
tions. In each case, the sponsoring agency or
organization collected data using its own meth-
ods and procedures, and therefore the data in
this report vary considerably with respect to
source, method of  collection, definitions, and
reference period.

Although a detailed déscription and compre-
hensive evaluation of each data source is beyond
the scope of this appendix, users should be
aware ot the general strengths and weaknesses of
the different data 'collection systems. For ex-
ample, population-based surveys obtain socio-
" economic data, data on family characteristics,
and information on 'the impact of an illness such
as days lost from work or limitation of activity.
However, they were limited by the amount of
information a respondent remembers or is will-
ing to report. Detailed medical information
such as precise diagnoses or the types of oper-
ations performed may not be known and so will
not be reported.

Conversely, health care providers, such as phy-
sicians and hospitals, usually had good diag-
nostic information, but little or no information
about the socioeconomic characteristics of indi-
viduals or the impact of an illness on the indi-
vidual.

The population covered by different data
collection systems may not be the same, and
understanding the differences is critical in inter-
preting the data. Data on vital statistics and
national expenditures cover the entire popula-
tion. Most data on morbidity and utilization of
health resources cover only the civilian noninsti-
tutionalized population. Thus statistics are not
included for military personnel, who are usually
young, and for institutionalized people, who
may, for example, be prisoners of any age or
nursing home residents, who are usually old.

All data collection systems are subject to
error, and records may be incomplete or contain
inaccurate information. People may not remem-
ber essential information, a question may not
mean the same thing to different respondents,
and some institutions or individuals may not
respond at all. The sponsoring agencies do the

‘best they can, but it is not always possible to

measure the magnitude of these errors or their
impact on the data. Where possible, the tables
have notes describing the universe and the
method of data collection to enable the user to
place his own evaluation on the data.

Data collection systems based on samples
have, in addition to errors mentioned above,
sampling error, which is 2 measure of the varia-
bility introduced because only a sample of the
universe was taken. In general, data with large
sampling errors are not shown in this report.
Most tables also show when the data are based
on a sample.

The fact that a sample has an additional
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source of error does not mean that sample data
are less reliable than full-count data. Frequently
the money saved by taking only a sample is
spent on reducing other forms of error through
more pretesting of survey forms, better quality
control, and other measures.

The descriptive summaries which follow pro-

400

vide a general overview of study design, methods
of data collection, and reliability and validity
of the data. More complete and detailed discus-
stons are found in the publications referenced
at the end of each summary. The data set or
source 1s listed 'under the agency or organiza-
tion that sponsored the data collection.



DEPARTMENT OF HEALTH, EDUCATION,
AND WELFARE

PUBLIC HEALTH SERVICE

HEALTH RESOURCES
ADMINISTRATION

National Center for Health
Statistics

A. Vital Registration System

The vital registration system of the National
Center for Health:Statistics (NCHS) collects
and publishes data on births and deaths in the
United States. Fetal deaths are’ classified and
tabulated separately from other deaths. The Di-
vision of Vital Statistics obtains information
from the registration offices of all States, certain
cities that perform their own data collection,
the District of Columbia, Puerto Rico, the U.S.
Virgin Islands, and Guam.

Until 1972 microfilm copies of all deaths and
a 50-percent sample of births were received from
all registration areas and processed by NCHS.
Beginning in 1972 some States began sending
their data to NCHS through the Cooperative
Health Statistics System (CHSS). States that
participate in the CHSS program process 100
percent of their death and birth records and
send the entire data file to NCHS on computer
tape. The number of participating States has
grown from 6 in 1972 to 23 in 1975.

The standard certificates of birth, death, and
fetal death recommended by NCHS are modi-
fied in each registration area to serve the area’s
needs. However, most certificates conform

closely in content and arrangement to the stand-
ard certificate, and all certificates contain a
minimum data set required by NCHS.

In most areas, practically all births and deaths
are registered. The most recent survey of the
completeness of birth registration, conducted on
a sample of births during 1964-68, showed that
99.3 percent of all births in the United States
during that period were registered. No com-
parable information is available for deaths, but
it is generally believed that death registration
in the United States is at least as complete as
birth registration. However, there are isolated
areas in the United States where underreporting
of births and deaths is severe enough to affect
the validity of local statistics.

Because all natality statistics for non-CHSS
areas and all 1972 mortality statistics are based
on a 50-percent sample of certificates, these sta-
tistics are subject to sampling variability. Except
for very small estimates, sampling errors ave
small relative to the size of the statistics them-
selves, because of the large proportion of the
total file in the sample.

For more information, see: National Center
for Health Statistics, Vital Statistics of the
United States, 1972, Vol. I, Part A, DHEW Pub.
No. (HRA) 76-1100, and Vol. II, Part A,
DHEW Pub. No. (HRA) 76-1101, Health Re-
sources Administration, Washington, U.S. Gov-
ernment Printing Office, 1976.

B. National Mortality Survey
The National Mortality Survey was a sample-

survey of all deaths of persons aged 35-84 occur-
ring in the United States during 1966-68. This
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followback survey obtained information on
smoking histories and social characteristics of
the deceased, and data were secured from ques-
tionnaires mailed to spouses or ex-spouses, par-
ents, offspring, other relatives, and friends or
neighbors of the deceased.

The records for the survey were selected from
the 10-percent Current Mortality Sample (CMS),
a systematic sample of records sent to the Na-
tional Center for Health Statistics (NCHS)
monthly from each State registration office to en-
able NCHS to produce provisional mortality sta-
tistics. The CMS records were stratified by
month of death, geographic area, age, and cause
of death. A systematic sample of records was
selected from each stratum, with differing sam-
pling rates in the various strata. The average
sampling rate was 1 in 26, so the average overall
sampling rate was 1 in 260 eligible deaths. This
rate yielded a sample of 19,526 cases. Question-
naires were returned for 18,013 cases, a response
rate of 92.3 percent. To minimize nonresponse
bias, data for nonresponse cases were imputed
using data from decedents with similar char-
acteristics.

Item nonresponse on the returned question-
naires ranged from 6.4 percent for the question
“Did . . . smoke a pipe?”’ to 15.3 percent for
family income, and was uniformly distributed
between these extremes. Values for missing data
were imputed by NCHS.

For general information on the National Mor-
tality Survey, see: National Center for Health
Statistics, “Health insurance coverage of adults
who died in 1964 or 1965, United States,” Viial
and Health Statistics, PHS Pub. No. 1000-Series
22-No. 10, Public Health Service, Washington,
U.S. Government Printing Office, Oct. 1969. For
specific information on the 1966-68 Survey,
write to Director, Division of Vital Statistics,
National Center for Health Statistics, 3700 East-
West Highway, Hyattsville, Md. 20782.

C. National Survey of Family Growth

Data from the National Survey of Family
Growth (NSFG) are based on a five-stage prob-
ability sample of civilian noninstitutionalized
women living in the coterminous United States
who are less than 45 years of age and who are
currently married, previously married, or single
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mothers with their own children currently liv-
ing in the household.

The counties and independent cities of the
United States were combined to form a frame
of primary sampling units (PSU’s), and 101
PSU’s were selected as the first-stage sample for
Cycle T of NSFG. The next three stages pro-
duced a clustered sample of 28,998 households
within the 101 PSU’s. A household screener in-
terview in 26,028 of these households (89.8 per-
cent) produced a fifth-stage sample of 10,379
women, of whom 9,817 (90.2 percent) were
interviewed.

The overall item nonresponse for the com-
pleted interviews was 2.1 percent. Nonresponse
rates for frequently used items include 6.8 per-
cent for family income, 0.5 percent for educa-
tion, and 0.2 percent for age. Missing items were
imputed from completed questionnaires for
similar respondents.

To produce estimates for the entire popula-
tion of eligible U.S. women, data for the inter-
viewed sample women are inflated by the recip-
rocal of the probability of selection at each
stage of sampling and adjusted for both screener
and interview nonresponse. In addition, esti-
mates for ever-married women in 12 age-race
classes are poststratified to benchmark popula-
tion values based on data from the U.S. Bureau
of the Census Current Population Survey.

Quality control procedures for interviewer
selection and training, field listing, and data
processing are built into NSFG to minimize
nonsampling error and bias. In addition, the
nonresponse adjustments in the estimator are
designed to minimize the effect of nonresponse
bias by assigning to nonrespondents the char-
acteristics of similar respondents. Sampling er-
rors for NSFG are estimated by balanced half-
sample replication.

Discussion of the balanced half-sample tech-
nique, summary sampling error charts, and de-
tailed information on the NSFG sample design
are available in the report: National Center for
Health Statistics, “Sample design, estimation
procedures and variance estimation for Cycle I
of the National Survey of Family Growth,” Vital
and Health Statistics, Series 2, Health Resources
Administration, DHEW, Rockville, Md., to be
published.



D. National Reporting System for Family
Planning Services

The National Reporting System for Family
Planning Services (NRSFPS) continually col-
lects data on the services provided and contra-
ceptives used in organized family planning pro-
grams located in the United States, Guam,
Puerto Rico, and the U.S. Virgin Islands. Not
all agencies providing family planning services
are enrolled in NRSFPS; specifically excluded
are private physicians who provide services in
their offices to private patients.

Of the 5,614 sites on the NRSFPS roll in 1975,
4,940 submitted data to NRSFPS. Data for 1975
from participating service sites may be incom-
plete for one of two reasons: clinic visit record
forms were not completed for some patients,
and/or some forms were not submitted by Feb-
ruary 1, 1976, the cutoff date for processing.
Data for 12 months are included in the 1975
tabulations for 65 percent of the participating
clinics; some, but not all, of the remaining clin-
ics were in service for less than 12 months in
1975.

The counts obtained from NRSFPS contain
an unknown amount of duplication, since a
patient who received services from more than
one project reporting to NCHS was counted as
a separate person in each project. While not
subject to sampling error, the data are subject
to respondent, recording, and processing errors.

For more information, see Haupt, Barbara
J., The National Reporting System for Family
Planning Services, Health Services Reports,
88 (7) : 637-639, Aug.-Sept. 1973.

E. Health Interview Survey

The Health Interview Survey (HIS) is a con-
tinuing nationwide sample survey in which data
are collected by the U.S. Bureau of the Census
through personal household interviews. Infor-
mation is obtained on personal and demo-
graphic characteristics, illnesses, injuries, im-
pairments, chronic conditions, and other health
topics. The household questionnaire is revised
each year and supplemental topics are added
and deleted. For most topics, data are collected
over an entire calendar year. The universe for
HIS is the civilian noninstitutionalized popula-
tion of the United States. Members of the

Armed Forces, U.S. nationals living in foreign
countries, and persons who died during the
reference period are excluded.

The survey is based on a multistage proba-
bility cluster sample of 376 primary sampling
units selected from approximately 1,900 geo-
graphically defined units in the first stage and
12,000 segments containing about 42,000 eligi-
ble occupied households in the final stage. The
usual HIS sample is about 116,000 persons in
40,000 interviewed households in a year. The
response rate is ordinarily about 96 percent of
the eligible households. National estimates are
based on a four-stage estimation procedure in-
volving inflation by the reciprocal of the proba-
bility of selection, a nonresponse adjustment,
ratio adjustment, and poststratification.

