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DEPARTMENT OF HEALTH AND HUMAN SERVICES
OFFICE OF THE SECRETARY

SELECT PANEL FOR THE +QOMOTIOMN
OF CHILD HEALTH
1832 M STREET, N.Ww. — RM, 711
WASHINGTON, D.C. 20036
202-634.4003

December 2, 1980

Honorable Patricia R. Harris

Secretary
Department of Health and Human Services

Honorable Edward M. Kennedy

Chairman, Subcommittee on Health and Scientific Research
Senate Committee on Labor and Human Resources

Honorable Henry A. Waxman

Chairman, Subcommittee on Health and the Environme::
House Committee on Interstate and Foreign Commerce

Dear Secrertary Harris, Senator Kennedy, and Congressman Waxman:

I am proud to traansmit to you the report of the Select Panel
for the Promotion of Child Health, in accordance with Public Law
95-626 which created the Panel.

The 17 meabers of the Panel and our staff have devoted an
extraordinary amount of time, energy, and—we hope——wisdom to ocur
task. Our commitment has reflected how seriously w& have all come
to take the opportunity offered us by the breadth 3f :r~e mandate
fongress assigned to us. The chance to design the fountations of a
national effort to improve the health of our children has infused
our work with excitement and zest. It has also permitted us to
mobilize the contributiors of hundreds of individuals and
organizations throughout the country, engaged in large ways and
small in understanding and serving the health needs of this
country’'s children and families. The Panel, and the Nation, are
profoundly in their debt.

We were impressed with the richness and diversity of available
talent, comperence and commitment, reflected in the accomplishments

of a great variety of public programs and private efforts in
communities throughout the country. We also becane starkly aware
of the extent of the unsolved problems that remain.

Our recommendations reflect a hardheaded analysis of serious
unmet aeeds in child and maternal health, a recognition of past
successes and future opportunities for effectively meeting these
needs, careful consideration of the weaknesses and strengths of
current Federal programs and policies, and a sober and pragmatic
assessment of the capacity of our institutions to provide parents,
professionals, and others working to improve child health with the
scientific, financial, and organizational support theyv need.
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Honorable Parricia R. Harris
Honorable Edward M. Kennedy
Honorable Henry A. Waxman
Page Two

Volume I of our report presents our major findings and
recommendations.

Volume 1I contains specific recommendarions for fmproving five
ma jor Federal programs with significant impact on child health:

== Title V of the Social Security Act
~— The Special Supplemental Food Program for Women, Infants and

Children
-= P.L. 94-142: The Education for All Handicapped Children Act
-— Medicaid and CPSDT
-— Community Mental Health Centers and Services Systems

Volume ILI consists of what we believe to be the most
comprehensive compilation of data on child health in the U.S. yet
to be published.

We also submit a collection of background papers, listed atr the
end of Volume I, which were prepared for the Panel, and which we
believe will be extremely useful to those who wish to become
familiar in greater depth with selected aspeccts of the issues we
have analyzed.

Some of our recommendations should be acted on immediately.
Others are designed to be considered and implemented over a period
of years. All of our recommendations are practical, and as
specific and concrete as we have been able to make them.

The goals we set out encompass an extremely broad sweep of
issues. 1In accordance with our congressional mandate we have
addressed and analyzed issues and policies pertaining to the
physical environment, health behavior, health services organization
and financing, and health research. %e did not try to go beyond
these, although we are fully aware that other aspects of the social
environment exercise a powerful ianfluence on health. It is true
that 1{f we could eliminate poverty and racism in this country, if
high quality preschool programs and community supporcs for faumilies
were more available, if teachers and schools were more effective,
if we had full employment and every young person could look forward
to productive work, our health indicators would improve
significantly. Nevertheless, we have not focused on these issues,
both because they are outside the Panel's mandate, and because we
wish to help direct public attention to the extensive opportunities
to improve child health by improvire health policies and programs.
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The Panel has asked ae to call your attention ro an additional
problem we faced in defining our mandate. As you know, the
legislation that establisiied the Panel asked us to look at the
health of “children and expectanl mothers.” Child health is
obviously inseparable from maternal health. The health of tiw
mother during pregnancy is unquesti{onably a ma jor deterainant of
child health. But as we looked beyond purely physiolosical factors
in child health, we found that our concerns aust Include fathers as
Well as wmothers, both in relation to their role in the Jecision to
conceive a child, and to their continuing role in providing
furturance, support, protection, and guidance to their children us
they grow. Not only is the family the primary unit for the
delivery of health services to infants and childrea, Sur tle ramily
environment is probably the 3rfeatest influence on a child's
health. We wish to be clear that our use of the tera “maternal and
child health,” when we describe and analyze both needs and
interventions, is in no way inconsisteat with our convicrinn thar
fathers as well as mothers are central to raising healthy children.

We are grateful for the opportunity you have given us to enage
in this work, and thank you for the help and SUpPpOrt we have

received from vou and your associates in the course of our
deliberations. - We trust that the value of our efforts will prove

to have justified the investment that the aAmeric.an public has made
in the creation of this report.

I am sure you share with us the conviction that public policy,
no matter how well conceived and carried out, can contribute only
modestly to the vigor, grace, and joy we wish to see in our
children’s lives. But as our report makes clear, public policy and
programs can mean the crucial differeace, especially in the lives
of the most vulnerable of our children.

We hope most profoundly that this report will contribute to
shaping public policy in ways that will help all American familics
and communities to protect and promote the health of all of our
nation's children.

Respectfully and sincervly yours,

LOSE RS A

Lisbeth Bamberger Schorr
Chairperson -
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FOREWORD

The mandate of the Select Panel for the Promotion of Child Health to
develop “a comprehensive plan to promote the health of children and
pregnant women™ has necessitated an evaluation of the health-related
data for women of childbearing age and for children.

What do we know about the Nation's children and pregnant women:
their health status, living conditions, and health-related behavior? What
are their patterns of family living and are these associated wich health
status? What health care do they receive, and what health resources are
available to them? These are some of the broad questions that this volume
attempts to answer, through tables and text. in order to-support the
Panel's work in developing the comprehensive plan. The information has
been used by the Panel during its deliberations and in preparation of its
recommendations, which are in volumes I and I1.

The volume is divided into two sections. Section I consists of text and
section II of 120 tables.

The text is designed to facilitate interpretation of the tables, to highlight
the data, and to provide references to important or recent ic studies
and to major sources of data. It is not designed to analyze all of the data
in this volume or in all epidemiological studies. The hope is that it will
serve as an introduction to readers who will browse through the tables and
find the information they need to make their own interpretations. An
index of tables relevant to each chapter is provided at the end of the text
and a subject index at the end of the tables to facilitate such use.

Chapter 1 is an overview of changes in the conditions in which children
hve in the United States and provides some indication of the changes that
are projected.

Chapter 2 is devoted to the conditions influencing and surrounding the

inning of life, including fertility, family planning, prenatal and hospital
care, and the health status of the newborn—using infant mortality as an
indicator. Concern for the child’s well-being must start here, as this is the
time when the child is at the greatest risk of long-term damage or death.

Chapter 3 is a return to some of the conditions discussed in chapter 1.
The focus is on characteristics of families and adults with whom children
live and the relationship of these characteristics with the health and health
care of children. Data are included on other factors believed to influence
health or health behavior, such as immunization, sanitation and water
supply, nutrition and diet, and health education. There is a discussion of
the data on child abuse.

Chapter 4 is a description of the health status of children and youths.
Data on death rates, institutionalized children, and children with life-
threatening or limiting chronic conditions are included. However, the
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greater part of the chapter is spent on health status indicators for the vast
majority of children who are living in the community.

Chapter 5 concerns the resources available for the health care of
children—medical personnel, facilities, and financing. Data on changes in
the supply and cost are included.

Chapter 6 contains a discussion of the use of medical and dental care,
places where children receive medical care, and differentials among
children in the amount of care and the places where care is received. Data
on diagnoses for visits to office-based physicians and for hospitalizations
are discussed, as are some of the characteristics of the visits to office-based
physicians.

Unless there is a specific reference in the text, the data and the
references are in the lables in section II. The tables are not referenced in
the text. Instead, ac index to the tables relevant to each chapter (many of
which are not explicitly discussed) follows the text. The index should
enable the reader t> examine the data and make additional or different
interpretations.

The tables follow the same order as that used in Health United States to
facilitate comparison of data on pregnant women and children with data
for the entire population. Some of the tables are identical to those in
Health United States, which, since that volume is published annually, will

.~ enable the user to find comparable information in years to come. .
] Despite the large number of tables, they are only a selection from the
vast amount of data available. The selection was based on five criteria:
population coverage (national or large subgroups of the U.S. population),
statistical reliability and validity, timeliness, importance to public health .
or social medicine, and relevance to social policy.

The approach taken to select and present the information imposes
restrictions. There are no data from clinical trials, local area studies,
studies of special population groups, or studies of rare conditions even
though such studies are of great importance. Many were used for the
background papers in volume IV and as the basis for recommendations in
volume I.

The tables were designed for an easy-to-use presentation of numbers,
rates, and percentages. They were not designed to present cross-classifica-
tion of many simultaneous variables, and there is no multivariate analysis.
For example, differences in the proportion of children who have visited a
doctor are shown according to income and education separately, as if each
were independent of the other, rather than considering them simulta-
neously. The reader should not conclude that increasing income or
increasing education would all by itself increase the proportion of children
receiving care.

The data are cross-sectional, not longitudinal. Thus, one should be wary
of inferring that low parental education or living in a particular
geographic area is the cause of a child’s ill health. The most that can be
said is that children in specific circumstances are more likely to be in poor
health.

Every effort has been made to include only data of known statistical
reliability or validity. In general, this means that the data are from
national probability surveys, the decennial census, and the national vital
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registration system. All of these are subject to reporting and measurement
error and to the possibility of the accuracy of :eporting changing over
time. but errors and changes have been studied and there are estimates of
their magnitude. Samples are also subject to sampling error. For a
probability sample. sampling errors can be calculated so that the user
knows how much confidence to place in the estimate. Sampling errors are
computed for all US. Bureau of the Census and Nationa! Center for
Health Statistics surveys and are available in the source documents, but
they are not shown in the tables in this volume. Instead, the tables are
designed so that esumates with a large sampling error are not usually
presented: in some cases where such estimates are shown, they are
flagged.

Insofar as pcssible, data were selected so that the tables on all subjects
would refer to the same point in time—approximately the mid-1970's.
Older da:a were used when nothing was available for the later time; newer
data were used when there was reason to believe that there had been a
change. All time trends and text references include the latest information
available when this volume went to press.

Finally. there are restrictions imposed by the lack of data. Little
information is available about Hispanic children for example. The lack of
data should not be the basis for judging that an issue is not important.

Many people pro~ided leads to sources of data, furnished published and
unpublished data, and reviewed portions of the text or tailes. The names
of some are known. while others are unknown. Those whose names are
known are acknowledged in volume 1. To everyone, known and unknown,
without whose help the data presented in this volume could not have been
brought together, thank you.

Three agencies of the Public Health Service made such extensive
contributions that the volume could not be what it is without their help.
The National Center f->r Health Statistics loaned the suthor to the Panel
and made the NCHS data freely available. The Bureau of Community
Health Services funded two special sets of tabulations. These agencies
made the inclusion of previously unpublished data possible. The Centers
for Disease Control provided extensive background material. To these
agencies and to all of the others which provided publications, results of
funded research, and other help, thank you.

Despite the generous help of many people and organizations. error in
presentation: or interpretation may remain. The responsibility for them, of
course, is the author’s.

Mary Grace Kovar
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CHAPTER 1
THE CHANGING WORILD OF
CHILDREN

THE NUMBER OF CHILDREN

The best estimate, before the results of the decennial census are
released, is that there are 62 million children and youths under 18 years of
age in the United States—about 7.7 million fewer than there were in 1970,
This decade has seen the children of the baby boom grow up and reach
adulthood. In 1980 the children born in 1954 (the first year that there were
4 million or more births) became 26 and the children born in 1964 (the last
year th2: -here were 4 million or more births in this country) became 16
years of age.

The small number of children born during the 1970°s does not mean
that the number of children will continue to decline. It only means that we
do not now have, and do not expect to have again in this century, the large
number of children we have had in the recent past. If women have an
average 2.1 births during their lifetime (the number used by the U.S.
Bureau of the Census for the midlevel fertility estimates), there will be a
gradual but steady increase to 65 million children by 1990, and to £%
million by the year 2000—approximately the same number as in 1970. If,
on the other hand, the average number of births is 2.7 per woman (the
number used for the high fertility estimate), there will be about 88 million
children by the year 2000. If there are only 1.7 births per woman (the
number used for the low fertility projection), there will be about 57 million
children then (7).

It 1s impossible to know how many children will be born during the next
20 years. Based on the responses of young married women in their early
twenties, we can predict them to have an average of 2.1 children. Although
an individual woman may have more or fewer children than she expects
when she is young, the projections based on women’s own e¢xpectations
are remarkably accurate (2). However, the birth rate is influenced by
many factors: for example, availability of effective contraception and
abortion, unemployment rates, rates of women’s participation in the labor
force and of inflation, availability of housing, and divorce and marriage
rates.