For more detailed information on the HIS
design, limitations of data, and sampling errors
of the estimates, see: National Center for Health
Statistics, “Current estimates from the Health
Interview Survey, United States, 1974,” Vital
and Health Statistics, Series 10-No. 100, DHEW
Pub. No. (HRA) 76-1527, Health Resources
Administration, Washington, U.S. Government
Printing Office, Sept. 1975.

F. Health and Nutrition Examination Survey

This survey collects needed health-related
data which can be obtained only by direct physi-
cal examinations, clinical and laboratory tests,
and related measurement procedures. In Cycle I
of the Health and Nutrition Examination Sur-
vey (HANES I), a major purpose was to meas-
ure and monitor, over time, indicators of the
nutritional status of the American people. In
addition, a more detailed health examination
including assessment of unfulfilled health needs
and determination of a number of health condi-
tions, such as dermatological and ophthalmologi-
cal conditions, various chronic diseases, and re-
lated measures was given to a subsample.

The HANES target population is the civilian
noninstitutionalized population aged 1-74 re-
siding in the coterminous United States, except
for people residing on any of the reservation
lands set aside for the use of American Indians.
The sample design is a multistage, stratified
probability sample of clusters of persons in land-
based segments. The sample areas consist of 65
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primary sampling units (PSU’s) selected from
the 1,900 PSU’s in the coterminous United
States. Within each PSU a systematic random
sample of segments was selected which overrep-
resented segments in enumeration districts with
an average family income of less than $3,000 in
1960. Each segment consisted of an expected
eight housing units. A household interview was
conducted in each housing unit to identify
household members and select the sample per-
sons for the nutrition examination at specified
rates by age and sex groups. A subsample of per-
sons aged 25-74 also was selected to receive the
more detailed health examination. Groups at
high risk of malnutrition were oversampled at
known rates throughout the process.

Data were collected in two mobile examina-
tion centers (MEC’s) by specially trained teams
of examination staff. The MEC’s were set up
once for a period of 3-6 weeks in each of the 65
sample locations. Health examination repre-
sentatives completed medical histories in house-
holds and arranged appointments for sample
persons to be examined at MEC’s. Household
interviews were completed for over 96 percent
of the 28,043 persons selected for the HANES 1
sample, and about 75 percent (20,749) were
examined between 1971 and 1974.

The estimation procedure used to produce
national statistics involves inflation by recipro-
cals of the probabilities of selection, adjustment
for nonresponse, and a poststratified ratio adjust-
ment to population totals. Sampling errors also
are estimated to measure the reliability of the
statistics.

For more information on HANES I, see: Na-
tional Center for Health Statistics, “Plan and
operation of the Health and Nutrition Exami-
nation Survey, United States-1971-1973,” Vital
and Health Statistics, Series 1-Nos. 10a and 10b,
DHEW Pub. No. (HSM) 73-1310, Health Serv-
ices and Mental Health Administration, Wash-
ington, U.S. Government Printing Office, Feb.
1973.

G. Master Facility Inventory
The Master Facility Inventory (MFI) is a
comprehensive file of inpatient health facilities

in the United States. The three broad catego-
ries of facilities in the MFI are: hospitals, nurs-
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ing and related care homes, and other custodial
or remedial care facilities. To be included in
the MFI, hospitals must have at least six inpa-
tient beds, and nursing and related care homes
must have at least three inpatient beds.

The MFT is kept current by the periodic addi-
tion of names and addresses obtained from State
licensing agencies for all newly established in-
patient facilities. In addition, annual surveys of
hospitals and a biennial survey of nursing homes
are conducted to update name and location, type
of business, number of beds, and number of
residents or patients in the facilities. The re-
sponse rates for the 1973 nursing home survey
and the 1974 hospital survey were 96 and 92
percent, respectively.

Statistics derived from these surveys were ad-
justed for both facility and item nonresponse.
Missing items on the questionnaire were im-
puted, when possible, by using information
reported by the same facility in a previous sur-
vey. When data were not available from a pre-
vious census for a responding facility, the data
were imputed by using data from similar re-
sponding facilities. Similar facilities are defined
as those with the same types of business, owner-
ship, and service, and approximately the same
bed size.

Estimates of completeness of coverage for the
MFTI are available for 1973 but not 1974. Cov-
erage of hospitals was about 90-percent com-
plete in the 1973 MFI. Surveys conducted by
the U.S. Bureau of the Census for the National
Center for Health Statistics indicated that cov-
erage was about 90-percent complete for the
number of beds in the nursing and related care
homes and about 98-percent complete for beds
in other types of institutions.

For more detailed information on the MFI,
see: National Center for Health Statistics, “De-
sign and methodology of the 1967 Master Fa-
cility Inventory Survey,” Vital and Health Sta-
tistics, PHS Pub. No. 1000-Series 1-No. 9, Public
Health Service, Washington, U.S. Government
Printing Office, Jan. 1971.

H. Health Manpower Inventories
The National Center for Health Statistics

publishes data on health manpower from many
sources. Physician data are derived from the



American Medical Association’s (AMA) Phy-
sician Masterfile. The Masterfile contains data
on “every” physician in the United States, both
members and nonmembers of AMA, and on
those graduates of American medical schools
temporarily practicing overseas. The file also in-
cludes graduates of foreign medical schools who
are in the United States. A file is initiated on
each individual upon entry into medical school
or, in the case of foreign graduates, upon entry
into the United States. A census of physicians
is conducted every 3 years to update the file
information on professional activities, speciali-
zation, and present employment status. The
last census from which data are available was
conducted in 1973. Between censuses, AMA
keeps the file current by continuous checks of
professional publications and State licensure
notices for changes in any physician’s activities.
‘When a change is noted, the physician is sent
another copy of the questionnaire. The general
response rate to the questionnaires is about 87
percent.

Data on other health occupations are acquired
from State licensing agencies and from profes-
sional organizations such as the American Dental
Association, the American Nurses’ Association,
the American Optometric Association, the Na-
tional Association of Boards of Pharmacy, the
American Chiropractic Association, the Ameri-
can Podiatry Association, and the American
Registry of Radiologic Technologists.

For more information, see: National Center
for Health Statistics, Health Resources Statistics:
Health Manpower and Health Facilities, 1975,
DHEW Pub. No. (HRA) 76-1509, Health Re-
sources Administration, Washington, U.S. Gov-
ernment Printing Office, 1976.

J. Hospital Discharge Survey

The Hospital Discharge Survey (HDS) is a
continuing nationwide sample survey of short-
stay hospitals in the United States. The scope
of HDS covers discharges from general and spe-
cialty hospitals located in the 50 States and the
District of Columbia, exclusive of military and
Veterans Administration hospitals and hospital
units in institutions such as prisons or homes
for dependent children. Only hospitals having
six or more beds for patient use and in which

the average length of stay for all patients is less
than 30 days are included in the survey.

The sample was selected from a frame of 7,407
short-stay hospitals listed in the Master Facility
Inventory. A two-stage stratified sample design
was used, and hospitals were stratified according
to bed size and geographic region. The largest
hospitals were selected with certainty in the sam-
ple, and the probability of selection of a hospi-
tal decreased as the bed size of the hospital
decreased. Within each sample hospital, a sys-
tematic random sample of discharges is selected
from the daily listing sheet. The within-hospital
sampling ratio for selecting discharges varies
inversely with the probability of selection of the
hospital, so that the overall probability of select-
ing a discharge is approximately the same in
each bed-size class.

Survey hospitals use an abstract form to tran-
scribe data from the face sheet of hospital rec-
ords. Forms were completed by either hospital
staff or representatives of the National Center
for Health Statistics.

The basic unit of estimation for HDS is the
sample patient abstract. The estimation proce-
dure involves inflation by reciprocals of the
probabilities of selection, adjustment for non-
responding hospitals and missing abstracts, and
ratio adjustments to fixed totals. Of the 497 hos-
pitals selected for the survey, 464 were in scope
and 424 participated in the survey in 1974.

For more detailed information on the design
of HDS and the magnitude of sampling errors
associated with HDS estimates, see: National
Center for Health Statistics, “Utilization of
short-stay hospitals: Annual summary for the
United States, 1974,” Vital and Health Statistics,
Series 13-No. 26, DHEW Pub. No. (HRA) 76-
1777, Health Resources Administration, Wash-
ington, U.S. Government Printing Office, Sept.
1976.

K. National Nursing Home Survey

The National Center for Health Statistics
conducted this survey during the fall of 1973
and the winter of 1974 to collect data on nurs-
ing homes, their expenditures, residents, and
staff. The scope of the National Nursing Home
Survey (NNHS) encompassed nursing homes
which provided some level of nursing care; per-
sonal care homes and domiciliary care homes
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were excluded. The sample of 2,118 homes was
selected from 17,685 nursing homes in the sam-
pling frame, which consisted of homes classified
as nursing care homes in the 1971 Master Fa-
cility Inventory and those opening for business
in 1972. Of this sample, 7 percent did not fit the
universe definition at the time of the survey and
hence were excluded. In each sampled home
random samples of about 10 residents and 14
employees were chosen.

Data on facilities were collected by personal
interviews with administrators; facilities’ ac-
countants completed questionnaires on expendi-
tures. Resident data were collected by personal
interview of a nurse familiar with the care pro-
vided to the resident. The nurse relied on the
medical record and working knowledge of the
residents. Employees completed a self-adminis-
tered questionnaire. Response rates were 97 per-
cent for facilities, 88 percent for expenditures,
98 percent for residents, and 82 percent for staff.

Statistics from NNHS were derived by a ratio-
estimating procedure. The estimation of the
number of establishments and establishment
data not related to bed size involved inflation by
the reciprocal of the probability of selecting the
sample establishment. Statistics were adjusted for
failure of a home to respond, failure to fill out
one of the questionnaires, and failure to com-
plete an item on a questionnaire. The estimates
from the survey are subject to both sampling
and nonsampling errors.

For more detailed information on the NNHS
design and the magnitude of sampling errors
assoclated with the estimates, see: National Cen-
ter for Health Statistics, “Selected operating and
financial characteristics of nursing homes, United
States: 1973-74 National Nursing Home Sur-
vey,” Vital and Health Statistics, Series 13-No.
22, DHEW Pub. No. (HRA) 76-1773, Health
Resources Administration, Washington, U.S.
Government Printing Office, Dec. 1975.

L. National Ambulatory Medical Care
Survey

The National Ambulatory Medical Care Sur-
vey (NAMCS) is a continuing national proba-
bility sample of ambulatory medical encounters.
The scope of the survey covers physician-patient
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encounters in the offices of physicians classified
by the American Medical Association or Ameri-
can Osteopathic Association as “office-based, pa-
tient care” physicians. Federally employed phy-
sicians and certain specialty physicians are ex-
cluded.

A multistage probability design is employed.
The first-stage sample consists of 87 primary
sampling units (PSU’s) selected from about
1,900 such units, into which the United States
has been divided. In each sample PSU, a sample
of practicing physicians was selected. The final
stage involves selection of a random week of the
year, and the selection of samples of patient
visits during that week.

For the 1973 survey, 1,695 physicians were
selected for the sample, of whom 1,441 were
found to be eligible for NAMCS and were asked
to participate. A total of 1,103 physicians (76.5
percent of those eligible) participated in the
study, providing data concerning a random sam-
ple of about 30,000 patient visits.

The estimation procedure used in NAMCS
has basically three components: (1) inflation by
reciprocals of the probabilities of selection, (2)
adjustment for nonresponse, and (3) ratio ad-
justment to fixed totals.

For more detailed information on the design
of NAMCS and the magnitude of sampling er-
rors associated with NAMCS estimates, see: Na-
tional Center for Health Statistics, “The Nation-
al Ambulatory Medical Care Survey: 1973 Sum-
mary, United States, May 1973-April 1974,”
Vital and Health Statistics, Series 13-No. 21,
DHEW Pub. No. (HRA) 76-1772, Health Re-
sources Administration, Washington, U.S. Gov-
ernment Printing Office, Oct. 1975.

CENTER FOR DISEASE
CONTROL

Bureau of Epidemiology
A. National Morbidity Reporting System

The National Morbidity Reporting System
collects demographic, clinical, and laboratory
data, primarily from State and territorial health
agencies, to provide national surveillance for
conditions such as rabies, aseptic meningitis,
diphtheria, tetanus, encephalitis, and food-borne



outbreaks. Completeness of reporting varies
greatly, since not all cases receive medical care
and not all treated conditions are reported.

Estimates of underreporting were made for
two diseases, measles and viral hepatitis. Gen-
erally about 10 to 15 percent of all cases of
measles that.occur in the United States are re-
ported to the Center for Disease Control. A sim-
ilar estimate of about 15 to 20 percent has been
made for viral hepatitis.

Depending on the disease, data are collected
weekly or monthly and are analyzed to detect
epidemiologic trends or to locate cases requiring
control efforts. Data are published weekly and
summarized annually.

-For more information, see: Center for Disease
Control, ‘“Reported morbidity and mortality in
the United States, 1975, Morbidity and Mor-
tality Weekly Report, 24 (54), Aug. 1976; or
write to Center for Disease Control, Chief, Na-
tional Morbidity and Mortality Statistical Ac-
tivity, Bureau of Epidemiology, Atlanta, Ga.
30333. :

B. Abortion Surveillance

The Center for Disease Control (CDC) ac-
" quires abortion service statistics by State of
occurrence from two sources: (1) central health
agencies and (2) hospitals and facilities. Since
the initiation of epidemiologic surveillance of
abortions in 8 States in 1969, the number of
States from which statewide abortion data were
reported increased to 36 in 1974. By 1974 most
of the 36 central health agencies had established
direct reporting systems, although a few col-
lected data by surveying abortion facilities. In-
quiries by CDC to hospitals and facilities pro-
vided information for 15 States which did not
collect statewide abortion data.

The total number of abortions reported to
CDC is about 15 percent less than the total esti-
mated independently by the Alan Guttmacher
Institute, the research and development division
of the Planned Parenthood Federation of Amer-
ica, Inc.

For more information, see: Center for Disease
Control, Abortion Surveillance 1974, DHEW
Pub. No. (CDC) 76-8276, Public Health Serv-
ice, Washington, U.S. Government Printing Of-
fice, Apr. 1976; or write to Center for Disease
Control, Attn: Director, Family Planning Evalu-

ation Division, Bureau of Epidemiology, At-
lanta, Ga. 30333.

Bureau of State Services

A. Venereal Disease

All States require that each case of syphilis
and gonorrhea which comes to medical attention
be reported to the State or local health officer.
Chancroid, granuloma inguinale, and lympho-
granuloma venereum are also reportable in most
States. Every 3 months each State submits to the
Public Health Service a statistical summary of
cases reported during the quarter. All cases not
previously reported in the State, regardless of
duration of infection or previous treatment
status, are counted in the statistical report of
cases. Reported morbidity, as reported cases are
sometimes called, indicates the result of case-
detection activities.

The trend of rates of reported cases of early
syphilis over a period of years may indicate inci-
dence trends if no significant changes have oc-
curred in casefinding efforts or completeness of
case reporting. Similarly, the trend of reported
cases of syphilis in all stages of disease can indi-
cate prevalence trends subject to the same limi-
tations. Therefore, trends in reported cases and
rates must be interpreted with caution, since
they reflect changes in disease incidence and
prevalence and in casefinding efforts and com-
pleteness of case reporting.

Cases of primary and secondary syphilis are
reportable by law in all 50 States and the Dis-
trict of Columbia. In FY 1975 physicians and
clinics in the United States reported 25,746 cases
to State or local health departments, but this
number understates actual incidence because:
(1) cases occur which are not diagnosed in the
primary or secondary stages, and (2) many diag-
nosed cases are not reported to health depart-
ments. The Venereal Disease Control Division
estimated that the actual incidence of syphilis in
fiscal year 1975 was about 82,000 cases, of which
25,746 were reported to health departments.

Gonorrhea in general is underreported for the
same reasons as syphilis. In gonorrhea, however,
underdiagnosis occurs much more frequently in
women than in men because most infected fe-
males exhibit no evidence of infection. The
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Venereal Disease Control Division estimated that
at least 2,600,000 cases of gonorrhea occurred in
the United States in fiscal year 1975, of which
945,945 were reported to health departments.

Data are published annually in ¥D Fact Sheet.
For more information, see: Center for Disease
Control, VD Fact Sheet, 1975, 32d ed., DHEW
Pub. No. (CDC) 76-8195, Public Health Serv-
ice, Atlanta, Ga.; or write to: Center for Disease
Control, Venereal Disease Control Division, Bu-
reau of State Services, Atlanta, Ga. 30333.

B. U.S. Immunization Survey

This system is the result of a contractual
agreement between the Center for Disease Con-
trol (CDC) and the U.S. Bureau of the Census.
The Immunization Survey is conducted during
September of each year through the Current
Population Survey, which is separately described
in this appendix.

The reporting system contains demographic
variables and vaccine history, along with disease
history when relevant to vaccine history. The
system is used to estimate the immunity level
of the Nation’s childhood population against the
vaccine preventable diseases, and from time to
time immunity level data on the adult popu-
Iation are collected. Data have been available
. since 1959 and are published annually by CDC.

For more information, write to: Center for
Disease Control, Immunization Division, Bu-
reau of State Services, Atlanta, Ga. 30333.

Bureau of Health Education

A. Smoking and Health

A series of telephone surveys on cigarette
smoking were conducted under contract. Repre-
sentative samples of telephone numbers were
randomly selected by computer from a data
bank that included all possible combinations of
area codes, telephone exchanges, and subscriber
numbers, with a sufficient additional number of
selections to allow for the elimination of non-
residential telephones. Standardized question-
naires, requiring about 15 minutes, were admin-
istered by trained interviewers.

One set of surveys was for adults, defined as
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those age 21 years and over. In the 1975 survey,
13,650 interviews were accomplished from an
initial set of 19,264 telephone numbers for a
70.8-percent response rate. This survey also in-
cluded interviews in person in households not
having a telephone; of the 1,140 total eligible
households selected for interview, 525 interviews
were completed (i.e., a 46.1-percent response
rate) .

The surveys of teenagers covered persons aged
12-18. Since a 1968 survey had indicated that the
addition of nontelephone households to the
sample resulted in very little change in the data
obtained from telephone households, subse-
quent surveys of teenagers did not include non-
telephone surveys. In the 1974 survey, interviews
were completed with 2,553 teenagers.

For more information, see: Center for Disease
Control and National Institutes of Health,
Adult Use of Tobacco, 1975, Public Health
Service, Atlanta, Ga., June 1976; and National
Institutes of Health, Teenage Smoking, National
Patterns of Cigarette Smoking, Ages 12 Through
18 in 1972 and 1974, DHEW Pub. No. (NIH)
76-931, Public Health Service, Bethesda, Md.; or
write to: Center for Disease Control, Bureau of
Health Education, National Clearinghouse for
Smoking and Health, Atlanta, Ga. 30335.

ALCOHOL, DRUG ABUSE,
AND MENTAL HEALTH
ADMINISTRATION

National Institute of
Mental Health

A. Surveys of Mental Health Facilities

The Survey and Reports Branch, Division of
Biometry and Epidemiology, National Institute
of Mental Health (NIMH) conducts several
surveys of mental health facilities. Some of the
data in this report are derived from more than
one of these surveys. Response rates for most of
the items on these surveys are relatively high, as
is the case with data presented in this report, for
which the rate is 90 percent or better. However,



for some survey items, the response rate may be
somewhat lower.

The Inventories of Mental Health Facilities
are the primary source of NIMH data used in
this report. This data system is based on ques-
tionnaires mailed to over 3,000 mental health
facilities in the United States as of January 1974
including 625 psychiatric hospitals, 796 non-Fed-
eral general hospitals with psychiatric services,
340 residential treatment centers for emotionally
disturbed children, 400 federally funded com-
munity mental health centers, 1,092 freestand-
ing outpatient psychiatric clinics, and 77 other
types of multi-service or day or night facilities.

Other surveys conducted by the Survey and
Reports Branch encompass sample surveys of
patients coming under care in State, county, and
private mental hospitals, outpatient psychiatric
services, and general hospital inpatient psychia-
tric units in order to determine the character-
istics of patients served by these facilities.

For more information, see: National Institute
of Mental Health, “Emergency services in psy-
chiatric facilities, United States, January 1974,”
Statistical Note, No. 128, DHEW Pub. No.
(ADM) 76-158, Alcohol, Drug Abuse, and Men-
tal Health Administration, Washington, U.S.
Government Printing Office, 1976; or write to:
Division of Biometry and Epidemiology, Na-
tional Institute of Mental Health, 5600 Fishers
Lane, Rockville, Md. 20857.

National Institute on
Drug Abuse

A. Drug Abuse Warning Network

The Drug Abuse Warning Network (DAWN)
is an information system supported jointly by
the Drug Enforcement Administration and the
National Institute on Drug Abuse. In part, the
system collects information on drug-related med-
ical emergencies in 24 standard metropolitan
statistical areas (SMSA’s) of the country. In 21
of the 24 SMSA’s an attempt is made to enlist all
emergency rooms in short-term non-Federal gen-
eral hospitals into the system. In three SMSA’s,
because of the large number of qualifying facili-
ties, emergency room coverage is on a sampling
basis. A responsible individual on the staff at
each facility in the survey is assigned to fill out

data forms, which are then sent to DAWN field
monitors, who check the incoming data forms.

Data are published in “Project DAWN III”
and in standard monthly and annual reports.
For more information, write to: National Clear-
inghouse for Drug Abuse Information, National
Institute on Drug Abuse, 11400 Rockville Pike,
Rockville, Md. 20852.