MOTHERS IN THE LABOR FORCE

One of the most striking changes during the past few years has been the
Increase in women’s participation in the labor force. Unprecedented
oumbers of women entered the labor force during the 1970°s; more
women entered or reentered the work force during that decade than
during any other decade of this century (3). The greatest increase was for
women 25-34 years of age: 62 percent were employed in 1978 compared
with 45 percent in 1970. In the past, many of these women would have
stopped working when they married or had children.

One result of this change is that a2 higher proportion of children have
mothers who work. While the number of children decreased, the number
of children with working mothers increased by 3.3 million from 1970 to
1977 (4). Younger children are less likely than older children to have
working mothers. Nevertheless, in 1977, 38 percent of the children who
were under 6 years of age had mothers who worked, and by 1990 that
proporton is projected to be 45 percent (table A).

On the average, black children are more likely than white children to

- have working mothers (55 vs. 46 percent in 1977), and children liviag with
their mothers only are more likely than children in two-parent families to
have working mothers (58 vs. 46 percent in 1977) (4). However, there are
interesting variations by family type. In 1977, about 60 percent of black
children in husband-wife families had mothers who worked 1n contrast to
45 percent of white children. On the other hand, 63 percent of the white
children but only 51 percent of the black children living with their mother
only had a working mother. In the mother-only families, the proportion
with working mothers was greater for white children of every age.

The planning for small families and the increasing participation of
wives in the labor force may be motivated by economics. A recent study
estimated that in 1977 the total direct cost of raising a child from birth
througt college ranged from $44,200 for families whose after-tax income
was $10,500-3$13,500 to $64,200 for families whose after-tax income was
$16.500-320,000 (6). According to the study, a motkesr would, on the
average, forego about $100,000 in earnings if she stayed out of the labor
force until her child was 14 years of age. If the mother had only an
elementary school education she would forego $75,000; if she had a
postgraduate education, $155,000. Regardless of the mother’s level of
education. her lost earnings were greater than the direct cost of raising the
child. Because the Tax Reform Act of 1976 instituted a tax credit for child
care expenses for all parents who meet the requirements, mothers of young
children, especially those mothers with higher levels of education, may be
encouraged to remain in the labor force while their children are still
young.

A mother in the labor force can make a significant contribution to
family income when fathers are unemployed, not in the labor force, or
absent. In 1977, 13.7 million children had a father in one of those
circumstances. In each category, the family income was considerably
higher if the mother worked (table B).
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Year Tokal Mother In Labor Force
Number in thousands Percent
1970 19,606 5,590 285
1975 18,134 6,512 359
1977 17,117 6,431 37.6
190 23,331 10,453 44 8

SOURCE: Reference 5.

TABLE B. Famlily income by Father's and Mother’'s Work
Status: United States, 1977

Mother
Father in Labor Force Not In Labor Force
Median family income in dollars
Unempioyed 13,900 8,800
Not in labor force 11.600 7.100
Absent 7.800 4,200

SOURCE: Reference 4.

SINGLE-PARENT FAMILIES

There is no numerical reason why children today should not be well
cared for. There are two adults 18-64 years of age for every child under 18
years of age. Not since 1950 have there been so many adults of working
age relative to the number of children. However, the proportion of
children who are living with only one parent (or no parent) has been
increasing steadily. That proportion increased from 9 percent in 1960 to
13 percent in 1970 to 19 percent in 1978, and Glick has projected that, in
1990, 25 percent of all children will be living with only one parent (7).
Thus, while the proportion of children relative to adults has been
decreasing, the proportion of children having only one adult to provide
daily support and care has been increasing. Despite the widespread media
attention to children living with their fathers, most children living with
onc parent live with their mothers—living only with a father is rare. In
1978, less than 2 percent of the children in the United States lived only
with their fathers in contrast to 17 percent who lived only with their
mothers. The comparable figures for 1990 are projected to be 2 and 23
percent, respectively.

Being raised by one parent is not a new phenomenon in this country. At
the turn of the century about 29 percent of the children had only one
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parent duning some part of their childhood (8). By the mid-1970’s, it was
estimated that 45 per.ent of the children would spend some part of their
childhood with only one parent and that 26 percent of the children would
have been involved in a divorce (7. 9). It is projected that by 1990 about
30 percent of the children will spend some part of their childhood with
only one parent and that 32 percent will have been involved in a divorce.
Thus the increase over the 90-year peniod will be about 30-50 percent.

The reasons for living with only one parent are vastly different today
from the reasons in 1900. and the household arrangements are also
different. In 1900. a child with only one parent had usually lcst a parent
through death and the lost parent was about as likely to be the mother.
who perhaps died in childbirth, as the father. When this happened,
children were often raised by relatives or were sent to orphanages.

Today. death rates for young adults are mucn lower but divorce rates
are higher. as are birth rates to unmarried women. Single parents are more
likely to maintain separate households for themselves and their children.
The increase in the proportion of children in. one-parent homes is due
primarily to the increasing number of divorces. Each year beginning in
1972, more than | million children under 18 years of age have been
involved in a divorce and. although the number of children per divorce
has been decreasing due to falling birth rates. the total number of children
affected has been increasing and reached 1.147,000 in 1978 (10). In
contrast. 544.000 children—16 percent of all births—were bormn to
unmarried women that year (11).

About half of all marital disruptions in the early 1970’s accurred to
children under 6 years of age (12). Black children were more likely than
white children to experience marital disruption, were younger when the
disruption occurred (5.0 vs. 6.5 years of age). and were more likely to
remain with their mothers in single-parent families for substantial periods
of time. Five years after the disruption. over one-third (35 percent) of the
white children and four-fifths (82 percent) of the black children were still
under 18 years of age and their mothers had not remarried.

Bumpass and Rindfuss estimated that if the divorce experience of
1970-73 holds throughout the children’s lifetimes, one out of three (33
percent) white children and three out of five (59 percent) black children
born after their mother’s first marriage will experience marital disruption
ihrough divorce. separation, or death of a parent before the child reaches
16 years of age (12).

LOW-INCOME FAMILIES

Because on the average women earn less than men and because a single
adult earns less than two adults. households headed by women frequently
are low-income households. The reduced economic circumstances of
families headed by separated or divorced women in the years immediately
following the marital disruption have been amply documented (13).
According to the U.S. Bureau of the Census, in 1978, children in families
headed by women were about six times as likely as children in families
headed by men to be living below the poverty level.
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The increasing proportion of children living with a mother only,
coupled with the differential in family income between husband-wife and
woman-only families, is one reason that the proportion of children living
in poverty has remained high. From 1970 to 1978 the proportion of
children living in poverty actually increased somewhat .rom 15 to 16
percent. For those children in a family with a man as head, the proportion
declined from 9 to £ p=rcent. For those living in 2 family with a woman as
head. the proportion declined from 53 to 51 percent. However, at the same
time, the proportion of children living without a father in the household
increased from 11 to 17 percent (I4). Children were shifted from the
relatively more to the relatively less affluent family situation.

Similarly. the income differential between black and white people,
coupled with the higher proportion of black children living with a mother
only. accounts for the much higher proportion of black than of white
children who live in poverty (41 vs. 11 percent in 1978).

OTHER CHANGES

Other changes have occurred that affect children, and may have had an
influe.:ce on their heal:h. Increasing proportions of children are in school
at younger ages. In 1940, only 43 percent of all children 56 years of age
were attending school: by 1970, 90 percent were enrolled in school; and
by 1977 the proportion had risen to 96 percent. The proportion of children
3—4 years of age enrolled in school increased from 13 to 32 percent in the
11 years from 1966 to 1977. The proportion of older children (14-17 years
of age) attending school had increased earlier, from 79 percent in 1940 to
94 percent in 1967, and has remained at about that level.

Unlike children of earlier times, most children today grow up in an
urban environment. In 1940, 50 percent of the children under 18 years of
age lived in urban areas. By 1970, 72 percent of the children lived in urban
areas. and the slow movement back to more rural areas which is occurring
today has not caused that proportion to decrease significantly.

Television, which was relatively uncommon when many of today’s
parents were children, has become a major factor in children’s lives. By
the time they reach the age at which they should be graduating from high
school. most children have spent more time in front of a television set than
in school (15). '

The number of families with cars and the number of cars per family
have increased, and in many jurisdictions the driving age has been
lowered to 16 years. Many children are driven to school or other actjvities
when they are young and as soon as they are legally permitted, they or
their friends drive themselves wherever they go.

The children of 30-40 years ago may have been isolated if they grew up
on farms with no companions their own ages but the movement to
metropolitan areas may not have meant an end to isolation. Children in
small families where the adults work, and where the television is all
consuming, may also be isolated.

In many States. the drinking age has been lowered. Alcohol and
nicotine are more widely and openly used by adolescents, and marihuana,
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which was unknown to most of the parents of today’s children, has
become a commonly used drug.

Finally, there is the increasing level of sexual activity among young
women who are themselves still legally children. Data prior to the 1970’s
are scarce, but certainly during the 1970"s the proportion of school-age
adolescent females who were sexually active increased (data on males
were not collected until 1979) (16, 17). A significant number of these
young women became mothers (213.000 in 1978).




CHAPTER 2
PREGNANCY AND CHILDBIRTH

FERTILITY RATES

The birth rate and the number of babies born have both declined
steadily since 1961 when 4,268,000 babies were born. Although demogra-
phers had been predicting a rise when the baby boom children themselves
reached adulthood, the decline continued until there was a minor upturn
in the number of births in 1976 and in the birth rate in 1977. The increase
has continued into 1980. During the 12-month period ending with July
1980, there were 3,544,000 live births, 4 percent more than during the
comparable 12 months a year earlier. The birth rate was 3 percent higher
than it had been during the previous 12 months (18).

The decline was due to women having fewer babies on the average and
postponing having the first child. An examination of age-birth-order
specific rates suggests that women having previously postponed births
accounts for the increase. The rate of first births has been rising among
women ages 25-34 while rates among young women and rates of higher
order births among older women have been declining. If that is indeed the
case, the number of children born may increase over the next 1015 years
as large numbers of women move into their late twenties and early thirties.
There will, however, be no enormous upturn as the number of births
married women expected to have was lower in 1978 than in any year since
data were first collected in 1967.

Adolescent fertility rates have been declining since 1972 and the
number of births to adolescents under 18 Years of age has been declining
since 1973. The number of births to Young women under 18 years of age
was still higher in 1978 than it had been 10 years carlier, but if the
downward trend in the rates continues, the number in 1979 will be lower
than the number in 1969. As the number of adolescent women declines, as
it will over the next decade, the number of births to adolescents will
continue to decline even if the decline in the birth rate does not continue.

At the same time the proportion of births to adolescents (and the
proportion of births to all young women under 25 Yyears) who are
unmarried increased. By 1978, a quarter of all births to women 1524
Years of age and 57 percent of the births to adolescents 15—17 Yyears of age
were to unmarried women. A decade earlier the comparable percentages
were 14 and 40. There is no indication of a downturn in this trend. At
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present. the proportion of young pregnant women who marry before the
child is born is still decreasing.

Both birth rates and the proportion of births to very young women and
to unmarried women vary enormously by population subgroups and
among different areas of the country. Birth rates and the proportion of
births to unmarried women are still higher among black women than
white women. and the difference is especially large among adolescents
even though fertility rates have declined more rapidly among black
adolescents than among white adolescents. Birth rates are generally lowest
in the Northeastern States and highest in the Mountain States while the
highest proportioas of out-of-wedlock births were in the Soutn. Over half
of all births in the District of Columbia in 1976 were to unmarried women.

The births to very young women and 1o unmarried women are
particularly worrisome from a health standpoint because the child is at
greater than average risk of getting a poor start in life. In 1977, when 7.1
percent of the babies weighed 2.500 grams or less at birth, 11.0 percent of
the babies born to adolescents under 18 years were low-birth-weight
babies. Even for those young women who began prenatal care dunng the
first trimester of pregnancy (which relatively few did). 10.4 percent of their
babies weighed 2.500 grams or less at birth (in contrast to 6.1 percent of
the babies born to women 18-39 years of age and 8.4 percent of the babies
born to women 40 years of age or older who began care that early).

The number of young women receiving early prenatal care would
probably be higher if first pregnancies of low-income women were
universally covered under Medicaid. Women pregnant for the first ime—
a group that includes disproportionately large numbers of teenagers and
unmarried women—are not universally eligible for Aid to Families with
Dependent Children or Medicaid's medically needy program because they
have no dependent children. In 1978, 19 States had no Medicaid coverage
for prenatal care for these women. In 30 States and the Dastrict of
Columbia they were eligible if they met criteria of need. (Arizona has no

Medicaid program.)

FAMILY PLANNING

Family planning services are defined as contraceptive. sterilization. and
infertility services. Women needing contraception or sterilization include
all fecund women of childbearing age who are sexually active and are not
pregnant or seeking to become pregnant. In 1977, an estimated 6.9 million
women with incomes below 150 percent of poverty fit the definition of
need: about 4.9 million (71 percent) of them received family planning
services from organized providers or private physicians (19). No informa-
tion is available on need or receipt of infertility services.