National Institute on
Alcohol Abuse and Alcoholism

A. National Study of Adolescent Drinking
Behavior, Attitudes, and Correlates

This study was conducted under contract from
the National Institute on Alcohol Abuse and Al-
coholism to better understand the extent and
nature of adolescent alcohol use in the United
States. The study was based on a nationwide
probability sample of students in grades 7-12 in
the coterminous United States and the District of
Columbia. A stratified two-stage sample design
was used. The sample was selected from a frame
of classrooms. All students in each sample class-
room filled out a 35-page questionnaire during
regular school hours and in the school facilities.
One questionnaire applicable to all grade levels
was used. It was designed to be completed in
about 45 minutes. Questionnaires were com-
pleted by 13,122 students from 643 classrooms,
resulting in a 72.7-percent response rate, which
included replacement classrooms.

For more information, see: Rachal, J. V., et
al., A National Study of Adolescent Drinking
Behavior, Attitudes and Correlates, Research
Triangle Park, N.C., Research Triangle Insti-
tute, Apr. 1975. The report is available only
from: National Technical Information Service,
2585 Port Royal Rd., Springfield, Va. 22161. In-
clude order number (PB-246-002/AS); cost is
$11.00.

B. Survey of Drinking Attitudes

This survey of drinking attitudes of persons
18 years and over in the United States was con-
ducted for the National Institute on Alcohol
Abuse and Alcoholism (NIAAA) by the Opin-
ion Research Corporation. A national probabil-
ity sample of households was selected, and one
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person 18 years or over was interviewed in each
selected household. A random sample of 60 U.S.
counties was selected. In each county, a minor
civil division (MCD), as defined by the U.S. Bu-
reau of the Census, was selected using a probabil-
ity sampling method. Households were selected
within sample MCD’s by randomly choosing one
or more addresses from a list of households and
then interviewing persons in a cluster of adja-
cent households. The interviews in a cluster did
not begin at the household selected from the list,
but at the adjacent household. Telephone di-
rectories were the sources of locations of house-
hold starting points.

The survey was conducted during the period
December 6, 1974, to January 22, 1975, with
2,157 persons being interviewed. Proper weights
were introduced into the tabulated data so that
the results represent the total U.S. population
18 years and over.

For more information, see: Rappeport, M.,
Labow, P., and Williams, J., The Public Evalu-
ates the NIAAA Public Education Campaign,
Vols. I and II, Princeton, Opinion Research
Corporation, July 1975; available from: Opinion

Research Corporation, North Harrison Street,
Princeton, N.J.

C. Study on Alcoholism and Treatment

The Rand Corporation conducted a study on
alcoholism sponsored by a grant from the Na-
tional Institute on Alcohol Abuse and Alcohol-
ism. The study was conducted through the Har-
ris Survey, a household interview survey of the
general population of the United States. Alcohol
consumption data are based on information
from a self-administered form. The data were
collected in four waves between August 1972
and January 1974. Each wave was an independ-
ent national probability sample of approximately
1,500 persons 18 years and over. All waves were
combined to produce a total sample size of ap-
proximately 6,300 adults.

For more information, see: Armor, D. J,
Polich, J. M., and Stambul, H. B., Alcoholism
and Treatment, Rand Corporation, June 1976.
This report is available only from Rand Corpo-
ration, Publications Department, 1700 Main
Street, Santa Monica, Calif. 90406. The cost of
the report is $7.00.

SOCIAL SECURITY ADMINISTRATION

A. Estimates of National Health Expenditures

Estimates of public and private expenditures
for health are compiled annually by type of ex-
penditure and source of funds. The data for
several Federal health programs are taken from
the Office of Management and Budget’s special
analysis of health programs, while data for the
remaining Federal health programs are supplied
directly by the various agencies.

Non-Federal expenditure estimates come from
an array of sources. American Hospital Associa-
tion data on hospital finances, increased slightly
to allow for osteopathic hospitals, are the pri-
mary source for estimates relating to hospital
care. Estimated expenditures for the services of
dentists and physicians in private practice are
based on the gross income from self-employed
practice reported to the Internal Revenue Serv-
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ice, while the salaries of dentists and physicians
on the staffs of hospitals and hospital outpatient
facilities are considered a component of hospital
care.

Expenditures for the education and training
of medical personnel are considered to be ex-
penditures for education, and where they can be
separated, they are excluded from health ex-
penditures. Expenditures for drugs, drug sun-
dries, eyeglasses, and appliances exclude those
provided to inpatients and are estimated princi-
pally from the report of personal consumption
expenditures in the Department of Commerce’s
national income accounts in the Survey of Cur-
rent Business. Nursing home care expenditures
by both public and private sources are based on
data from the National Nursing Home Survey
conducted by the National Center for Health
Statistics. Data on the financial experience of



health insurance organizations come from spe-
cial Social Security Administration analyses of
private health insurers. Expenditures for con-
struction represent “value put in place” for hos-
pitals, nursing homes, medical clinics, and med-
ical research facilities but not for private office
buildings providing office space for private prac-
titioners.

For more specific information on items in-
cluded and excluded and on the general method-
ology used, see: Gibson, R. M., and Mueller, M.
S., “National health expenditures, fiscal year
1976, Social Security Bulletin, 40 (4):3-20,
Apr. 1977.

B. Private Health Insurance

Annual estimates are made of the net number
of persons and the percent of the population
with private insurance coverage for hospital
care, various physicians’ services, and other
major types of health care.

Two sets of estimates of people having private
health insurance for hospital care and surgical
services are used: (1) those of the Health Insur-

-
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ance Association of America (HIAA) and (2)
those of the Office of Research and Statistics,
which are based on data collected in the Health
Interview Survey of the National Center for
Health Statistics. Financial data for Blue Cross
and Blue Shield Plans are based on financial
statements supplied by the Blue Cross Associa-
tion and the National Association of Blue Shield
Plans. Data on premium income and benefit ex-
pense of the health insurance business of insur-
ance companies are provided by HIAA and are
based on figures published by the National Un-
derwriter Company. The data are adjusted by
HIAA to eliminate premiums and estimated
losses for accidental death and dismemberment
insurance and to include any companies not
appearing in the National Underwriter figures.

For a fuller description of data sources and
methods of adjustment and estimation, see:
Mueller, M. S., “Private health insurance in
1974: A review of coverage, enrollment, and
financial experience,” Social Security Bulletin,
40 (5) : 3-20, Apr. 1977.
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DEPARTMENT OF COMMERCE

BUREAU OF THE CENSUS

A. Current Population Survey

This is 2 mmonthly nationwide panel survey of
a scientifically selected sample representing the
civilian noninstitutionalized population and is
subject to sampling error. The sample is located
in 461 areas comprising 923 counties and inde-
pendent cities with coverage in every State and
the District of Columbia. About 55,000 housing
units and other quarters are designated for the
sample at any time, of which about 47,000 are
occupied by households eligible for interview;
of these, in turn, about 4 to 6 percent are, for
various reasons, unavailable for interview.

For more information, see: U.S. Bureau of the
Census, “Population estimates and projections,”
Current Population Reports, Series P-25, No.
545, Washington, U.S. Government Printing
Office, Apr. 1975.

B. Population Estimates and Projections

National estimates are derived by use of de-
cennial census data as benchmarks and of data
available from various agencies as follows: births
and deaths (Public Health Service) , immigrants
(Immigration and Naturalization Service), the
Armed Forces (Department of Defense), net
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movement between Puerto Rico and the U.S.
mainland (Puerto Rico Planning Board), and
Federal employees abroad (Civil Service Com-
mission and Department of Defense). State esti-
mates are based on similar data and also on a
variety of data series, including school statistics
from State departments of education and paro-
chial school systems.

National population projections indicate the
approximate future level and characteristics of
the population under given assumptions as to
future fertility, mortality, and net immigration.
The method used to develop projections in-
volved preparation of projections of each of the
components of population change (i.e., births,
deaths, and net immigration) and the combina-
tion of these with July 1 estimates of the current
population. Projections for States and metropoli-
tan areas incorporate further assumptions about
population redistribution through interarea mi-
gration.

Current estimates and projections are gener-
ally consistent with official decennial census
figures and do not reflect the amount of esti-
mated decennial census undernumeration.

For more information, see: U.S. Bureau of
the Census, “Mobility of the population of the
United States: March 1970 to March 1975,
Current Population Reports, Series P-20, No.
285, Washington, U.S. Government Printing
Office, 1975.



DEPARTMENT OF LABOR

BUREAU OF LABOR
STATISTICS

A. Occupational Safety and Health

The Bureau of Labor Statistics, in accordance
with the Occupational Safety and Health Act of
1970, collects annual data on work-related in-
juries and illnesses in the United States and its
territories.

Questionnaires are mailed to a sample of em-
ployers in the areas of agriculture, forestry and
fisheries, oil and gas extraction, contract con-
struction, manufacturing, transportation, public
utilities, wholesale and retail trade, finance, in-
surance, real estate, and services. Self-employed
individuals; railroad employers; employers cov-
ered by the Coal Mine Health and Safety Act
and the Metallic and Nonmetallic Mine Safety
Acts; and Federal, State, and local governmental
units are excluded from the survey.

In the 1973 survey, questionnaires were
mailed to a sample of 228,000 units from a total
universe of 5 million workplaces. Of these,
20,000 were not included in the final count be-
cause they were not in operation, were not with-
in the scope of the survey, were included at an-
other location, were sent duplicate forms, or
were not mailable. Second mailings and tele-
phone calls to nonrespondents resulted in replies
from over 88 percent, or 183,000 of the 208,000
in-scope units.

The injury and illness data for all reporting
units in each industry-employment-size group
were expanded by the inverse of the probability
of selection, and adjusted to account for change
in the actual employment level in each industry
and for nonresponse to obtain the estimates.

For more information, see: Bureau of Labor
Statistics, U.S. Department of Labor, Occupa-

tional Injuries and Illnesses in the United States,
by Industry, 1973, Bulletin 1874, 1975; or write
to U.S. Department of Labor Statistics, Wash-
ington, D.C. 20212.

B. Consumer Price Index

The Consumer Price Index (CPI) is a meas-
ure of average changes in prices of goods and
services usually bought by urban wage earners
and clerical workers. It is based on prices of
about 400 items selected to represent the move-
ment of prices of all goods and services pur-
chased by wage earners and clerical workers.
Prices for these items are obtained in urban
portions of 39 major statistical areas and 17
smaller cities chosen to represent all urban
places in the United States. They are collected
from about 18,000 establishments—grocery and
department stores, hospitals, filling stations, and
other types of stores and service establishments.

Prices of food, fuels, and a few other items
are obtained every month in all 56 locations.
Prices of most other commodities and services
are collected every month in the five largest
areas and every 3 months in other areas. Prices
of most goods and services are obtained by per-
sonal visits of the Bureau’s trained representa-
tives. Mail questionnaires are used to obtain
local transit fares, public utility rates, newspaper
prices, fuel prices, and certain other items.

In calculating the index, price changes for the
various items in each location ave averaged to-
gether with weights which represent their im-
portance in the spending of all wage earners and
clerical workers. Local data are then combined
to obtain a U.S. city average. Separate indexes
are also published for 23 areas.

The index measures price changes from a
designated reference date—1967—which equals
100.0. An increase of 22 percent, for example,

418



is shown as 122.0. This change also can be ex-
pressed in dollars as follows: the price of a base
period “market basket” of goods and services
bought by urban wage earners and clerical work-
ers has risen from $10 in 1967 to $12.20.
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For more information, see: Bureau of Labor
Statistics, Consumer Price Index, Detailed Re-
port, Nov. 1976; or write to: U.S. Department
of Labor, Bureau of Labor Statistics, Washing-
ton, D.C. 20212.



ENVIRONMENTAL PROTECTION AGENCY

A. National Aerometric Surveillance Network

The Environmental Protection Agency
(EPA), through extensive monitoring of activi-
ties conducted by Federal, State, and local air
pollution control agencies, collects data on the
five pollutants for which National Ambient Air
Quality Standards have been set. These pollu-
tion control stations submit data quarterly to
EPA’s National Aerometric Data Bank. There

are about 3,400 total stations reporting, but
much of the data are underreported, so the pol-
lution estimates are low.

For more information, see: Monitoring and
Air Quality Trends Report, 1974, EPA-450/1-
76-001, Research Triangle Park, N.C,, Feb. 1976;
or write to: Air Pollution Technical Information
Center, Environmental Protection Agency, Re-
search Triangle Park, N.C. 27711.

415



CONSUMER PRODUCT SAFETY COMMISSION

A. National Electronic Injury Surveillance
System

The National Electronic Injury Surveillance
System (NEISS) collects data from a probability
sample of 119 hospital emergency rooms selected
by the Consumer Product Safety Commission
(CPSC) from over 5,000 such facilities in the
United States. Trained workers abstract data
from the emergency room records of all patients
seen each day whose injuries involve consumer
products. The information is transmitted daily
to CPSC. In the July 1, 1973, to June 30, 1974,
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period, NEISS collected and stored surveillance
data on over 300,000 cases.

Although NEISS collects data on all consumer
products, CPSC publications do not include data
for certain products such as motor vehicles, food,
drugs, firearms, and other products which are
under the jurisdiction of other Federal agencies.

For further information on NEISS, see: U.S.
Consumer Product Safety Commission, Annual
Report, Fiscal Year 1976, Washington, U.S. Gov-
ernment Printing Office, Oct. 1976; or call the
toll free Consumer Hotline at 800-638-2666.



AMERICAN HOSPITAL ASSOCIATION

A. Annual Survey of Hospitals

Data from this survey are based on question-
naires sent to all hospitals in the United States
and its associated areas which have been ac-
cepted for registration by the American Hospital
Association (AHA). In 1975 questionnaires
were mailed to 7,231 registered hospitals, com-
prising 96 percent of all hospitals. Of these,
7,156 hospitals were located in the 50 States and
the District of Columbia and 75 in the U.S. asso-
ciated areas. Overall, 6,646 hospitals reported
data, a response rate of 91.9 percent. For non-
reporting hospitals and for the survey question-
naires of reporting hospitals on which some in-

formation was missing, estimates were made for
all data except those on bassinets and facilities.
The estimates of the missing data were based on
data furnished by reporting hospitals that were
similar to the hospitals whose data were not re-
ported in terms of bed-size category, type of
control, major type of service provided, and
type of stay.

For more information on the AHA Annual
Survey of Hospitals, see: Hospital Statistics, 1976
Edition, Data from the American Hospiial Asso-
ciation 1975 Annual Survey; or write to: Amer-
ican Hospital Association, 840 North Lake Shore
Drive, Chicago, I1l. 60611.
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APPENDIX i

Glossary of Terms

SOCIAL AND DEMOGRAPHIC TERMS

Age. — Age is usually determined as of last
birthday.

Age adjustment.—Age adjustment is the appli-
cation of the age-specific rates of a population
of interest to a standard population distributed
by age (often the total U.S. population in
1940). Age adjustment eliminates the differ-
ences in observed rates due to age differences
in population composition and is usually done
when comparing two or more populations. Age
adjustment is perhaps most useful for comparing
the death rates of different populations since
death rates vary greatly with age.

Color and race.—For statistical reporting pur-
poses, data systems used by the Federal Govern-
ment classify individuals into two or more color
or racial groups (e.g., white, black, American
Indian, and Oriental). When no race other than
white is shown in a table (i.e., white and all
other), the classification is considered to be by
color; when two or more races are shown (e.g.,
white, black, and other), the classification is con-
sidered to be by race.

The classification of color and race may be
based upon self-reported data or upon observa-
tion by an interviewer. In the National Vital
Registration System a newborn infant is classi-
fied, for statistical purposes, to the race of the
parents. If the parents are of different races and
one is white, the child is assigned the other par-
ent’s race; if neither is white, the child is as-
signed the father’s race.

Currently employed.—In both the Health In-
terview Survey and Bureau of Labor Statistics

data, currently employed persons are those who
report that they either work at or have a job or
business. Current employment includes paid
work as an employee of someone else, self-em-
ployment in a business, farming, or professional
practice, and unpaid work in a family business
or farm. (The Bureau of Labor Statistics speci-
fies 15 hours a week or more of unpaid work
in a family business or farm.) Persons tempo-
rarily absent from a job or business because of
temporary illness, vacation, strike, personal rea-
sons, or bad weather are considered currently
employed.

In the Health Interview Survey, free-lance
workers also are considered currently employed
if they have a definite arrangement with one em-
ployer or more to work for pay according to a
weekly or monthly schedule, either full time or
part time.

Excluded from the currently employed popu-
lation are persons who have no definite employ-
ment schedule but work only when their serv-
ices are needed. Also excluded from the cur-
rently employed population are: (1) persons re-
ceiving revenue from an enterprise but not par-
ticipating in its operation, (2) persons doing
housework or charity work for which they re-
ceive no pay, (3) seasonal workers during the
portion of the year they are not working, and
(4) persons on layoff or looking for work.

Family income.—For purposes of the Health
Interview Survey, all persons within a house-
hold related to each other by blood, marriage,
or adoption constitute a family. Family income
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is the total of all income received by members
of a family in the previous 12 months, including
wages, salaries, rents from property, interest,
dividends, profits and fees from their own busi-
ness, pensions, and help from relatives.

Marital status.—The population is divided
through self-reporting into the categories mar-
ried and not married. Married includes all mar-
ried persons not separated from their spouses.
Not married includes those who are single
(never married), separated, divorced, or
widowed.

Population.—U.S. Bureau of the Census col-
lects and publishes data on several different
types of population in the United States (i.e.,
the 50 States and the District of Columbia):
total, resident, civilian, and civilian noninstitu-
tionalized population. Different surveys require
and use different populations based on their
objectives.

Total population is the population of the

United States including all members of the

Armed Forces living in foreign countries.

Other Americans abroad (i.e., civilian Fed-

eral employees, dependents of Federal em-

ployees, etc.) are not included.

Resident population is the population living

in the United States. This includes members

of the Armed Forces stationed in the United

States and their families, as well as foreigners

working or studying here; it excludes foreign

military, naval, and diplomatic personnel and
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their families located here and residing in
embassies or similar quarters as well as Ameri-
cans living abroad.
Civilian population is the resident population
excluding members of the Armed Forces.
Families of members of the Armed Forces are
included, however.
Civilian noninstitutionalized population is the
civilian population not residing in institu-
tions. Institutions include prisons, reforma-
tories, jails, and detention homes; homes for
retired members of the Armed Forces; homes
for orphans or the aged; asylums or hospitals
for the insane, incurable, and tubercular; and
nursing homes and convalescent homes.
Poverty level.—For the National Survey of
Family Growth the poverty level threshold
values are based on those shown in the Bureau
of the Census publication Current Population
Reports, Series P-60, No. 98 (January 1975).
For the Health and Nutrition Examination Sur-
vey, the poverty level threshold values are based
on those shown in the Bureau of the Census
publication Current Population Reports, Series
P-60, No. 86 (December 1972). These various
threshold values are based on a poverty level
index, defined by the Social Security Adminis-
tration in 1964, which considers the costs of
necessary nutrition for families based on such
factors as family size and composition, age and
sex of the family head, and farm or nonfarm
residence.



GEOGRAPHIC TERMS

Division and region.—The 50 States and the
District of Columbia have been grouped for sta-
tistical purposes by the Bureau of the Census
into nine divisions within four regions. The
groupings are the following:

NORTHEAST

New England
Maine, New Hampshire, Vermont,
Massachusetts, Rhode Island, Connecticut
Middle Atlantic

New York, New Jersey, Pennsylvania

NORTH CENTRAL

East North Central
Michigan, Wisconsin, Ohio, Indiana,
Illinois

West North Central
Minnesota, Iowa, Missouri, North Dakota,
South Dakota, Nebraska, Kansas

SOUTH

South Atlantic
Delaware, Maryland, District of Columbia,
Virginia, West Virginia, North Carolina,
South Carolina, Georgia, Florida
East South Central
Kentucky, Tennessee, Alabama, Mississippi
‘West South Central
Arkansas, Louisiana, Oklahoma, Texas

WEST

Mountain
Montana, Idaho, Wyoming, Colorado,
New Mexico, Arizona, Utah, Nevada
Pacific
Washington, Oregon, California, Alaska,
Hawaii

Federal administrative region.—There are 10
regions set up throughout the United States by
the Federal Government for standardized ad-
ministrative purposes across departments and
agencies.

Location of residence, hospitals, etc.—Coun-
ties are classified in a Department of Agriculture
system. Metropolitan counties are classified ac-
cording to the size of the metropolitan area of
which they are a part. Nonmetropolitan coun-

ties are classified by their number of urban
residents and proximity to a metropolitan area.

The county classifications are as follows:

I. Within SMSA.—metropolitan counties (see
“Standard Metropolitan Statistical Areas.”)
1. Large SMSA refers to a county within

an SMSA of at least 1 million popula-

tion.

A. Core refers to counties containing
the primary central city of an SMSA.

B. Fringe refers to suburban counties of
an SMSA.

2. Medium SMSA refers to a county within
an SMSA of 250,000 to 999,999 popu-
lation.

3. Other SMSA refers to a county within
an SMSA of less than 250,000 popula-
tion.

II. Outside SMSA.—nonmetropolitan counties
1. Adjacent to SMSA refers to a county
contiguous to an SMSA.

A. Urbanized refers to a county con-
tiguous to an SMSA and having an
aggregate urban population of at
least 20,000.

B. Less urbanized refers to a county
contiguous to an SMSA and having
an aggregate urban population of
2,500 to 19,999.

C. Thinly populated refers to a county
contiguous to an SMSA and having
no urban population.

2. Not adjacent to SMSA refers to a county
not contiguous to an SMSA.

A. Urbanized refers to a county not
contiguous to an SMSA and having
an aggregate urban population of at
least 20,000.

B. Less urbanized refers to a county not
contiguous to an SMSA and having
an aggregate urban population of
2,500 to 19,999.