Improved family planning should reduce fertility as the number of
unwanted and unplanned births decreases. If the births prevented are to
women whose offspring are at increased risk of death as newborns or
infants. increased risk of birth defects. or increased risk of living in a poor
environment. then child health should also improve.

A
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An arca analysis of the 1969 U.S. family planning program revealed
that. independent of other factors, the program had a significant impact,
lowering the fertility of lower socioeconomic status women (20). Similar
results were shown by Darney in a study of Georgia from 1965 to 1971.
Counties with high levels of contraceptive acceptance by black women
had twice the fertility decline among black women than did counties with
low acceptance rates (21.

A finding of both the 1965 and the 1970 National Fertility Studies was
that the rapid decline in the fertility of U.S. married women in the 1960's
was due almost entirely to increased control over unplanned fertility. Data
from the 1973 and the 1976 Naticnal Surveys of Family Growth suggest
that the trend toward improved planning of births continued in the early
1970°’s but that significant social differentials in fertility remained. In
particular, women who were low on the Federal Poverty Index tended to
have less control over their recent fertility (22).

From 1965 to 1976, the proportion of married couples in the United
States using the most effective methods of birth control—oral contracep-
tives, the intrauterine device, contraceptive surgical sterilization—has
steadily increased (23). In 1976, approximately half of all married couples
(48 percent) were using one of these methods. When the less effective
methods are added (d:aphragm, condom, foam, rhythm, withdrawal,
douche, and other), approximately 68 percent of married women were
using a contraceptive method both in 1973 and 1976. In addition, about 7
percent of the couples were sterile in 1973 and 11 percent in 1976
primarily because of noncontraceptive surgery. Thus, only 21 percent of
the married women were fecund and not using some form of contracep-
tion in 1976. Of these, 13 percent were seeking to become pregnant, were
pregnant, or had just had a baby; 8 percent were nonusers at risk of an
unplanned pregnancy.

In 1976, black marricd women and low-income married women of both
races (those below 150 percent of poverty) were less likely to use
contraception than white and higher income wives. Although black wives
in low-income families had an increase of contraceptive use from 1973 to
1976, they were the least likely to use one of the three most effective
methods, had an increase of use of the least effective methods, and bad the
highest proportion of nonusers in 1976 (24).

Use of oral contraceptives by currently married women decreased from
1973 to 1976 (from 25 to 22 percent of all married women 15—44 years of
age). a reversa! of the increasing oral contraceptive use from 1960 to 1973.
This decrease was consistent for all age, race, and icome groups, except
for a slight nonsignificant increase among high-income black wives ages
25—44 and low-income white wives less than 25 years of age. The highest
prevalence (48 perc~.it) of oral contraceptive use in 1976 was among low-
income white wives less than 25 years of age (24).

Women not currently married reported an increase in the use of oral
and intrauterine contraception between 1973 and 1976 (24). Sexually
experienced women younger than 20 years of age who had never been
marsried were more likely to use some form of contraception in 1976 than

in 1971 (25).
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The prevalence of surgical sterilization among currently married women
increased from 1973 to 1976, primarily due to an increase from 17 to 20
percent in the proportion of white couples who were sterilized for
contraceptive reasons: the prevalence for black couples declined from 15
to I3 percent.

The greater proportion of sterilized white couples in 1976 is partly a
result of a more rapid increase in the rate of tubal sterilization for white
than black women (26) and greater utilization of vasectomy by white than
black men (24). Surgical sterilization was the most popular method of
contraception for white couples married 10 years or more, and by 1975
nearly half (47 percent) of these couples had been sterilized. White couples
choose about evenly between male and female procedures while among
black couples sterilization of males was rare. White couples who had
chosen sterilization were disproportionately of high parity; of high fertility
during the first 5 years of marnage; prone to have unwanted births; non-
Catholic; and from the Western part of the country. The sterilized men
tended to be more from the middle class and the women more from the
lower socioeconomic level (27).

By 1975. tubal sterilizations had become the third most frequently
performed surgical procedure on reproductive age women (following
elective abortion and diagnostic dilation and curettage). The majority (62
percent) of the women undergoing tubal sterilization in 1975 were ages
25-34. Nine-tenths (89 percent) of the white women who obtained tubal
sterilizations in 1975 were currently married, whereas only 66 percent of
black women in 1975 were married at the time of the operation. The trend
in both racial groups was toward sterilization between rather than
immediately following pregnancies (26). However, women who have had
a cesarean birth were three times as likely as other women to be sterilized
in the hospital after the pregnancy (28). If the cesarean birth rate
continues 1o increase as it has during the 1970’s, both the rate of
sterilization and the proportion immediatelv following pregnancy will

increase.
From 1967 through 1978, 6.3 million women obtained 7.9 million legal

‘abortions: about one in eight U.S. women of reproductive age has had a

legal abortion. Since the 1973 Supreme Court decisions that declared
restrictive abortion laws unconstitutional, the annual number of legal
abortions has increased by 85 percent, but the rate of increase has been
smaller each year (29).

In every year since 1972, women who obtained legal abortions were
mainly young, white, unmarried, and childless; for many this was their
first abortion. Teenagers have nearly one-third of all abortions, but the
percentage decreased slightly between 1972 and 1977. In each year since
1973. women obtained abortions at earlier, and thus safer, gestational
ages.

Married women are less likely than unmarried women to obtain family
planning services from an organized family planning program. In 1976,
approximately 13 million currently married fecund women ages 15-44 had
made at least one visit for family planning services within the previous 3
years. Four-fifths (84 percent) had gone to their own physician. Even
among married women. a relatively high proportion of teenage women (36
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percent). black women (37 percent), and Hispanic women (33 percent)
had made their most recent visit to an organized program.

In 1977, an estimated 4.2 million women in the United States were
served by organized family planning programs—more than four times the
number served in 1968 when substantial Federal funding for contraceptive
services began. The annual rate of growth increased steadily from 24
percent in 1969 to 38 percent in 1972 and then decreased as the growth
rate in funding decreased. By 1977 the growth rate was 3 percent, the
lowest since 1968 (30-32).

Approximately three-quarters of all patients served by organized family
planning programs had low incomes (150 percent of the poverty index)
and nine-tenths had low or marginal incomes (200 percent of the poverty
index). Over the last decade. patients of family planning clinics have
become younger. of lower parity. and better educated (30).

USE AND SOURCES OF MEDICAL CARE

It has often been noted that women are more likely to receive medical
care than men and that women of childbearing ages have a great deal of
contact with the medical care system. For example, in 1975, 69 percent of
the women 25-44 years of age had had one or more contacts with a
Physician within 6 months and 85 percent had had one or more contacts
within a year. The comparable figures for men of the same age were 48
and 67 percent and for children under age 17, 57 and 74 percent (33 and
table C).

Despite their having so many contacts with physicians, women in this
age g.oup still had problems obtaining medical care. In 1977, adults age
20 or older were asked on the National Health Interview Survey whether
they had problems getting medical care and if so what the problems were.
Th: group most likely to have encountered problems were women 20—44

TABLE C. Contacts With Physiclans by Chiidren and Adults
Under 45 Years of Age: United States, 1975

Age
Under 17 17-24 25-44
Contacts With Physicians Years Yoars Years

Percentage of population
With at least one contact

Both sexes ) 74 76 76
Male 74 €8 &7
Female 73 84 85

Number per person per year
Number of contacts

Both sexes 4.2 4.8 5.1
Male 4.5 3.4 3.6
Female 4.0 6.0 6.4

SOURCE: Reference 34.
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years of age. Problems were reported for 13 percent of these women, in
contrast with 8 percent of the women ages 45 and older. For 7 percent cost
was the problem and for 4 percent the hours were not good. Eight percent
of women 20-44 years of age were prevented from obtaining the care they
thought they needed by access problems (35).

In 1978, about 12 percent of the women ages 17-44 had no regular
source of medical care. In addition, 29 percent had a regular source of
care but did not have a regular physician. Women were less likely to have
a regular source if they had no third-party coverage to help pay the cost;
about 90 percent of the women with public or private coverage in contrast
with 79 percent of those with no coverage had a regular source of medical
care. However, 77 percent of the women with private or military coverage
but only 59 percent of those with Medicaid and 61 percent of those with
no coverage relied on a private physician as a regular source of care. The
reason the women on Medicaid were as likely as women with private
insurance to have a regular source of care is that they relied on outpatient
departments (15 percent) or health centers or clinics (8 percent).

The American College of Obstetricians and Gynecologists (36) has
published stardards for the timing and frequency of visits for prenatal
care. Inequalities in the receipt of prenatal care have been well
documented against such standards by information recorded on the
certificate of live birth.

Despite public and professional agreement that women should begin
prenatal care early in pregnancy, only three-quarters (74 percent) of all
babies born alive in 1977 were borm to women who made their first visit
for prenatal care during the first trimester of pregnancy. The situation has
been improving; 5 years earlier the comparabie figure was 69 percent (37).

Nevertheless, those women whose need for care (as measured by the
likelihood of a low-birth-weight baby) was greatest—very young women,
older women, unmarried women, black women, and poorly educated
women—were still least likely to reccive early care. In 1977, only 32
percent of the 10,000 babies born to mothers under 15 years of age were
born to mothers who had made a visit for prenatal care during the first
trimester of pregnancy; 21 percent had not made even one visit by the end
of the second trimester. The proportion receiving early prenatal care was
higher in each succeeding age group to a maximum of 83 percent of the
women 25-29 years of age and then lower again to 63 percent of the
women 40 years of age or older. Only 56 percent of the black women 40
years of age or older when the child was born had any prenatal care
during the first trimester.

Only 45 percent of the women who were unmarried when the baby was
born made their first visit during the first trimester. Half of the mothers
with no education beyond eighth grade and only 44 percent of the mothers
who were under 18 years of age when the child was born made a first visit
that early. Young unmarried or undereducated mothers were at a double
disadvantage. Only 37 percent of the mothers who were under age 18 and
unmarried at the time of the child’s birth and 40 percent of those who had
not gone beyond the eighth grade received any prenatal care during the
first trimester.
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While 2 number of studies have demonstrated that many factors other
than prenatal care affect the chance of having a low-birth-weight baby
(38. 39). it is worth noting that in each age by race, education, or birth-
order category. the proportion of mothers of infants weighing 2,501 grams
or more at birth who began care during the first trimester was usually
higher and never lower than the proportion of mothers of infants weighing
2.500 grams or less who began care that early.

An analysis of 140,000 births in New York City in 1968 suggests that
infant mortality can be substantially reduced by identifying women at risk
through relatively simple social and medical information collected early in
the pregnancy and providing them with appropriate care. “The overall
infant mortality rate would have been reduced 16 percent if mothers in
cach risk category had had the same pregnancy outcome as the other
mothers in their ethnic group who had adequate care™ (38). Yet the New
York City data documented the same misallocation of resources as the
national data. Those women at greater than average risk were less nkely o
receive adequate prenatal care than those women at less thaa average risk.

National data on where women receive prenatal care and who provides
the care are scarce. According to the 1975 National Health Interview
Survey. there were 32 million contacts (including telephone contacts)
during the preceding 12 months (33). According to the National
Ambulatory Medical Care Survey. there were 20.9 million visits to office-
based physicians for prenatal care and 2.4 million visits for post partum
observations in 1975 (40). Thus, approximately three-quarters of all
contacts for prenatal and postnatal care were visits to office-based
physicians and. assuming that 10 percent of the contacts were by
telephone. about four-fifths of the visits were to office-based physicians.
That four-fifths of the visits were to office-based physicians does not mean
that four-fifths of the pregnant women received care from such physicians.
Women who make relatively few visits for prenatal care are also women
who are unlikely to rely on a private physician for their care.

About three-quarters (73 percent) of the visits to office-based physicians
for prenatal care were to obstetrician-gynecologists; three-fifths (60
percent) of the visits for post partum observation were to such specialists.
Visits for prenatal care were short—32 percent involved 5 minutes or less
with the physician and 69 percent involved 10 minutes or less. There was
some diet counseling during 14 percent of ihe visits and medical
counseling during 25 percent.

If the data from the National Ambulatory Care Survey are any
indication of the amount of time a woman spends with a physician during
pregnancy. the total is low. According to that survey or which physicians
in office-based practice reported for themselves. the average visit for
prenatal care involved 10.7 minutes of direct contact with the physician
(47). If the American College of Obstetricians and Gynecologists’
recommendations of 10 prenatal care visits were met, the physician spent
only 107 minutes over the course of the pregnancy. For the woman who
made fewer than 10 visits, there would have been even less ume. No data
were collected in that survey on whether other health professionals in the

office spent time with the pregnant woman.
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PHYSICIAN SUPPLY AND DISTRIBUTION

Physicians and other health profess.onals, hospitals and other health
care facilities, are not equally distributed across the United States. It is
important to bear in mind, however, that there can be an oversupply as
well as an undersupply of health care resources. Oversupply of resources
has been cited as one of the possible reasons for rising cesarean birth rates,
for example. Thus, an area that is below the national average for a
particular resource is not necessarily at a disadvantage nor is an area that
is above the national average necessarily at an advantage.