C. Thinly populated refers to a county
not contiguous to an SMSA. and hav-
ing no urban population.

Registration.—The annual collection of mor-
tality statistics began in 1900 with 10 States and
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the District of Columbia. The collection of birth
statistics began in 1915, also with 10 States and
the District of Columbia. Admission to the
national birth or death vital registration area
required at least 90-percent registration com-
pleteness. These registration areas have been
complete since 1933.

The birth- and death-registration areas cur-
rently include all States, the District of Colum-
bia, Puerto Rico, the U.S. Virgin Islands, and
Guam. However, in statistical tabulations,
“United States” refers only to the 50 States and
the District of Columbia.

Standard metropolitan statistical area (SM-
SA).—This is a concept developed for use in sta-
tistical reporting and analysis. Except in the New
England States, an SMSA is a county or a group
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of contiguous counties containing at least one
city of 50,000 inhabitants or more or “twin
cities” with a combined population of at least
50,000. In addition, contiguous counties are in-
cluded in an SMSA if they are essentially metro-
politan in character (based on criteria of labor
force characteristics and population density)
and are socially and economically integrated
with the central city or cities.

In New England, towns and cities rather than
counties are the geographic components of the
SMSA. The National Center for Health Statis-
tics (NCHS) does not use this classification for
vital statistics purposes because NCHS data are
not coded to identify all towns. Instead, it uses
the metropolitan State economic area (MSEA),
which is made up of county units.



HEALTH STATUS AND DETERMINANTS

Fertility

Contraceptive use.—In studies of family plan-
ning, individuals are classified according to their
use or nonuse of contraception. Nonusers are
women who are currently pregnant, postpartum,
or sterile for reasons other than limitation of
family size and those not using contraception
for other reasons. Users are classified according
to the specific method they use: sterilization, the
birth control pill, intrauterine device (IUD),
diaphragm, condom, etc.

Family planning.—Family planning includes a
range of fertility regulation methods to help
individuals or couples avoid unwanted births or
bring about wanted births. Avoiding unwanted
births includes producing a change in the num-
ber of children born, regulating the intervals
between pregnancies, and controlling the timing
of births in relation to the age of parents.

Legal abortion.—Each State has its own regu-
lations as to what constitutes a legal abortion
and who may perform one.

Live birth.—A live birth is the complete ex-
pulsion or extraction from its mother of a prod-
uct of conception, irrespective of the duration
of the pregnancy, which after such separation
breathes or shows any other evidence of life such
as heartbeat, umbilical cord pulsation, or defi-
nite movement of voluntary muscles, whether or
not the umbilical cord has been cut or the pla-
centa is attached. Each product of such a birth
is considered live born.

Morbidity and Mortality

Cause of death.—For the purpose of national
mortality statistics, every death is attributed to
one underlying cause as reported on the death
certificate. For data years 1968 to the present,
the Eighth Revision International Classification
of Diseases, Adapted for Use in the United States,
was used for coding. Earlier data used the then
current revision of the International Classifica-
tion of Diseases.

Condition.—A health condition is a departure
from a state of physical or mental well-being.
Conditions, except impairments, are coded ac-
cording to the International Classification of

Diseases, Adapted for Use in the United States.

Based on duration, there are two categories of
conditions: acute and chronic. In the Health
Interview Survey, an acute condition is any con-
dition which has lasted less than 3 months and
which has involved either a physician visit or
restricted activity while a chronic condition is
(1) any condition lasting 3 months or more or
(2) certain conditions classified as chronic re-
gardless of their time of onset. The National
Nursing Home Survey uses a specific list of
chronic conditions in collecting information
about each resident.

Incidence.—Incidence is the number of cases
of disease, infection, or some other event hav-
ing onset during a prescribed period of time
and is often expressed as a rate (e.g., the inci-
dence of measles per 1,000 children aged 5-15).
Incidence is a measure of morbidity or other
events that occur within a specified period of
time.

Infant mortality.—Infant mortality is the death
of live-born children who have not reached their
first birthday and is usually expressed as a rate
(i.e., the number of infant deaths per 1,000 live
births) .

International Classification of Diseases,
Adapted for Use in the United States (ICDA ).—
The ICDA is a disease classification based on
the Eighth Revision International Classifica-
tion of Diseases (ICD), which is designed for
the classification of morbidity and mortality in-
formation for statistical purposes. Both the ICD
and the ICDA are arranged in 17 main sections.
Most of the diseases are arranged according to
their principal anatomical site, with special sec-
tions for infective and parasitic diseases; neo-
plasms; endocrine, metabolic, and nutritional
diseases; mental diseases; complications of preg-
nancy and childbirth; certain diseases pecu-
liar to the perinatal period; and ill-defined con-
ditions. Separate sections provide a classifica-
tion of injuries according to the external cause
giving rise to the injury, usually used for cause-
of-death categories, and a classification according
to the nature of injury (such as puncture, open
wound, or burn), usually used for morbidity
categories.
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The ICDA gives greater detail and specificity
than is provided by the ICD. Complete corre-
spondence between these two classifications has
been maintained at the three-digit level, but
new fourth-digit subdivisions have been created
in various parts of the ICDA.

The ICD was first used in 1900 and has been
revised about every 10 years since then.

Life expectancy.~Life expectancy is the aver-
age number of years remaining to a person at a
particular age and is based on a given set of age-
specific death rates. Life expectancy may be de-
termined by race, sex, or other characteristics
using age-specific death rates for the population
with that characteristic.

Limitation of activity.—Each person identified
by the Health Interview Survey as having a
chronic condition is classified according to the
extent to which his activities are limited as
follows:

(1) Persons unable to carry on major activity

for their group.

(2) Persons limited in the amount or kind of

major activity performed.

(3) Persons not limited in major activity but

otherwise limited.

(4) Persons not limited in activity.

Major activity is the principal activity of a
person or of his age-sex group. Thus for ages 1-5
it refers to ordinary play with other children
and for ages 6-16 to school attendance, while for
17 years and over it may refer to a job, house-
work, or school attendance.

Notifiable disease.—A notifiable disease 1s one
which health providers are required, usually by
law, to report to Federal, State, or local public
health officials when diagnosed. Notifiable dis-
eases are those of public interest by reason of
their infectiousness, severity, or frequency.

Prevalence.—Prevalence is the number of cases
of a disease, infected persons, or persons with
some other attribute present at a particular
time. It is often expressed as a rate (e.g., the
prevalence of diabetes per 1,000 persons) .

Disability

Days of care~In the Hospital Discharge Sur-
vey, this refers to the total number of patient
days accumulated at the time of discharge by
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patients discharged from short-stay hospitals
during a year, counting all days from and in-
cluding the date of admission to but not includ-
ing the date of discharge.

In the Health Interview Survey, this refers to
the total number of days for all hospital episodes
occurring in the 12-month period prior to the
week of interview.

Disability.—Disability is any temporary or
long-term reduction of a person’s activity as a
result of an acute or chronic condition. It is
often measured in terms of the number of days
that a person’s activity has been reduced.

Disability day.—The Health Interview Survey
identifies several types of days on which a per-
son’s usual activity is reduced because of illness
or injury (reported for the 2-week period pre-
ceding the week of the interview). These short-
term disability days are classified and defined as
follows:

A bed-disability day is a day on which a person
stays in bed for more than half of the daylight
hours (or normal waking hours) because of a
specific illness or injury.
A restricted-activity day is one on which a per-
son cuts down on his usual activities for the
whole of that day because of an illness or an
injury. Bed-disability days, school-loss days,
and work-loss days are also restricted-activity
days.
A school-loss day is a day on which a child did
not attend school because of a specific illness
or injury. For purposes of this survey school-
loss days are determined only for children
aged 6-16.
A work-loss day is a day on which a person did
not work at his job or business for at least half
of his normal workday because of a specific
illness or injury. The number of work-loss
days is determined only for persons 17 years
of age and over who report that at any time
during the 2-week period covered by the in-
terview they either worked at or had a job or
business.

Lost workday.—The Bureau of Labor Statis-
tics counts as lost workdays all days on which,
due to some illness or injury, an employee who
would otherwise have worked could not, was
assigned to a temporary or less than full-time
job, or did not perform all duties normally
assigned to him. The day on which the injury



occurs is not included. These days are reported
by employers and therefore differ from the num-
ber of work-loss days reported by employees (as
discussed above).

Patient days.—American Hospital Association
defines patient days as the number of adult and
pediatric days of care rendered during a report-
ing period. Newborn days of care are excluded.

Adjusted patient days (inpatient day equiva-
lents) include inpatient days plus an estimate
of the volume of outpatient days, expressed in
units equivalent in terms of level of effort to
inpatient days. This equivalent is derived by
multiplying the number of outpatient visits
by the ratio of outpatient revenues received
per outpatient visit to inpatient revenues per
inpatient day.

Determinants of Health

Drug of abuse—The Drug Abuse Warning
Network defines drug of abuse as any drug used
in a way unrelated to acceptable medical or cul-
tural practice. Alcohol is not included unless it
is reported in combination with another drug.

Drug abuse episode.—Any visit to a hospital,
contact with crisis center personnel, or death
reported by a medical examiner due to abuse of
any drug except alcohol used alone is consid-
ered a drug abuse episode by the Drug Abuse
Warning Network.

Drug mention.—The Drug Abuse Warning
Network includes any drug of abuse which
played a part in causing an abuser to seek treat-
ment or other help. There is only one episode
for each mention; however, one episode may
have more than one drug mention.

Particulate matter.—Particulate matter is de-
fined as particles of solid or liquid matter in the
air, including both nontoxic materials (soot,
dust, and dirt) and toxic materials (lead, asbes-
tos, suspended sulfates and nitrates, etc.).

Pollutant.—A pollutant is any substance that
renders the atmosphere or water foul or noxious
to health.

Product-related injury.—The National Elec-
tronic Injury Surveillance System counts as a
product-related injury any injury reported in a
hospital emergency room as being associated
with a consumer product.

495



UTILIZATION AND RESOURCES

Ambulatory Care

Dental visit.—The Health Interview Survey
counts visits to a dentist’s office for treatment or
advice, including services by a technician or
hygienist acting under the dentist’s supervision,
as dental visits. Services provided to hospital in-
patients are not included.

Family planning visit.—The National Survey
of Family Growth asked currently married
women aged 15-44 about visits to a physician or
other trained person (i.e., nurse, midwife, pub-
lic health worker, medical social worker, or
other person trained to instruct or assist in fam-
ily planning) at which methods of family plan-
ning were discussed.

Physician visit.—The Health Interview Survey
counts as a physician visit a visit in person or by
telephone for the purpose of examination, diag-
nosis, treatment, or advice. The service may be
provided directly by the physician or by a nurse
or other person acting under the physician’s
supervision. Contacts involving services pro-
vided on a mass basis are not included, nor are
contacts for hospital inpatients. A separate visit
is counted for each person about whom the
physician’s advice is sought.

Seriousness of problem.—In the National Am-
bulatory Medical Care Survey the physician in-
dicates for each patient visit the seriousness of
the problem, condition, or symptom which the
patient says caused the visit. Seriousness refers
to the physician’s clinical judgment as to the
extent the patient would be impaired if no care
were given. It is expressed as very serious, seri-
ous, slightly serious, and not serious.

Inpatient Care

Average length of stay.—Average length of
stay is the total number of hospital days accumu-
lated at the time of discharge by patients dis-
charged during the year divided by the number
of patients discharged.

Bed.—Most health resource inventories and
surveys define a patient bed as one set up and
staffed for use by patients.
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Bed size.—This is the number of beds reported
by an institution. An average bed size is com-
puted for a group of hospitals by dividing the
total number of beds for that group by the num-
ber of hospitals.

Certification status.—The Master Facility In-
ventory and National Nursing Home Survey
classify nursing homes according to their eligi-
bility for participation in the Medicare and
Medicaid programs.

Medicare is defined as the medical assistance
provided in Title XVIII of the Social Security
Act.

Medicaid is defined as the medical assistance
provided in Title XIX of the Social Security
Act.

Skilled nursing home (SNH) is a home certi-
fied as a skilled nursing home under Medi-
caid. Requirements for SNH certification are
stated in Title XIX of the Social Security Act.

Intermediate care facility (ICF) is a home cer-
tified as an intermediate care facility under
Medicaid. Requirements for ICF certification
are stated in Title XIX of the Social Security
Act.

Not certified refers to facilities which are not
certified as providers of care by either Medi-
care or Medicaid.

Days of care—See Days of care under “Dis-
ability Measures.”

Hospital.—The definitions by specialty and
ownership used for hospitals are those of the
American Hospital Association (AHA). A hos-
pital is an institution whose primary function is
to provide diagnostic and therapeutic patient
services for a variety of medical conditions. It
must meet several AHA registration criteria, in-
cluding having at least six inpatient beds, an
organized physician staff, and continuous nurs-
ing services under the supervision of registered
nurses. Hospitals are classified by length of stay,
type of service, and type of ownership.

Federal hospitals are operated by the Federal

Government and include Veterans Adminis-

tration hospitals. All other hospitals are non-

Federal hospitals.



General hospitals are facilities with an orga-
nized medical staff that provide permanent
nursing services and both surgical and non-
surgical diagnoses and treatment of patients
with any of a variety of medical conditions.
Government hospitals are those operated by
Federal, State, or local governments.

Long-stay hospitals are those in which the
average length of stay is 30 days or more.
Psychiatric hospitals are those providing any
of the following: psychiatric care, care for the
mentally retarded, or treatment for alcohol-
ism and other chemical dependency. See also
“Psychiatric Care.”

Short-stay hospitals, for both the Master
Facility Inventory and the Hospital Dis-
charge Survey, are those in which the average
length of stay is less than 30 days. In the
Hospital Discharge Survey, Federal hospi-
tals and hospital units of institutions are
not included. In the Health Interview Survey,
however, any hospital can be included which
provides one of the following services: gen-
eral; maternity; eye, ear, nose, and throat;
children’s; and osteopathic.

Specialty hospitals include those providing
any of these services: obstetrics and gynecol-
ogy; eye, ear, nose, and throat; rehabilitation;
orthopedic; chronic disease; children’s; and
other special services.

Hospital day.—For persons admitted as inpa-
tients to a hospital, the Health Interview Survey
counts as a hospital day each night spent in the
hospital. Thus, for example, a person who enters
the hospital on Monday afternoon and leaves on
Wednesday afternoon is considered to have had
2 hospital days.

Hospital discharge—The Health Interview
Survey defines a hospital discharge as the com-
pletion of any continuous period of stay of 1 or
more nights in a hospital as an inpatient, except
the period of stay of a well newborn infant.

In the Hospital Discharge Survey, a hospital
discharge is the formal release of an inpatient by
a hospital. It excludes hospital newborns and
infants admitted to the inpatient service on the
calendar day of birth.

Hospital episode.—The Health Interview Sur-
vey considers any continuous period of stay of
1 or more nights in a hospital as an inpatient,
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except the period of stay of a well newborn in-
fant, to be a hospital episode. "

Nursing home.—The minimum standards and
regulations for nursing homes vary between
States, so no uniform definition is possible.
Nursing homes are classified according to the
level of care they provide: nursing care, per-
sonal care, and domiciliary care.

The Master Facility Inventory and National
Nursing Home Survey include only facilities
licensed by the State in which they are located.
These data systems use the following classifi-
cation:

Nursing care homes meet the following cri-
teria: they employ one or more full-time reg-
istered or licensed practical nurses and pro-
vide nursing care to at least half the residents.
Nursing care is the provision of any of the
following services: application of dressings or
bandages, bowel and bladder training, cathe-
terization, enema, full bed bath, hypodermic
injection, intravenous injection, irrigation,
nasal feeding, oxygen therapy, and tempera-
ture-pulse-respiration or blood pressure mea-
surement.

Personal care homes meet the following cri-
teria: they provide supervision over medica-
tion and treatments or provide three or more
personal care services (help with bathing,
correspondence, shopping, dressing, eating,
and walking or getting about). If some of the
residents receive nursing care, it is a personal
care home with nursing; if none receive nurs-
ing care, it is a personal care home without
nursing.

Domiciliary care homes provide one or two

personal care services along with room and

board.

Occupancy rate—The occupancy rate is the
average number of patients per day in a hospital
divided by the number of hospital beds.

Patient.—The Hospital Discharge Survey con-
siders a patient to be a person who has been
formally admitted to the inpatient service of a
short-stay hospital for observation, care, diag-
nosis, or treatment.

Resident.—In the National Nursing Home
Survey a resident is a person who has been for-
mally admitted to but not discharged from an
establishment.
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Psychiatric Care’

Halfway house.—A halfway house is a health
service mode that prepares a previously hospital-
ized patient for return to his home and commu-
nity through the provision of transitional liv-
ing quarters and assistance in activities of daily
living.

Halfway-house services provided at a mental
health facility may be open to anyone in need
of these services or may be restricted to persons
currently or previously enrolled in one of the
other services of the mental health facility.

Mental disorder.—A mental disorder is any of
several disorders listed in the Diagnostic and
Statistical Manual of Mental Disorders-DSM-I1,
published by the American Psychiatric Associa-
tion.

Mental health facility.—A mental health facil-
ity is an administratively distinct governmental,
public, or private agency or institution whose
primary concern is the provision of direct men-
tal health services to the mentally ill or emo-
tionally disturbed. Facilities include public and
private psychiatric hospitals, psychiatric services
in general hospitals, residential treatment cen-
ters for emotionally disturbed children, out-
patient psychiatric clinics, federally funded com-
prehensive community mental health centers
(CMHC'’s), and other facilities.

Psychiatric hospitals are hospitals in which the
primary concern is to provide inpatient care
and treatment for the mentally ill. Psychiatric
inpatient units of Veterans Administration
general hospitals are grouped with psychiatric
hospitals because of their similarity in size
and operation.

General hospitals providing psychiatric serv-

ices are hospitals that knowingly and rou-

tinely admit patients to a separate psychiatric
service modality for the purpose of diagnosing
and treating psychiatric illness.

Residential treatment centers for emotionally

disturbed children are residential institutions

primarily serving emotionally disturbed chil-
dren and providing treatment services, usually
under the supervision of a psychiatrist.

* The definitions for psychiatric care are those used by the
National Institute of Mental Health.
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Freestanding outpatient psychiatric clinics are
administratively distinct facilities whose pri-
mary purpose is to provide nonresidential
psychiatric health service and in which a psy-
chiatrist assumes medical responsibility for all
patients and/or directs the mental health
program.

Federally funded community mental health

centers are legal entities through which com-

prehensive mental health services are pro-
vided to a delineated catchment area. This
mental health delivery system may be imple-
mented by a single facility (with or without
subunits) or by a group of affiliated facilities
which make available at least the following
essential mental health services: inpatient,
partial, outpatient, emergency care, and con-
sultation and education. Further, one of the
component facilities of a federally funded

CMHC is the ultimate recipient of Federal

funds under Public Law 88-164 (construc-

tion), and /or Public Law 89-105 (staffing), or
amendments thereto.

Mental retardation admission.—These are ad-
missions to State mental retardation institutions
of all patients regardless of whether they have
a record of previous care in either a public or
private institution.

Net releases.—Net releases are a measure of
releases alive from public institutions in the
State system to the community or to other in-
patient facilities outside the State system. Re-
leases from State institutions for which the
patient did not return to the institution within
the time period covered are estimated. Net re-
leases are computed by taking the number of
residents at the beginning of a time period plus
admissions during the year (including returns
from leave and excluding transfers within the
State system) and subtracting the number of
residents at the end of the time period and any
deaths in the institution during the year.

Psychiatric episodes.—Psychiatric episodes are
counted as the number of residents in inpatient
facilities at the beginning of the year plus the
total additions to these facilities during the year,
including new admissions, readmissions, and re-
turns from leave. An individual can be counted
more than once.



Manpower

Full-time equivalent employee (FTE).—The
Master Facility Inventory uses an estimate of
full-time employees that counts two part-time
employees (employees working less than 35 hours
a week) as one full-time employee. The Na-
tional Nursing Home Survey uses an estimate of
full-time employees that counts 35 hours of part-
time employees’ work per week as equivalent to
one full-time employee.

Physician (M.D., D.O.).—A physician is a pro-
fessional qualified by law and training to
practice medicine. Physicians are classified by
the American Medical Association and others
through self-reporting according to specialty,
place of practice, and other criteria.

An active physician or dentist is one who is

currently practicing, regardless of the number

of hours worked per week.

A Federal physician or dentist is one who is

employed by the Federal Government; a non-

Federal or civilian physician or dentist is not.

A physician or dentist in general practice or

family practice is considered to have no spe-

cialty. A specialty is any specific branch of
medicine (or dentistry) that a professional
may concentrate in.

A licensed physician or dentist is one who is

authorized to practice in a State. Every State

(and the District of Columbia) requires that

physicians and dentists be licensed there in

order to practice in that State.

An office-based physician has a practice based

in a private office; a hospital-based physician

has a practice based in one or more hospitals.

Health Economics

Consumer Price Index (CPI).—The CPI is an
economic index prepared by the Bureau of La-
bor Statistics, U.S. Department of Labor. It is a
‘measure of the changes in average prices of the
goods and services purchased by urban wage
earners and by clerical workers and their fami-
lies. The medical care component of the CPI
shows trends in medical care charges based on
specific indicators of hospital, medical, dental,
and drug prices. The medical care component
characteristically rises faster than the overall
CPI, as do some other service components of the

index. However, since the CPI is a measure of
charges, which are not always related to costs, it
may fail to accurately reflect changes in medical
care costs.

Economic Stabilization Program (ESP).—This
Federal program was established to control
wages and prices. On August 15, 1971, all wages
and prices were frozen for a period of 90 days.
During that period a system of wage and price
controls, administered through a cost-of-living
council, was implemented. Controls continued,
with periodic changes in the flexibility and in-
tensity with which they were enforced until
their legislative authority ultimately expired in
April 1974. Wages and prices in the health care
industry were controlled through a specialized
series of regulations. The 32145 months during
which the controls were in effect is the only
period in which medical care price increases
have slowed markedly since the enactment of
Medicare and Medicaid; during that peried in-
creases in medical care prices were limited to
4.3 percent per year.