It is interesting to examine the relationship between the physician
supply in an area and the timing of women’s first visit for prenatal care.

In 1975, there were about 40,000 professionally active physicians in the
United States including 5,000 in general or family practice and 22,000 in
obstetrics and gynecoilogy. Physicians, particularly specialists, were
heavily concentrated in metropolitan areas with the heaviest concentra-
tion in the large metropolitan areas of the Northeast (42).

Overall, in 1975 there were 610 physicians for every 100,000 women of
the childbearing ages 1544, including 107 physicians in general or family
practice and 42 in obstetrics and gynecology. During the 3-year period
1975-77. 6 percent of all babies (5 percent of white aad 9 percent of black)
were born to women who received no care or who received their first care
durning the last trimester of pregnancy.

In the core counties of the large metropolitan areas of the Northeast,
there were 1,047 physicians including 69 specialists in obstetrics-gynecolo-

per 100,000 women 15-44 years of age. However 11 percent of all
babies and 18 percent of the babies born to black women in this region
were born to women who had no prenatal care durning the first two
trimesters of pregnancy.

In general, women in large metropolitan areas where there were 56
obstetrician-gynecologists per 100,000 women were no more likely to
receive prenatal care during the first trimester than women in medium-
sized metropolitan areas where there were only 43. Women in New York
State. which had the highest physician-to-population ratio of any State,
were less likely to begin care during the first trimester than women in
many other States such as Iowa. Ohio, North Carolina, and Califorma
where the physician-to-population ratios were much lower.

In the North Central region outside the metropolitan areas where there
were 328 physicians including 15 specialists in obstetrics-gynecology per
100.000 women, only 4 percent of the white and 9 percent of the black
women failed to receive any care during the first two trimesters of
pregnancy. In the comparable areas of the Scuth where there were only
286 physicians including 18 specialists in obstetrics-gynecology for every
100,000 women of childbearing age. the proportion of women failing to
receive any care during the first two trimesters of pregnancy was similar—
5 percent of the white and 10 percent of the black women.

In part, the lack of a relationship between the physician-to-population
ratio and the timing of the first visit for prenatal care may be a function of
the fact that some physicians in large metropolifar areas devote large
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amounts of their time to teaching, research, or administration and
relatively little to direct patient care. Even allowing for that possibility.
however. it is clear that the mere presence of physicians in an area is not a
guarantee that women will receive early prenatal care or that there will be
equity of access. The large differences that exist in every geographic area
in the proportions of white and black women who begin care during the
first trimester are evidence of the lack of equity.

COST AND FUNDING OF MATERNITY CARE

Third-party payment plans for medical care, like all insurance, are
designed to pay for the unexpected or unusual event and frequently do not
provide much coverage for the *“routine™ care of pregnant women.
(Medicaid programs in 19 States do not pay for the prenatal care of
women pregnant for the first time on the grounds that they are not
mothers.) The public programs that are designed to provide accessibility
10 medical care for low-income people only partly fill the need.

Of the married women who had a live birth in 1972, 52 percent had
health insurance to help pay for prenatal care and 65 percent had
insurance for hospital care (43). Both proportions were substantially
higher than the respective 36 and 59 percents in 1964—66.

However, only 27 percent of the married women in 1972 had coverage

that paid more than three-fourths of the bill for prenatal care and 40
percent had coverage that paid for more than three-fourths of the hospital
bill. Only one-fifth (21 percent) of the married women in families with
tncomes under $5.000 had any insurance coverage for prenatal care
compared with two-thirds (67 percent) of the women in families with
incomes of $10,000 or more. Young mothers and poorly educated mothers
were extremely unlikely to have health insurance for prenatal care.
Although unmarried mothers were not included in this survey, it can be
assumed that they were also unlikely to have coverage for prenatal care. In
1975, Muller estimated that between 4.4 and 8.4 million women were not
covered for prenatal care and that even among those who were, “more
than two-thirds of the covered employees have benefits of under $500™
(44).
Although the use of a different data source means that the estimates are
not strictly comparable, data from the 1977 National Hospital Discharge
Survey indicate that there has been little change between 1972 and 1977 in
the proportion of women who had private insurance to pay for childbirth.
Of the 3.3 million patients hospitalized for deliveries in the United States
i 1977, 62 percent (2.1 million) listed a private insurance plan as the
principal expected source of payment (45). Medicaid was expected to pay
for 12 percent and other Government programs for 4 percent. Sull, I8
percent of the women hospitalized for deliveries expected that they or
their families would be the principal source of payment.

The passage of P.L. 95-555 in late 1978 that amended Title VII of the
Civil Rights Act to prohibit sex discrimination on the basis of pregnancy
means that the proportion of women who have private health insurance to
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help pay for childbirth should increase as health insurance contracts are
renegotiated. That change in law is not reflected in these data.

Adequate prenatal and hospital care can be expensive. If there are
complications, costs increase. The direct monetary cost of normal delivery
in Jacksonville, Fla., in 1972 was estimated to be $792 in the private sector
and $546 in the public sector (46). Of the total, $350 was for physician
services in the private sector and $122 in the public sector. A cesarean
birth, which at that time was relatively rare, added $687 to the cost in the
private sector and $498 in the public sector. The average cost of a delivery
in Jacksonville in 1972 was $750. Five years later the Health Insurance
Institute estimated that the cost of having a baby was over $1,400
including normal newborn care, which was not included in the earlier
study (table D).

The rise in maternity care expenditures is due to rising prices and a
change in the services. In general, close to 70 percent of the increase in all
medical care expenditures for all ages over the past few years has been due
to rising prices. 7 percent to population changes, and the rest to the
increasing intensity of services (48). Muller’s 1972 estimate of $750 for the
average cost of having a baby assumed that 5 percent of all deliveries were
cesarean births. Nationally, the proportion at that time was 7 percent, but
by 1978 the national proportion had risen to 15 percent. Simply changing
the proportion of cesarean births from 5 to 15 percent and assuming no
change in prices would increase the estimate of the private sector cost by
$70 to 3910. Fetal monitoring and increased use of laboratory and
diagnostic tests would also add to costs even in the absence of a price
increase.

At the same time, prices have risen. While the Consumer Price Index
increased by 87 percent from 1970 to 1979, the price of medical care

TABLE D. The Cost of Having a Baby: 1977

Hospital
Room and board

GRAND TOTAL

(3.3 days @ $102.00/day) $336.60
Nursery

(3.3 days @ $60.00/ day) 217.80
Labor room 79.00
Delivery -oom 153.00
Circumcision setup 10.00
Pharmacy (mother and baby) 39.00
Laboratory (mother and baby) 53.00

Subtotal $888.40

Medical

Attending physician's complete

obstetrical charge $351.00
Circumcision 29.00
Anesthesia 100.00-150.00
Pediatrician’'s newborn care 38.00

Subtotal $518.00-%568.00

$1.406.40-%1,456.40

SOURCE: Reference 4.



increased by 99 percent. Physicians' fees were twice as high and the price
of a hospital room two and a half times as high in 1979 as in 1970. The
hospital room 221 board that cost $336.60 in the table above would have
cost $416.17 -~ .27~ the physician's charge would have been $415 instead

of $351. The ... - »icreases were relatively less, however, than they were
in the mid-:i- i physicians® fees and hospital prices were rising
more rapidly . .. iicy werc in the late 1970°s. Even the rate of increase in

the fees of obstetricians, which have increased more rapidly since 1970
than the feces of other physicians providing primary care, has slowed. In
1970-73. the average annual increase was 11.4 percent; in 1975-78, it was
8.2 percent. By 1978, the average fee for an initial visit to an obstetrician-
gynecologist was $29.85 and the fee for a followup visit was $18.23.

NEWBORNS AT RISK

From 1950 to the mid-1960°s, there was a gradual increase in the
proportion of low-birth-weight babies, followed by a general decline to a
proportion just below the 1950 level. During the entire period 1950-76, the
proportion of low-birth-weight babies was consistently higher among
nonwhite infants and the difference increased with time. By 1976, the
proportion of low-birth-weight babies was 6.1 percent for white infants,
13.0 percent for black infants, and 6.9 percent for infants of other races
(39). While age of the mother and birth order are associated with low birth
weight, the decline in the proportion of low-birth-weight babies from 1966
to 1976 was not due to a change in the maternal age-birth-order
distribution.

Black babies were far more likely than white babies to be of low birth
weight when born at full term (6.3 vs. 2.8 percent), but at gestation ages
before 36 weeks, black babies were less likely to be low birth weight (39).

Children of mothers who smoke durng pregnancy are at increased risk.
The evaluation and review of the literature in the chapter “Pregnancy and
Infant Health™ in Smoking and Health document the adverse effect of
smoking during pregnancy on survival, birth weight, health, and develop-
ment of the newborn (49). The adverse effects of cigarette smoking are the
best documented but other aspects of the mother’s behavior during
pregnancy such as patterns of food and alcohol intake are increasingly
being studied as they are suspected contributing factors in increasing the
risk to the child.

The incidence rates of certain severe birth defects, particularly chromo-
. somal abnormalities, increase with advancing maternal age. Many of these

can be diagnosed prenatally. In one analysis, the effect of using prenatal
diagnosis and elective abortion for severe chromosomal anomalies and
neural tube defects was found to reduce the risk of women 35—44 years of
age having deformed children to a level comparable with that for younger
women. For women 45 years of age and older the risk was substantially
reduced but remained two times greater than that for women 34 years of
age and younger (50). A decline in the incidence at birth of babies with
neural tube defects in England and Wales between 1974 and 1977 was
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partly attributed to antenatal diagnosis and the availabilitv of abortion
(3.

CHILDREN BORN TO UNMARRIED MOTHERS

New unmarried mothers are in many ways at a disadvantage with
respect to raising a child. First, in the majority of cases the unmarried
women giving birth are very young: in 1975, more than 52 percent were 20
years of age or under, and 29 percent were 17 years of age or under (52).
They may not be fully mature phvsically or emotionally. More likely than
not they have not completed high school, and the chances of their doing
so after the birth of a child are slim, particularly if they keep the child. A
1971 study of a national sample of teenage women showed that, among
those with an illegitimate first birth, 86 percent had kept the babies and
were still living with them at the ume of the survey (53). Such women are
less prepared to provide for a child’s growth and development than are
married mothers. Of the married women who gave birth in 1975, only 13
percent were teenagers (52).

Data from other studies indicate that *there are indeed differences in
the life chances of legiimate and illegitimate children™ (54). Using data
from California. Berkov and Sklar found a declining level of adoption of
children born out-of-wedlock. a pattern of fewer subsequent marriages
among unmarried mothers, and fewer stable marriages among those who
did marry. They also found a higher risk of an illegitimate child’s dying in
the first year of life. Although mortality rates for infants under 28 days
(neonatal period) were higher than rates for infants of 28 days to 1 year of
age (postneonatal period), the differential by legitimacy status was
considerably greater in the postneonatal penod, indicating that *“‘once
outside the hospital, the children are exposed to economic and social
conditions that negate advances (in parental. obstetrical. and neonatal
intensive care) and reduce their life chances.” There was also evidence
that childbearing by unmarried women was more likely among poverty
than among higher income populations.

The disadvantage to the child appears to be greatest early in life. While
a sizable reduction in the levels of fetal death has occurred for babies born
to both married and unmarried women and the differential between the
two groups has declined, the ratio of fetal deaths to live births was still 56

rcent higher for unmarried than married women (15.9 vs. 10.2 fetal
deaths at 20 weeks or more gestation per 1,000 live births) in 1975 (55).

Overall, in 1975, the proportion of low-birth-weight infants among
babies born to unmarried women was about twice as high as the
proportion among babies born to mamed women (12.9 vs. 6.5 percent).
The unmarried mothers were younger, were less hikely to have received
early prenatal care. and had fewer visits for care (7.4 vs. 10.0) (55). Each
of these factors independently contributed to the risk of the infant’s
having low birth weight. However the differences in the incidence of low
birth weight between infants born to married and unmarried women
persisted even after the data were controlled for race, age of mother,
educational attainment of mother, month prenatal care began, and live

’),‘a
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birth order. although the magnitude of the difference was reduced. The
high overall difference is due to the multiple nsk of women who are
unmarried. young. and undereducated.

Because half of all births to unmarried women are to teenagers (/7). the
focus of concern is on these young women and their babies. Adolescents
and older teenagers are the only age group to show a consistent rise in
tllegitimacy rates during the 1970's. Unmarried women giving birth—
especially adolescents—are likely to need not o dy special medical care
but also social support. Areas of the country where a high proportion of
the births are to unmarried mothers face a heavy burden if they are to
provide the necessary financial and social supports. In 6 of the 39
reporting areas that indicated marital status on the birth certificate in
1976. 20 percent or more of the births were to unmarried women.

MORTALITY RATES

In 1978, there were 3,333,279 live births, 45,945 infant deaths. and 321
maternal deaths reported (11, 56).

The conditions surrounding childbirth have greatly improved over the
past 50 years. In 1930. 65 out of 1.000 babies born alive died before their
first birthday (57). Twenty years later. in 1950, the rate was less than half
that—29 per 1.000. During the following 20 years. the rate of decline was
much slower: in 1970. the infant mortality rate was still 20 deaths per
1.000 live births. For reasons only partiy understood. the rate again began
to decline rapidly, until by 1978 the infent mortality rate was 13.8 deaths
under 1 year of age per 1.000 live births. The deciine is continuing; the
provisional infant mortality rate was 13.0 in 1979 (58). Data for the 12
months ending in July 1980 show the rate to be 12.8—3 percent lower than
the rate of 13.2 for the comparable period ending July 1979 (18).

In 8 years, the infant mortality rate dropped 32 percent. More than
21.000 babies survived in 1978 who would have died if the 1970 rate had
prevailed; about 52,000 babies lived who would have died according to
the 1950 infant mortality rate, and 171,000 survived who would have died
had the 1930 rate prevailed.

The recent decline in deaths (1970-78) has been phenomenal (38
percent) for the first 7 days after birth—the time when the risk of death is
greatest: 58 percent of all infants who died in 1978 died during the first 7
days (56). These are deaths that can often be prevented by good prenatal
care, by appropriate care for the woman at high risk of having her child
die. and by first-rate care during delivery and immediately after birth. Part
of the improvement is due to relatively fewer births to women who are at
high risk because of age or parity: part is due to technical Improvements
in medical care and to regionalization of maternal and neonatal services.
The decline in deaths in the postneonatal period (28 days to 1 year), when
the environment in which the child lives is more important, has not been
as great—only 14 percent from 1970 to 1978.

Equally striking has been the decline in maternal mortality. In 1950,
83.3 women for every 100,000 live births died from complications of
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pregnancy. childbirth. and the puerperium (39): in 1978, 9.6 women died.
The rate tor 1978 is 54 percent lower than the rate for 1970.

There is. however, no reason to believe that infant and maternal
mortality rates in the United States are as low as they can be. For
example, the infant mortality rate for black infants was 93 percent higher
than for white infants in 1978: the rate during the first 7 days was 89
percent higher. If the infant mortality rate for black infants had been as
low as that for white infants. 6.129 of the 12,747 black infants who died
that year would have lived.

Analyses of infant mortality rates for different areas of the country
reveal how much variation there is within the United States and give
further indication of the possibility for improvement. In 1978 the infant
mortality rate in the South was 26 percent higher than the rate in the West
and the neonatality rate was 35 percent higher. Even within regions. there
was great vanation among rates in neighboring States.

Data being collected as part of an evaluation of the efficacy of
regionalization of services to ensure that all pregnant woman and their
newborn children have rapid sure access to an appropriate level of care
indicate that not on ' mortality but morbidity can be prevented. Neonatal
intensive care units. the most complex component of a regionalized
system. are expensive—the cost per patient day averages over $500 and
bills for a high-risk pregnancy and birth in the $20,000 range are
considered normal—which is one reason the approach is being so
carefully evaluated (60). The data published so far show that the
magnitude of significant morbidity is substantial among all infants
including those of normal birth weight but that there is an important
parallelism between the risk factors for death and those for morbidity in
surviving infants (67). Reducing the risk of mortality should also reduce
the risk of morbidity.

Some of the variation in rates may be due io the uneven distribution of
medical resources and access to them. However, the data cited above in
this report do not reveal an association between physician-to-population
ratios and the timing of a woman's first visit for prenatal care. Such data
give no indication of the quality of care provided even for those women
who did receive care. Similarly, the ratio of hospital beds to population
gives no indication of the quality of care received in the hospital.

Currently. about 99 percent of all births occur in hospitals in contrast to
56 percent in 1940. However, in 1976. 28 percent of all hospital deliveries
were in hospitals with no premature nursery and 17 percent were in
hospitals with no blood bank. Urban hospitals were much more likely to
have these facilities: 80 percent of the babies born in urban hospitals but
only 48 percent of those born in hospitals outside metropolitan areas were
born in a facility with a premature nursery (62).

While there has been a great increase in the proportion of women
receiving prenatal care and a shift toward earlier care, an increase in the
proportion of births in hospitals. and improvement in the technical
capability for safer childbirth. many mothers do not receive adequate
prenatal care and children are still born in hospitals that are not equipped
for emergencies during delivery or for care of a premature newborn.
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Factors Associated With the Decline
in Infant Mortality

Onc of the objectives of maternal and child health programs and of
family planning programs has been to reduce the proportion of births to
women in high-risk categories and to help women have children when it is
best for mother and child. Approximately 27 percent of the decline in
infant mortality from 1964 through 1974 can be accounted for simply
because of changes in the age and live-birth-order distribution assuming
no change in the specific mortality rates (63). During this period, 30
percent of the decline in mortality rates for white infants but only 19
percent of the decline for black infants was due to a change in the age and
live-birth-order distribution (64). Estimates by Lee et al. (65) indicate that
14 percent of the decline in neonatal mortality between 1950 and 1975 can
be attributed to changes in age-parity distributions.

Estimates have also been made of the potential reduction in the U.S.
infant mortality through family planning (66). Under family limitation
assumptions alone, the potential direct reduction through family planning
services is about 10 percent, with postneonatal mortality more respoasive
than neonatal. Under optimal assumptions of family size, spacing of
births, timing of the first birth, and termination of the reproductive penod,
infant mortality might be further reduced by as much as 30 percent.

A rclationship between family planning services and postneonatal
mortality was shown in North Carolina in 1974. Family planning patients
had a 50 percent lower postneonatal mortality rate compared with
controls matched for maternal age, race, marital status, education,
number of living children. and number of dead siblings (67). Burnett's
findings are consistent with the hypothesis that children of family
planning patients may be desired more and better timed and consequently
mothers and children may receive better care.

There are conflicting reports on the contribution of abortion to the
decline in infant and maternal mortality. From 1969 to 1975, liberalized
abortion was found to be associated with decreases in prematurity rates,
fetal mortality rates. and birth rates in Oregon (68). Similar trends were
demonstrated in New York City following legalized abortion (65).
Bauman et al. (69) found no significant association beiween levels of
abortion-to-birth ratios and trends of fetal and infant mortality rates in
the United States from 1967 to 1973.

Medical care and appropriate facilities to care for mother and child can
make a difference in the child’s chance of survival, and their contributions
are extremely important. Low-birth-weight (2,500 grams or less) babies are
a group at far greater risk of death than babies who weigh more at birth.
Prompt attention for these children so that they survive the first few days
after birth can do much to reduce infant mortality.

In a collaborative study of seven countries in which the United States
was represented by five States, the United States ranked third in the
proportion of low-birth-weight babies and sixth in perinatal mortality
rates (70). After the perinatal rates were standardized for birth weight, the
United States had the lowest perinatal mortality rate of the seven
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countries. Standardization for duration of gestation for the five countries
for which data were available also yiclded the lowest rate for the United
States (table E). Assuming that the States included in the study were
representative. if the United States had had the same distribution of birth
weights as Sweden. the perinatal mortality rates would have been lower in
the United States.

Early neonatal mortality rates (deaths under 7 days per 1,000 live
births). which are one component of the perinatal rate, for low-birth-
weight infants had been fairly stable from 1950 to 1964 but then decreased
sharply by 1973-74. In an analysis of data from the same five States, it was
found that 15 percent of the reduction was due to a change in the age and
live-birth-order distribution (71). Seventeen percent of the decline for
white babics but only 3 percent of the decline for other babies could be
attributed to changes in birth weight. The decline in mortality among low-
birth-weight infants accounted for 53 percent of the decline in carly
nconatal mortality for white infants and 64 percent for other infants over
that time. Improved survival during the early neonatal period was not
merely a postponement of death to later infancy; rates declined for older

infants as well.

TASLEE.WMOCMW“WM
Rates
Percent of Perinetal -
Obeerved intants Mortaity
Perinatal Welghing Rate Stand-
Mortality Rank Less Than ardized for Rank
Country Rate Ovrder 2,000 Grams Birth Weigit Order
Hungary 29.1 1 10.8 16.6 5
Cuba 26.9 2 10.8 20.1 1
Austria 21.4 3 5.7 18.2 3
New Zeatand 17.3 4 52 17.3 4
Japan 17.0 5 53 18.9 2
United States (part) 14.9 6 6.0 11.7 7
Sweden 12.6 7 39 14.5 6

SOURCE Reference 70




CHAPTER 3

ENVIRONMENTAL AND SOCIAL
FACTORS INFLUENCING HEALTH

This chapter provides an introduction to the extrinsic influences on
child bealth—environmental and social factors that are gaining increasing
attention. Almost regardless of the child’s health status at birth, the
physical environment and social milieu in which he lives can serve either
to enhance or reduce his potential.

A child’s health is determined by many factors including heredity, the
mother’'s—and to a lesser extent the father’s—behavior patterns and
health status, the intrauterine environment and conditions of delivery, as
well as other factors that influence children directly.

Children in the United States are not born equally healthy or with equal
oppertunity to achieve and maintain good health. Infants born with a
major malformation, prematurely, or at a low birth weight, those injured
at birth, and those born to a mother with a sexually transmissible disease
or a drug addiction come into the world with a distinct disadvantage.

Children born to parents who are poor or who are poorly educated are
also at a distinct disadvantage. There are many more of these children
than there are children born with a physical disadvantage. In 1975 for
example, 7 percent of the children born were low-birth-weight babies (39);
17 percent of the children under 18 years of age (10.7 million) were living
in families classified as being below the poverty level (72). There were 7.7
million children and youths living in families with incomes below 35,000
and one-third (22.5 million) were living in families whose head had not
completed high school.

INCOME AND POVERTY

Children are more likely to be living in poverty than people of any other
age. In 1978, 16 percent of all children, including 11 percent of white
children, 41 percent of black children, and 27 percert of Hispanic
children, were in families below the poverty level. Knowledge about the
health of these children and their use of health services is vital if public
programs are to operate effectively since the public programs designed to
improve health by increasing access to medical care are heavily oriented
toward low-income populations.
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In general, children are in families with relatively low incomes simply
because children are born to young parents who have not vet achieved
their full income potential. Half of all births (51 percent) in 1978 were to
women under 25 years of age, and married women 2529 years of age had
already had two-thirds of the births they expected to have. Income levels
are low and poverty rates are high when the family head is young. In 1977
for example, when 9 percent of all families were below the poverty level,
20 percent of the families with a family head under 25 years of age were
below the poverty level (73).

Relatively little is known about how many children are born into poor
families. Probably the most recent national data were obtained from the
1972 National Natality Survey. While the survey undoubtedly underesti-
mates the extent of poverty because births to unmasried women were
excluded, it does furnish information on the relationship between the
family’s income and health and medical care at the beginning of the
child’s life. Approximately 30 percent of the married women whose babies
were born in hospitals that year were from families whose incomes were
under 37,000 the year before the baby was born; 11 percent were from
families with incomes under $4,000. Mothers in the lowest income
category were no more likely than other mothers to have underlying
medical conditions or complications of pregnancy; they were more likely
to have complications of labor (74). They were significantly less likely to
begin care during the first trimester of pPregnancy and had, on the average,
fewer visits for prenatal care (46 percent had 1-9 visits), although they
were no more likely to have no prenatal care (75). Their children were
more likely to be born prematurely—before the 37th week of gestation—
and, if born at or near term, were more likely to weigh 2,500 grams or less.
In 1972, 7 percent of all babies born in hospitals to married women were
low birth weight, but 11 percent of those born into familics with yearly
incomes under $4,000 were low birth weight (76).

In a study of women in their late twenties, Hofferth and Moore (77)
found a significantly lower income among women who began childbearing
early. The difference amounted to about $1,000 a year less income for
each year of decreased age at birth of the first child.

Considerably more is known about children than about infants. The
income distributions derived from the 1975-76 National Health Interview
Survey, the source of much of the data on children’s health and use of
health services that follow, are shown in table F. Sixty-one percent of all
children and youths whose family incomes were known lived in families
with incomes under $15,000 at that time; 13 percent (about 8 million
children) lived in families with incomes below 3$5,000. Preschool children
were much more likely to live in low-income families than older ~hildren.

Parents in poor families perceive their children’s health as being poorer.
Children in low-income families (under $5,000 in 1975-76) were 3.5 times
as likely as children in high-income families ($15,000 or more) to be
judged as only being in fair or poor health. They were also 1.5 times as
likely to be limited in activities such as playing or going to school because
of a chronic condition. On the average, the low-income children had 3
more days of restricted activity and lost 2 more days of school (i.e., 40
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TME.CMW“YWUM18YmdAg.,
According to Age and Family Income: United
Shbnﬂﬁ?S—?BAnnnalAw

Age

Total
Under Under 6 6—-11 12-17

Family Income 18 Years Years Yoary Yeoars
Percent distribution

All incomes 100.0 100.0 100.0 100.0
Under $5,000 12.7 15.3 12.4 10.9
$5,000-$9,999 22.4 25.4 22.5 20.0
$10.000-%$14,999 25.7 28.6 25.8 23.5
$15,000-%24,999 27.5 23.9 27.8 30.0
$25,000 or more 11.7 68 11.4 15.7

SOURCE: Reference 35,

percent more school days) each year than children in families with $15,000
1INCOome Or more.