Gross national product (GNP).—This is the
most comprehensive measure of a nation’s total
output of goods and services. In the United
States, the GNP represents the dollar value in
current prices of all goods and services produced
for sale plus the estimated value of certain im-
puted outputs, (i.e., goods and services that are
neither bought nor sold). The GNP may be
calculated by adding either all expenditures on
currently produced goods and services or all in-
comes earned in producing these goods and serv-
ices. Calculated from the expenditure side, it
is the sum of (1) consumption expenditures by
both individuals and nonprofit organizations,
plus certain imputed values; (2) business invest-
ment in equipment, inventories, and new con-
struction (residential as well as business con-
struction is counted); (3) Federal, State, and
local government purchases of goods and serv-
ices; and (4) the sale of goods and services
abroad minus purchases from abroad. From the
income side, the GNP is the sum of all wages
and interest plus the profits before taxes and
depreciation earned in the current production
of goods and services.

Medicaid (Title XIX).—This program is fed-
erally aided but State operated and adminis-
tered. It provides medical benefits for certain
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low-income persons in need of health and medi-
cal care. The program, authorized by Title XIX
of the Social Security Act, is basically for the
poor. It does not cover all of the poor, however,
but only persons in one of the categories eligible
for coverage under the welfare cash payment
programs—the aged, the blind, the disabled, and
members of families with dependent children
in which one parent is absent, incapacitated,
or unemployed. Under certain circumstances,
States may provide Medicaid coverage for chil-
dren under 21 years who are not categorically
eligible. Subject to broad Federal guidelines,
States determine the benefits covered, program
eligibility, rates of payment for providers, and
methods of administering the program.

Medicare (Title XVIII)—This is a nation-
wide health insurance program for people 65
years and over, persons eligible for social secu-
rity disability payments for over 2 years, and
certain workers and their dependents who need
kidney transplantation or dialysis. Health insur-
ance protection is available to insured persons
without regard to income. Monies from payroll
taxes and premiums from beneficiaries are de-
posited in special trust funds for use in meeting
the expenses incurred by the insured popula-
tion. The program was enacted July 30, 1965,
as Title XVIII, Health Insurance for the Aged,
of the Social Security-Act, and became effective
on July 1, 1966. It consists of two separate
but coordinated programs: hospital insurance
(Part A) and supplementary medical insurance
(Part B).

National health expenditures—FEach year the
Office of Research and Statistics, Social Security
Administration, prepares estimates of the value
of all health services and supplies and health-
related research and construction activities con-
sumed (or produced) in the United States dur-
ing the previous year. Detailed estimates are
available by source of expenditure (e.g., con-
sumer out-of-pocket, private health insurance,
and government programs) and by type of ex-
penditure (e.g., hospitals, physicians, drugs).
Estimates are available for fiscal years from 1929
through 1976 and for calendar years from 1929
through 1975. Data are compiled from a variety
of sources covering expenditures for govern-
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ment programs and payments to providers by
consumers, insurance companies, and others.

Health services and supplies expenditures are
outlays for goods and services relating directly
to patient care, plus expenses for prepayment
and administration of health insurance pro-
grams and government public health activi-
ties. This category is equivalent to total na-
tional health expenditures minus expenditures
for research and construction.

Private expenditures are outlays for services

provided or paid for by nongovernmental

sources—consumers, insurance companies, pri-
vate industry, and philanthropic organiza-
tions.

Public expenditures are outlays for services

paid for or provided by Federal, State, and

local government agencies or expenditures re-
quired by governmental action (such as work-
men’s compensation insurance payments).

Nursing facility costs.—The National Nursing
Home Survey definition of the costs of running
a nursing home has as its major components
fixed costs, labor costs, operating costs, and mis-
cellaneous costs.

Fixed costs include equipment, building and

land rentals, insurance, taxes, licenses, inter-

est, financing and depreciation charges, and
amortization of leasehold improvements.

Labor costs include wages and fringe benefits

for staff members and contract employees.

Operating costs include expenses for food,

drugs, supplies, equipment, laundry, linen,

utilities, buildings and grounds maintenance,
and contractual arrangements for laboratory,
professional, and household services.

Miscellaneous costs include dues, subscrip-

tions, travel, advertising, and other expenses.

Putient days.—See Patient days under “Dis-
ability Measures.”

Personal health care expenditures.—1hese are
outlays for the provision of health care to indi-
viduals. The expenditures in this category
are total national health expenditures minus
amounts devoted to research and medical facili-
ties construction, expenses for prepayment and
administration, and government public health
activities.
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i th
|. HEALTH STATUS Time trend | Gecgraphic Age Sex Colororrace | Income | yariables
. Population ¥
United States 1 t il2 {2 12 t T
Components of change .. |35 14,5 3
Pogulation projections ... _ |67 t 7 t T
. Natality
Births: general 3,5,8,11,12 5,15 +11L12 t +13,8,11,12 t t
Births: unmarried women .. 13,14 13,14 13,14
Contraceptive use 10 +19,10 i {10 t 9
. Mortality
Deaths: general 3,5,17,18 5,18,23-25 1 |16,17,18,23-25 +16,17,23-25 ¢ (3,16,17,23-25 + t
Deaths: infant, fetal, perinatal .| 20,22 |21 T t 122 t +
Deaths: cause of death .. |26-30 t 26-30 +128-30 26-30
Life expectancy 19 {19 t119 119 T
. Determinants of Health
(1) Personal Health Habits
Cigarette smoking 33,36 t + 1 33, 34, 36-38 +133-38 i 35 37 T
Alcohol consumption ... 39 + 139,42 39,41, 42 39,41 41,42 39-42 t
Obesity and control of weight ... 43-46 t | 43-46 t t
Physical exercise 47 47
(2) Medical Care
Preventive care T T t t
Prenatal care 48 49 48, 49 T t
Immunization 50-53 50-53 50-53 50-53
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I. HEALTH STATUS (continued) Time trend Geoagrr:;)hlc Age Sex Color or race Income va?;[:lflres
Usual place of care oo 54, 57 54, 57 54,57 54, 57
Barriers to care __ 55, 56 55, 56 55, 56 55, 56
(3) Environment
Air potlution _____ 32 32
Weather _. 58
Other factors ... t 31 59, 60
. Measures of Health
Self-assessment of health ... +| 61 + 161 T T 61 t
Restricted-activity days .. ... 66 +| 66, 68 + | 68, 69 t t 68 t 69
Bed-disability days .. 67 t| 67,68 t | 68, 69 t t 68 T 69
Work-loss days ..o ; i 68 t 1 68,69 t t 68 t 62, 69
Disease: selected chronic conditions +1 63,64 t | 64 t i 64 t 63
Disease: selected acute conditions ... T T T
Disease: influenza and other upper
respiratory conditions .. 65-67 65-67
Disease: notifiable 76
Disease: venereal 72-75 172,73 72,73
Disease: tuberculosis 1 71 71 71 71
Disease: dental + + t + t t
Diseases for which immunization is
available ... 70
Height and weight 78,79 78,79
Birth weight __ 77 1 77 t t
Nutrition t + T t
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65%

. Geographic| Color or Condition and Other
Il. UTILIZATION OF HEALTH CARE Time trend area Age Sex race Income diagnosis variables
A. Ambulatory Care
Physician t | 81-87 +[80-87 t| 80-87 t| 80-87 1|8 t| 83,84 81,82, 85,86
Hospital outpatient clinic . 88 88 . . 88 88
Hospital emergency room ... - | 8 89, 91,92 89, 91, 92 92 89 90-93
Dentist t 194 94 Tl 94 94 94 i f T
Outp_atient psychiatric t T 195 T + ¥ 95 T T
Family planning 96, 97 9% 97 97
Abortion services 98, 99 98,99 (98 + 9 98, 100
. Short-Stay Hospital Care
Discharges or episodes 1 105 + 1101, 104,105 +{ 101,105 +§ | 105 i {104,105 1 101 t i
Days of care + 1102, 104 11102 104 T 102
Length of stay t T 1103,104 +1 103 + | 104 t1 103
. Long-Term Care
Nursing homes 110 ¥ + | 106-108 +| 106-108 ¥ t 107,108,110 ¥ t
Psychiatric inpatient 110 t + [ 109 t t t 109, 110 t t
Mental retardation facilities ... 111
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. Geographic Type of . Other
11, HEALTH RESOURCES Time trend area practice Specialty variables
A. Manpower

Persons active in health field 112 +
Physicians: total 113,114 ¢ t 114 ¥
Physicians: total active 115 115
Physicians: active, non-Federal .. 118 116, 118 ¥ } 116
Physicians: active, non-Federal, office-based 117,122 117
Dentists ... e et e 120 t 119, 120 } T +
Nurses: registered and practical t T U T
Other practitioners T 121 t t

: Time Geographic Patients . . Services

1. HEALTH RESOURCES (continued) P Beds and Employees| Specialty | Ownership \
trend area residents provided
. Facilities

Inpatient: total 123 123 123 t]| 123 123
Hospitals: total t 125 t t +1 124,125 | 124,125 t
Hospitals: non-Federal t [ 126-128, 130 126-128 130 +| 126, 128 129
Long-term care: nursing homes . 131 133,134 1| 131-134 132, 133 132,133 ¢
Long-term care: other 131 134 1 131,134 ¢ t t
Mental health facilities t t 135,136 + 135, 136
Other facilities t T t t t t
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IV. HEALTH CARE COSTS . j : e of 0 of funds . Other
AND FINANCING Time trend Geoag::;) hie Age Income ex;)élr)lditure S g:i)iayment Specialty | . riables

National health expenditures _ | 137-142 t 138,.141, 142 139, 140 t
Public program expenditures

(including Medicare and

Medicaid) ... ... |[145 145,146 + | 151 il +1 144, 146 144, 151 t 144,151 +
Personal health care

expenditures ... 143, 149, 150, 159 + | 147-151 + +| 147, 148, 152, 159 143, 147-152,159 ¢ 151
Private health insurance

coverage 160 +1 155,156 ¢ {153-158 + |154, 155,157,158 | 153,160 + 157,158 +
Consumer Price Index: medical

care component . .. | 162164 164 162-164
Prescription drugs: prices ... 161
Hospitals: costs and expenses_ | 165-167 t + 166, 167
Nursing homes: selected

financial characteristics —...... +| 168 t t t 169 ¥
Physicians: fees, incomes,

and expenses ... | 170-=172 11173 T 170-173 ¢ i
Dentists: incomes oo 175 t 174 t
Economic cost of iliness ... [177 176,177
Health research and develop-

ment expenditures _ _....._.... | 179, 180 179, 180 178

NOTE: Additional data on the specified subject are presented in the 1975 annual report (National Center for Health Statistics: Health, United States, 1975,
DHEW Pub. No. (HRA) 76-1232. Health Resources Administration. Washington. U.S. Government Printing Office, 1976
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