Half of the low-income children examined as part of the National
Health and Nutrition Examination Survey in 1971-74 had decayed teeth
needing treatment (78). The need for dental care, however, was high for
all children. The examining dentists estimated that 53 percent of all
children and youths ages 1-17 and 68 percent of those who were
adolescents needed dental care; 59 percent of the low-income children
and youths and 78 percent of the low-income adolescents needed dental
care. In the same survey almost a quarter of the people 619 years of age
were found to have significant eye abnormalities (excluding refraction
errors) and about 5 percent needed treatment. Income differentials for eye
problems. while they did exist, were not large (78).

In analyzing data from the National Health Examination Survey from
the late 1960’s, Grossman (79) found that, while low income was
associated with some of the measures of poor health in children, the
magnitude of the difference was reduced when other related socioeconom-
ic variables were held constant. For four of the six health measures
studied. differences in the parents’ level of education accounted for as
much of the difference as did income itself. Such a finding is consistent
with other data reviewed ir: this report.

In general, chiidren in low-income families are less likely to have a
regular source of medical care, less likely to have received any medical
care during the year, and much less likely to have received care from a
private physician. They are, however, more likely to have been hospital-
ized and. if hospitalized, to have remained in the hospital longer.

Only 80 percent of the low-income children in contrast to 93 percent of
the high-income children were reported by their parents to have a regular
source of care in 1974 (table G). Eighty-seven percent of the children in
families with incomes of $15,000 or more had a private physician as a
regular source of care; 61 percent of the children in families with incomes
of $5,000 or less had such a source. Of those children and youths who had
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actually made a visit for medical care during the year, 73 percent of the
high-income but only 47 percent of the low-income children had received
all their medical care from a private physician; 4 percent of the high-
income but 22 percent ot the low-income children and youths received all
of their care 1n an institutional setting.

While a visit to a physician means that the child actually went to the
physician (home visits are negligible), a contact with a physician is defined
in these data to include telephone contacts. It is interesting that 20 percent
of all contacts for high-income children were by telephone compared with
11 percent for the low-income children (table G).

Even though they were younger on the average, children in relatively
low-income families (under $10,000) were less likely to have had a medical
contact of any kind during the year than children in higher income
families. About 70 percent of the children in families with incomes under
$5.000 or 3$5.000-39.999 had had a medical contact during the year
compared with 78 percent in families with incomes of $15,000 or more in
1975-76. If they did have at least one contact, the children in the low-
income families had, on the average, more contacts than children in
families with incomes of $5,000-$9,999.

The low-income children were also more likely than other children to be
hospitalized and, if hospitalized, to remain in the hospital longer. In

TABLE G. Source of Medical Care for Children and Youths
Under 18 Years of Age, According to Family
Income: United States, 1974

Family Income

Under $15,000
Source of Medical Care $5,000 or More
Percent of children and youths

With regular source of care 80 83
Private office &1 87
Regular physician 61 85
Regular pediatrician 15 36
With no visit for care 36 26
Total with a visit for care 100 100
To private physician only +7 73
To institutional setting only 22 4
To both ICH | 23
With no contact for care 29 22

Percent of contacts

Total 100 100
In doctor's office 56 67
In hospital clinic or

emergency room 23 9
In other place 10 4
By telephone 11 20

SOURCE: Reference 35.
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1975-76, 7 percent of the chnildren and youths in families with incomes
under $5.000 had been hospitalized during the year; there were 6.1
hospital days for each 100 children in this income group or 8.5 days for
cach child hospitalized. Five percent of the children and youths in families
with incomes of $15,000 or more had been hospitalized; there were 1.9
hospital days for each 100 children in this income group or 3.9 days for
each hospitalized child.

Children and youths in low-income families are far more likely to be
living in housing with structural deficiencies or incomplete plumbing than
those in families with more income. In 1977, 13 percent of the children in
families with incomes of $5,000 or less lived in housing where the roof
leaked, 17 percent lived in housing where there were cracks or holes in the
walls or ceilings. Eight percent lived in housing with incomplete plumbing,
and 4 percent had no piped-in water. Leaky roofs, holes in walls, and
incomplete plumbing were rare in the housing of children in families with
incomes of $15,000 or more.

The poor children were also more likely to be living in neighborhoods
where traffic was heavy. streets needed repair, and there were rundown
housing and abandoned structures.

Inadequate housing, incomplete plumbing, and crowding contribute to
the spread of contagion and infection. Infection rates of measles and
rubella. for example, are higher in poverty areas than in nonpoverty areas.
Heavy traffic and rundown or abandoned structures contribute to
accidents and injuries. The poor quality of housing and neighborhoods is
an environmental risk for poor children.

CHILDREN WITHOUT FATHERS

In the national data collection systems of the Federal statistical agencies
(and in the tables in this volume), children are classified as living “with
both parents,” “with mother only,” or “other.” The implication is that the
children with both parents are with their own biological parents but that is
not true for all these children. Many are with two biological parents but
others are with one biological parent and one step parent and some are

adopted.
For example, data from the National Health Interview Survey show

that in 1975-76, 80 percent of the children 6—11 years of age were in two-
parent families. However, data from an independent non-Federal survey
show that more than one-fourth of elementary school-age children were
not living with their biological fathers in 1976 (the proportion was more
than half for black children). Less than cne-third of the children whose
parents were divorced or separated saw their fathers regularly (80).
Similarly, children living with a mother only may have been born to a
woman who never married or they may be living with a mother whose
marnage was disrupted through divorce, separation, or death, and there
may or may not be other adults in the household in addition to the
mother. Finally, as adults marry and divorce, the child is moved from one
family structure to another and may make several transitions before
reaching age 18. Most divorced mothers of young children do remarry;
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thus the same child may be in a two-parent, mother-only. or a different
two-parent family depending on the point in time.

The transitional nature of famtly structures that a child may live in
while growing up. coupled with the lack of distinction among the family
structures as they are defined, may partially explain why differences
between children of married and unmarried mothers which were so
evident at birth are much less eviden’ in childhood and adolescence.

Although there is little evidence that going through a divorce or living
with only one parent affects the physical health of the child per se, there is
evidence that the child’s emotional well-being is affected. Elementary
school-age children whose parents were separated were more likely than
others 10 have gotten into a fight at school (80). Children in one-parent
families were. according to administrative records of 14 schools, more
likely to be low achievers. late to school, truant, or subject to discipli

- action than children in two-parent families (87). A study of children who

were first observed soon after their parents divorced, then 1.5 years later,
and again 6.5 years later found that many of them were still in various
degrees of turmoil the third time they were observed (82). Utilization of
mental health facilities is higher among children of divorced or separated
parents than among children of married parents. However, it is not
possible from the utilization data to determine whether divorce created the
need for mental health care or was the occasion for seeking and receiving
care. Utihzation data are, at best, an indirect measure of health and at
worst a biased one.

In contrast, in a 1978 study examining the effects of the presence of a
man on mothers and their 2.5-4-year-old children in a sample of black
and Hispanic people in New York City, Philliber and Rothenberg (83)
found little to indicate that the presence or absence of a man had any
important effect on child-related outcomes. The emotional and verbal
responsivenes.. of the mother to the child. the opportunities of the child for
stimulation. and the measures of child health and development were all
unaffected.

Childrer and youths without fathers in the household were twice as
likely as children with both parents (7.9 vs. 3.6 percent) to be reported as
being in fair or poor heaith in the 1975-76 National Health Interview
Survey. Possibly, an emotional component exists in this measure of health
status: differences beiween the two groups of children were not as great
for other measures of health status. For example, children living without
fathers were somewhat more likely than children living with two parents
to be limited in their ability to carry on their major activity (2.9 vs. 1.7
percent). but the difference is small enough to be accounted for by the
older ages of the children without fathers. Children and youths without
fathers in the houschold also had. on the average, 2 more days of
restricted activity and 1 more day lost from school per year than children
with two parents.

[t is important to remember that children in households without fathers
are more likely than other children to be in families that are poor. Women
earn less than men on the average and women raising children alone have
an additional disadvantage trying to achieve an adequate income. In 1978,
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51 percent of the children in families headed by women in contrast with 8
vercent in families hedded by men were living below the poverty level. The
measures of health status are all negatively associated with income, and
the slightly lower levels of health for these children cannot be attributed
simply to the absence of a father.

The proportion of children who had seen a doctor during the year and
the number of visits during the year were about the same for both groups
of children. Children without fathers are as likely to receive medical care
as children with fathers even though the former are poorer, because in
many States Medicaid covers poor children without fathers but not those
with fathe:s.

Dental care, however, is associated with family income, and children
without fathers were less likely to have received dental care during the
Year. Only 56 percent of the children 4-17 years of age who did not have
fathers in the household in 1975-76 had made a visit to a dentist during
the year compared with 64 percent of those with fathers. Dental care is not
as well covered under public programs as medical care is. It often has to
be paid for out-of-pocket and may be foregone.

Finally, the childrén without fathers present were more likely to have
been hospitalized and to have spent, on the average, twice as many days in
the hospital as children with two parents. The probability of being
hospitalized is negatively associated with income: that is, poor children
are more likely to be hospitalized and have longer stays than wealthier
children. However there may be an additional factor: doctors may be
more likely to hospitalize a child and mothers may be more likely to have
the child remain hospitalized when conditions for caring for the child at
home are poor.

Children without fathers are less likely to be cared for by a parent
during the day. While 83 percent of the 3-13-year-old children whose
mothers were married with a husband present were cared for by a parent
in 1974-75, only 68 percent of the children of formerly married and 70
percent of the children of never-married mothers were cared for by a
parent during the day.

The housing conditions for children in families with 2 woman as head of
the houschold are more likely to be inadequate than the conditions for
children in husband-wife families. In 1977, children in families with a
woman as head were more likely to live with peeling paint, broken plaster,
cracks in walls or ceilings, holes in the floor, or leaking roofs than children
living in husband-wife families. A third of the former and about a fifth of
the latter group (33 vs. 22 percent) lived in housing with one or more such
deficiencies.

Conditions outside the home were also likely to be worse. Heavy traffic
and street noise, for example, were reported more frequently, and the
desire to move because of those and other neighborhood conditions were
reported twice as frequently for children in households with a woman as
the head as for husband-wife households (84).

Conversely, services such as public transportation, schools, shopping,
police, hospitals, and health clinics were not perceived as being worse
when the household had a woman as a head. For example, 16 percent of
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the children in families with a woman as head and 18 percent of the
children in husband-wife families lived in neighborhoods where hospatals
and health clinics were felt to be inadequate.

The evidence is mixed for children and youths who are not living with
fathers. Differences in physical and emotional health status and in
cognitive development are small if they exist at all and may largely be
attributed to the relatively low economic and educational levels of the
mothers and to the poor housing and neighborhood conditions in which

the children hive.

RACE AND ETHNICITY

In the United States, black children as a group are sull at a
disadvantage. From the limited amount of data available it appears that
Hispanic children are also disadvantaged. American Indian children are
not at a disadvantage early in life as measured by the proportion of low-
birth-weight babies and infant mortality rates but mortality rates are high
in childhood. Children of Oriental background have extremely low infant
mortality rates, but little is documented about how they fare later in life.

Because black children are the largest racial minority group of children
(Hispanic children are rapidly becoming the largest ethnic minority),
every effort has been made in this volume to show them as a separate
category. With double the chance of weighing 2,500 grams or less at birth
and almost double the chance of dying in infancy (39), black infants start
life at a disadvantage. They are less likely to receive the health benefits of
breast feeding. They are, in addition, more likely to be born to mothers
under 18 years of age, to unmarried mothers, and/or to mothers who have
not completed high school (17). Such mothers may have more difficulty
caring for their children especially since they are also more likely to be
poor.

Black children and youths are less likely to have received medical care
within a year, and if they received care, it was more likely to be received in
a hospital outpatient clinic. Just over half (55 percent) of the black
children and youths had a regular physician and only 19 percent had a
pediatrician as a regular physician in 1974. The comparable numbers for
white children were 82 percent and 29 percent. Only 4 out of 10 black
children ages 4-17 had visited a dentist within a year compared with more
than 6 out of 10 white children. Black preschool children were less likely
than white children to have received the recommended series of
immunizations.

Although black children were more likely to be perceived as being in
fair or poor health than white children, they were no more likely than
white children to be reported as limited in activity because of health or to
have had days when their activity was restricted, they stayed in bed, or
they missed school because of illness. On the average, they had about the
same number of missing, decayed, or filled teeth as white children at
elementary school age and fewer at adolescence. If they did have decayed
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teeth, however, the proportion that had been filled was lower for black
children and youths.

Black children and youths are more likely to live in housing with
incomplete plumbing, leaky roofs, cracks, or peeling paint and are more
likely to live where there is street crime, litter, rundown housing, or
abandoned buildings. They are more likely to be behind in school or to
drop out altogether (85, 86). At the end of adolescence, if examined for
the draft in 1972, black youths were more likely ro be rejected.

Data on Hispanic children were not available when this volume was
prepared. There have been problems in defining who should be included
as Hispanic and there has been a lack of population controls to be used in
generating national estimates. Data from the 1975-76 survey carried out
by the Center for Health Administration Studies of the University of
Chicago indicate that people of Spanish heritage living in the Southwest
were less likely than the total population to have heaith insurance or a
regular source of care and were less likely to have seen a doctor or a
dentist (87). Data from the 1976-78 National Health Interview Survey
indicate that Hispanic people in general were less likely to have contacted
a physician or visited a dentist within 12 months (88). Although these data
are not specifically about children, there is no reason to assume that
differentials in access that exist for people of all ages do not also exist for

children.

PARENTS’ LEVEL OF EDUCATION

Among the important socioeconomic variables is education. Neverthe-
less. far less attention has been paid to associations between the parents’
education and the health and care of the child than to the associations
between the parents’ income, marital status, or race and the child’s health
and health care. The question of whether there are associations between
parental education and the health of children is important because there
are more children with parents who have not completed 12 years of
education than there are children below the poverty level, in one-parent
families, or of racial minorities.

In the mid-1970’s, 22.5 million children—a third of the children under
18 years of age—were in families whose head had not completed high
school. Just about half of these children and youths, 10.9 million, were in
families whose head had not gone beyond the eighth grade (table H).

Children in poor families, single-parent families, and black families are
more likely to have poorly educated parents (or Just a mother) than other
children. There is an interaction among these factors, but parental
education is not just a surrogate for other measures of socioeconomic
status; it exerts an independent effect. For example, a cross-tabulation
from the 1975-76 National Health Interview Survey {(which is the source
of data for many of the tables in this volume) showed that children of
highly educated mothers were more likely to receive medical or dental
care than children of mothers with little =ducation regardless of the
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TABLE H. Chiidren and Youths Under 18 Years of Age,
According %o Age and Education of Household
Head: Unlted Stiales, 1975-76 Annual Average

Age

Total
Education of Under Under & 611 12-17
Household Head 18 Years Years Years Years

Percent distribution

Total 100.0 100.0 100.0 100.0
0—8 years 1€.8 13.0 16.7 19.9
9—11 years 17.6 17.0 17.6 18.0
12 years 35.4 36.7 35.2 34.7
13-15 years 13.7 158 138 12.1
16 years or more 16.3 17.5 16.5 15.1

SOURCE: Reference 35.

family’s income or whether the child lived with a mother only. A child
with a poorly educated mother in a high-income family was no more likely
to have received care than a child wath a poorly educated mother in a low-
income family.

Such cross-tabulations are not presented in this volume. However, all of
the tables in section 11, which were prepared especially for this volume,
present data by both family incomr - (or poverty status) and education of
the family head. The differential b. .ween the lowest and highest education
category is larger than the differential between the lowest and highest
income category on all measures that relate directly to children but one—
the quality of housing, for which the income differential is larger. In part
the smaller differential by income could be considered as evidence that the
public programs designed to reduce income differentials are effective.

A special tabulation ranking the predictive value of six control variables
(education. ethnicity, family size, income, sex, and age) for nine outcome
measures for the child was prepared from the 1976 National Survey of
Children by Child Trends, Inc. (80). For seven of the nine outcome
measures (vocabulary, school performance, practical skills, misbehavior
according to the child. the child’s feeling of rejection by parents and
rejection by peers, and the child’s level of fears and worries), parental
education ranked higher than family income and in most cases it was
either the best predictor of all the control variables or was a much better
predictor than income. Only for the parental reporting of the child’s
misbehavior and the child’s self-esteem was income more important.

The importance of parental education to the physical and emotional
health of the child and the receipt of health services for pregnant women
and children does not mean that we must demand high levels of education
for all parents. It does mean that providing special outreach and support
services. not just financing medical care or putting clinics or medical care
personnel in an area, may be necessary to help parents with little
education make appropriate decisions about caring for their children and

themselves.



OTHER FACTORS AFFECTING HEALTH
Immunization

The best estimates available are that 9 out of 10 children who entered
kindergarten or first grade in 1978 had been immunized for measles,
rubella, mumps. diphtheria, and tetanus. Only a few States reportedly had
immunization levels below 90 percent for these diseases. Immunization
levels for school-age children appear to be higher than they were in 1976,
although because the reporting system for children entering school was
only introduced in 1978, data are not really comparable with those from
earlier years.

Achieving high levels of immunization for preschool children appears to
remain a major problem. In 1978, of the 12.2 million children 1-4 years of
age. only about 6 out of 10 had received full protection for measles,
rubella. and polio: the proportion for diphtheria was somewhat higher; for
mumps, somewhat lower. The best estimates available indicate that
preschool minority children and those in poverty areas of central cities are
the least likely to be immunized: even though those children, often living
in crowded housing, are at great risk of contagion. Problems of access may
partally account for the low levels of immunization for these children but
parental beliefs are also important. In 1978-79, 22 percent of the minority
parents in contrast with 12 percent of all parents believed that most
children’s diseases had been conquered and there was no need to
immunize against them: 44 percent of the minority parents in contrast
with 28 percent of all parents believed that it was the responsibility of the
Government and the schools—as opposed to the parents—t0 immunize
children against ct. 'dhood diseases (89).

Sanitation and Quality of the Water Supply

Sanitation and pure water have been major public health concerns at
least since Snow’s classic study demonstrated the relationship between
cholera and the use of public pumps to supply Londoners with water (90).
Almost all children in the United States today live in housing with piped-
in water (99 percent) and with complete plumbing facilities for the
household’s exclusive use (98 percent). The majority of children and
youths live in housing where water is obtained from pub'ic or private
systems connected to a public sewer (66 percent), as opposed to individual

sources (78 percent).
There are. however. sizable numbers of children who do not have this

protection and, as usual, they are children whose families are poor or are
poorly educated. children in large families, or children who live outside
metropolitan areas or in the South.

The quality of the sewage disposal system and the water supply
probably varies from one area to another and possibly from one season to
another. Purity of public water supplies has been assumed to be adequate
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and there has been, until recently, little review. One aspect of the water
supply that has been evaluated is fluoridation. By 1975, about half of the
people in the United States lived in areas where the water contained
fluoride either naturally or through adjustment. In general. the proportion
was low in States where the population was widely dispersed and higher in
densely populated States where people were more likely to obtain water
from public systems.

The proportion of the population with fluoridated water has not
increased since 1975 despite fluoride’s demonstrated effectiveness in
reducing tooth decay in children. It has been well documented that
children living in communities with fluoridated water have less tooth
decay than children in communities without fluoride (91-94) and that the
cost of dental care in tax-supported programs per child was much lower in
areas with fluoridated water than in areas without (95-98). Adding
fluoride to the water is one action that can improve health at a

demonstrable cost savings.

Nutrition and Diet

The nutritional status of the U.S. population and the relationship of
nutrition to child health are still matters of cor'roversy. Few children in
the United States suffer from undernutrition of the kind that cripples and
kills large numbers of children in parts of the developing world. As
determined by height ana weight, U.S. children are rarely stunted in
growth. Of the children under 18 years of age who were screened in 1978
(primarily low-income children eligible for public programs), only 9
percent were below height for age and only 6 percent were below weight
for age. The only nutritional deficiency that appears to affect any sizable
number of children is anemia: 14 percent of the children screened in the
nutritton surveillance program were judged to have a low hemoglobin
level and 18 percent a low hematocrit (99). However, the relationship
between disease and low hemoglobin lev -, is not clear.

A special study of Indochinese refugees seen in four clinics revealed
that both anemia and stunting appear to be significant nutrition-related
problems among young Southeast Asian refugee children who entered the
United States since July 1. 1979 and the possibility of acute undernutrition
for children under 2 years of age (100). This documents the possibility of
pockets of undernutrition in a country where undernutrition is not a major
public health problem.

Despite the absence of widespread nutritional deficiency. there is reason
tfor concern about some of the feeding and eating patterns of childrea. In
the not-too-distant past. the majority of newborn infants were breast fed.
Even in 1950 about one-third of the newborn children were breast fed for
3 months or more. The proportion then declined rapidly: only about 7
percent of the children born in the early 1970°s were breast fed that long.
Though there is some evidence of an upturn in the proportion of breast-
fed children in the late 1970’s. the increase appears to have been primarily
among women whose children are least at nisk. Children who, because of
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the parents’ educational or income level, were more likely to be at
nutritional nisk than others were also less likely to be breast fed (101).
Pregnant women and children in low-income families who are at
nutritional nisk are eligible for food through the Supplemental Food
Program for Women. Infants. and Children (WIC). However, in 1980,
fewer than half of those eligible were being served in any State except
Vermont: in many Siates. including some with large eligible populations,
fewer than one-fifth of those eligible were being served by the program.
In the National Health and Nutrition Survey in 1971-74. it was found
that most children ages 1-11 drank whole milk and ate meat or pouliry
and fruits or vegetables one or more times daily. Most also had dessert at
least once 2 day and one-fifth reportedly had dessert at least twice a day.
The eating patterns of young children—whether boys or girls. above or
below the poverty level, white or black—were similar with one excepton.
The likelihood of eating salty snacks at least once a day was higher among
elementary school-age children than among preschool-age children and
was higher among black children regardless of age. This last is of
particular concern as high-sodium diets have been implicated in hyperten-
sion which is more prevalent among black than among white adults.
Adolescents’ eating patterns differed from those of younger children
and differed between white and black youths. Black youths were more
likely than white youths to eat candy and salty snacks and to drink
sweetened beverages: they were less likely to drink coffee or tea or to eat

bread.

Health Education

Very few States require that health education be taught in the schools,
and even when they do. it may be only one course of a few hours during
the 12 years of schooling. In 1978-79. only 10 States required that
nutrition be taught: in 14 States such a course was optional. Small wonder
that when asked a series of health-related questions, most 17-year-olds
could answer general questions but could not answer specific questions
such as which food group was the best immediate source of energy (102).
They also knew little about child development, some aspects of their own
health. or about the kinds of illnesses for which they should seek medical
care.

They did not appear to be aware that accidents are a major threat to
their lives. Responses indicated that almost half of them did not know that
accidents are the leading cause of death for people 1-38 years of age.
About une-fourth of the respondents did not knnow that motor vehicle
accidents account for approximately half of all accic  al deaths (102).

The consultants who reviewed that report pointed c.. that there were
gaps in knowledge and that the report did not assess behavior to see how it
related to knowledge. This last is important because many other studies
have shown that adolescents know that smoking and drinking alcoholic
beverages. for example. can be health hazards (103, 104). Nevertheless,
many continue to smoke tobacco and marihuana and to drink.

37

[
b ]

‘2
O



Television

The amount of ume children spend watc-ing television has been of
particular concern because of the possibility of adverse effects on health
or behavior. In late 1976, elementary school-age children spent more time
watching television than they spent with friends or parents and much
more ume than they spent reading or doing homework or chores.
However. when time spent watching television or engaging in the other
activities and a number of demographic characteristics of the family were
related to measures of self-esteem and behavior, television watching per se
appeared to be of relatively little importance (80). The potential for h.alth
education through television has been considered but information will
have to be presented very carefully if it is to have the desired results (105).

Child Abuse and Neglect

The problem of child abuse and neglect has received increasing
attention in recent years. Despite the attention, valid and reliable data
have been extremely difficult to obtain, no comparable data are available
to make reliable estimates of time trends. and the only thing that is
absolutely certain is that some children are abused and that for a few
death is the result.

There are many forms of child abuse and neglect including psychologi-
cai, sexual. and physical abuse and physical, emotional, and care-taking
neglect.

%)lne approach to esumating the incidence of physical abuse is to look at
the deaths from external causes. In 1976, about 19,000 children and
youths under age 18 died of accidents or violence. The majority of these
deaths were reported as accidents but 819 were reported as suicides, and
1.635 as homicides. Of the homicides, 170 were children under age 1, 340
were children ages 1-5, and 162 were chiitdren ages 6-1! (the other 963
were adolescents ages 12-17). The reported homicide rates were 5.6, 2.1,
and 0.8 per 100.000 children of the specified ages (106). While this could
indicate that physical abuse of young children is more common, it must be
remembered that very young children are more fragile than older ones and
could more easily die of a comparable assault. Unknown proportions of
the accidental deaths could also have been due to abuse, neglect, or
suictde but not reported as such.

During the late 1960°s, all States enacted legislation that mandated
reporung of child abuse and neglect; the legislation did not include
uniform definitions of either abuse or neglect. Beginning in 1974, the
Children’s Division of the American Humane Association has operated a
Clearinghouse on Child Abuse and Neglec:. In 1976, 416,000 cases of
abused or neglected children were reported. There were approximately
twice as many cases of neglect as there were of abuse and, of all cases
reported. approximately 1 percent were severe, although the proportion of
the validated reports that were severe was about 5 percent. Eighty-five
percent of the perpetrators of abuse and neglect were the child’s natural
parents (107).
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The number of cases reported has risen each year to 507,000 in 1977
and 614,000 ir. 1978, in part because of increased reporting of sexual abuse
(108. 109). Nevertheless, it is generally recognized that the actual
incidence of abuse is greater than the reported incidence because many
incidents go unreporied. The magnitude of underreporting obviously
varies from State to State, as the number of reports in five States in 1978
ranged from 6 to 23 per 1,000 children (7 i0).

In a 1976 survey of families consisting of a couple who identified
themselves as married or being a “couple™ and one or more children ages
3—17 living at home, 63 percent of the respondents reported at least one
violent episode toward the child during the previous year and 73 percent
reported at least one violent episode in the course of raising the child
(111).

Most of the episodes were the milder forms of violence such as pushing
or slapping. However, hitting w1 something during the year was reported
by 13 percent: throwing somzthing by 5 percent; kicking, biting, or hitting
the child by 3 percent: and “eating by 1 percent. There were rare reports
of either threatening or using 1 gun or knife. Using an index combining
the forms of violence thought to have the highest probability of injuring
the child. Gelles estimated that 3.6 perceat of the children or 1.4-1.9
million children were vulnerable to physical injury from violence in 1975.

Gelles thought the estimate should be considered low because the data
were obtained from self-reporting, the response rate was low, and only
children with both adult males and females in the household were
included. On the other hand. since no information on whether the child
was injured was collected. the estimates must be considered as indicating
potential injuries only.

Although data on the incidence of child abuse are faulty, there is no
doubt that physical or sexual abuse or severe neglect can be a-significart
problem for some children. Abused children are almost always mistreated
in their own homes: they are betrayed by the very people whom they must

depend upon.

39

n
T




CHAPTER 4
HEALTH STATUS AND NEEDS

Overall. the health of children and youths in the United States is good
compared to adults or compared to children in the past. Although the
incidencc of acute illness is high, relatively few children suffer from
chronic conditions or from long-term limitation of activity and death rates
are low. There are major problem areas, however. Children in low-income
families, and especially children in families with little income and only one
parent. are in poorer health and are more likely to have limitations than
other children. Accidents now account for half of the deaths of children
and youths ages 1-17 and motor vehicle accidents are the leading cause of’
death. Use of alcohol, cigarettes, or marihuana is common among
adolescents and the proportion of unmarried adolescent girls who have
had intercourse is increasing.

Children in inner-city slums, in the hills of Appalachia. or in the
families of migrant workers may be in extreme poverty anc ill health.
Special surveys and individual studies which are not included in this
volume document the health conditions and special needs of these

children (112-116).

MORTALITY RATES

The decline in death rates for young children has been dramatic. Of
every 100.000 children 1-4 years of age, 564 died in 1930, 290 in 1940, 139
in 1950. 109 in 1960, 84 in 1970, and 69 in 1978. The infectious and
communicable diseases that used 1o leave thousands of children dead or
damaged are no longer leading causes of death. Some, such as diphtheria
and polio. are now rarely reported. Others, such as pneumonia, are still
major causes of illness and hospitalization but are rarely kiliers and are
jess likely to leave children damaged because better treatment helps them
0 survive in good health. Accidents are now the leading cause of dzath for
this age group. accounting for 42 percent of the deaths in 1978.

Older children have never had the high dez+h rates of infants and young
children. In fact. death rates in late childhc .. are lower than at any other
age. Even for these children. however, the death rate in 1978 was only a
third of what it was 1in 194C (34 vs. 104 per 100,000 children 5-14 years of
age). Accidents were the cause of 51 percent of the deaths of children 5-14
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years old in 1978; 26 percent of the deaths were caused by motor vehicle
accidents in 1978.

At every single year of age. death rates are higher for boys than for girls.
They are higher for “‘disease causes™ and they are much higher for
“external causes.” In 1976 the differential for external causes—accidents,
poisoning. and violence—was smallest at the beginning of life and then
increased. Young boys under 6 years were 41 percent more likely to die of
poisoning, accidents, or violence than young girls of the same age; young
men 16-17 years of age were almost 200 percent more likely to die from
accidents or violence than young women the same age.

Overall. death rates are higher for black children than for white
children. In 1976 the differential was largest at the beginning of life and
decreased through the school years until for a brief period in adolescence
(ages 16-17) black youths had lower death rates. After that, the rates
diverged again. Young black children were more likely than white
children to die of accidents. poisoning, or violence (death rates of 5.4 and
2.9 per 10.000, respectively, for preschool, and of 2.4 and 1.4, respectively,
for elementary school-age children). Black adolescents were less likely than
white adolescents to die of these external causes (3.7 and 4.2 per 10.000,
respectively) because black youths were not killed as frequently in
automobile accidents; they were less likely to have access to cars and to
have a dniver’s license.

Death rates among children and youths under 18 years of age would be
reduced by one-quarter if no child died in an automobile accident. The
use of restraining devices in back seats would keep small children from
being thrown forward and perhaps killed. Some European countries have
found that changing school hours so that they do not coincide with rush
hours helps to reduce automobile accidents involving children. However,
the greatest potential for reducing the number of deaths lies in reducing
the number of deaths of adolescents. Raising the legal minimum age for
both drinking and driving has been suggested as a way of saving the lives
not only of young drivers but also of other children who may be
passengers or pedestrians. This is a very controversial issue, however
(117-119). Designing and building safer vehicles and roadways would
reduce the nisk of death for people of all ages as well as adolescents.

Although data on socioeconomic differentials in childhood mortality
are scarce. the existing data indicate that there are socioeconomic
differentiais and such differentials are greatest for mortality due to
accidents. In England and Wales where occupational class of the father is
reported on children’s death certificates, the s:andardized mortality ratio
in 1970-72 for boys ages 1-14 in the lowest class was 2.2 times that of boys
in the highest class for all causes of death but 4.7 times as high for
accidents. poisonings and violence. For girls the same age, the comparable
numbers were 1.8 and 3.4 (120).

Such information is not available in the United States. However, an
analysis of data from the June 1975 Current Population Survey revealed
that there were significant socioeconomic differentials in the mortality of

people under 20 years of age and that a primary source of the
socioeconomic variation was variation in mortality due to accidents ( /21]).
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The author pointed out that the results indicate that accident prevention
has the potential of not only reducing the number of early deaths but also
reducing inequality in life chances.

ASSESSMENTS OF HEALTH

More useful for assessing health status than mortality rates are the
measures of the incidence and prevalence of diseases, physical and
emotional impairments, and reductions in physical, intellectual, and social
functioning. Unfortunately, these measures are more difficult to obtain
and to interpret.

Physical illness, disability, and death are not independent of one
another nor are they independent of emotional illness and disability or the
child’s environment. Emotional and behavioral problems can both cause,
and result from, physical problems. The physical and social environment
affects both physical and emotional health. Crowded and dilapidated
housing, poor schools and teachers, poverty, and discrimination all
increase the risk of physical and emotional illness and impairment.

Strong relationships exist between family income and certain health
indicators. The proportion of children reported to be in “fair” or “poor”
health drops significantly as income rises. About 9 percent of the children
and youths in families with incomes of less than $5,000 per year compar~d
with 2 percent in families with incomes of $15,000 or more were reporied
to be in “fair™ or “poor™ health in 1975-76. Children and youths in low-
income families are likely to have more days when their activity is
restricted, they are confined to bed, or they are out of school. For
example, low-income school-age children lost, on the average, 6.6 days of
school per year in 1975-76 because of acute ilinesses while high-income
children lost 4.7 days.

There are geographic variations in the health of children. During the
last year of the draft, 1972, young men from the East South Central
division were more likely to be rejected than young men from any other
area. In Alabama. Kentucky, Mississippi, and Tennessee, 51 percent of
the white and 71 percent of the black men were rejected compared with 45
percent of the white and 63 percent of the black men overall.

In general, children in the South are more likely than children in other
parts of the country to be reported by their parents as being in poor
health, although they are no more likely to be reported as having a long
term limitation of activity and the average number of days spent in bed or
out of school because of illness is no higher than in the rest of the country.

Most of the measures of the health of children and youths which have
been obutzined from the National Health Interview Survey since 1957
‘show remarkable stability (34, 122-124). The short-term measures of
disability reflect flu epidemics but shcw no time trends. There is possibly a
trend in the proportion of children who are limited in activitv by a chronic
condition: this proportion appears to have increased from abouc 2 percent
in the early 1960’s to about 4 percent in the mid-1970’s. The apparent
increase is not due to the increased proportion of chiidren and youths who
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are adolescents and, being older, are more likely to be limited. Among
other things, it could be due to increased parental awareness, better
diagnosis through greater access to medical care, or decreased institution-
alization of handicapped children. In any case, based on household
interviews, 3.8 percent of the children and youths under 18 years of age
were limited in activity in 1975-76.

Other measures from the National Health Examination Survey (now the
National Health and Nutrition Examination Survey) exhibit the same
kind of relative stability. The proportion of elementary school-age
children in need of special services in 1963-65, for example, was almost
identical to that found when the survey was replicated by the Foundation
for Child Development in 1976. Special resources were recommended for
about 21 percent of the children both times.

In general. rates for communicable notifiable diseases are very low.
Rates for those diseases for which immunization is available have declined
over the years although not all of the decline can be attributed to
immunization. Rates for diphtheria, for example, had been declining
before the immunization was developed. On the other hand, rates for some
diseases for which immunization is not available have increased. In
particular, although gonorrhea is still rarely reported for children under 15
years of age. the rate in the second half of the 1970’s was higher than in

previous years.

Major Diseases

There are major diseases and conditions that affect few children but
make it difficult or impossible for them to hive full lives in the community.
Those children afflicted with a serious chronic condition have very special

additional needs for care.
The probability of survival has been improving for children diagnosed

.as having cancer especially for acute lymphatic leukemia which is the

most common childhood cancer (125). Nevertheless, cancer causes more
deaths of children 1-17 years of age than any other disease. Malignant
neoplasms caused the deaths of 3,214 children in 1976; leukemia was
responsible for 1,359 of these deaths (106).

A special survey in late 1978 of children under 18 years of age receiving
Supplemental Security Income Berefits who were not living in Medicaid
institutions revealed that an unexpectedly high proportion (15 percent) of
them were in foster care settings. These children, on the a~erage, had lived
away from their parents for 7.5 years and had little or no contact with
their parents aithough in almost all cases the parents were still living ( 126).

Of the children living with their families, more than expected were
minoriiy children (56 percent)., with only the mother as the parent (57
percent), and poor. Although the families have to be poor to meet
program requirements, they were in very poor households. In fact, 42
percent reported receiving income from AFDC or General Assistance

during the previous years.
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The majority (53 percent) of the children were multiply handicapped.
The most frequently reported main disability was mental retardation (27
percent) with 15 percent reporting “other diseases of the nervous system”
and an equai proportion “other mental conditions.” When information on
main and secondary disabilities was combined, thes: were still the most
frequent conditions. '

The same pattern of multiple handicapping conditions (with mental
retardation the most common medical reason for admission followed by
nervous disorders and mental illness) was found among children and
youth under 18 years of ago who were in institutions in 1976 (127). Over
half (55 percent) of the institutionalized children had a speech, walking,
visual or hearing disorder, and a third (34 percent) had two or more such
disorders.

About 4 percent of all children under age 18 living in the community
were reported by their parents to be limited in amount or kind of activity
in 1975-76. Asthma was the condition most frequently reported as causing
the child to be limir:d (20 percent). About 10 percent of the children with
a limitation were limited because of orthopedic impairments, 7 percent
because of mental or nervous conditions, 5 percent because of hearing
impairments. 4 percent because of visual impairments, and 2 percent
because of heart conditions. In the national survey, as in the Supplemental
Security Income survey. children in poor families or with a mother only
were more likely to be limited than children in families with more money

or both parents.

Accidents and Injuries

As the infectious diseases disappeared as the leading causes of death,
injuries. which were always among the leading causes, took over first
place. In 1976. half of the 32.000 U.S. children past infancy who died died
from accidents. Of these children and youths, over a quarter (27 percent)
died because of motor vehicle accidents, 7 percent drowned, and 4 percent
died from fires. In addition. 5 percent of the deaths were reported as
homicides and 3 percent as suicides ( /06).

The epidemiology of injuries is different from that of the common acute
illnesses of childhood. While diseases occur more frequently in preschool
children than in school children and at about the same frequency among
boys anu irls, the incidence of injuries is about the same for school-age
and preschool-age children and much more frequent among boys than

ivls.
5 Injuries are the only acute condition affecting children and youths that
show a pronounced sex difference. During the 1975-76 school year, for
every 100 boys of school age. there were 51 injuries and 50 days lost from
school. while for every 100 girls there were 29 injuries and 22 days lost
from school (128). One estimate shows that, for both boys and girls, a
school injury usually occurs during physical education class: for boys in
senior high school. the second most frequent occasion of injuries is
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interscholastic sports. No health professional of any kind was available to
care for a quarter (24 percent) of the athletic injuries that occurred in
public secondary schools in 1975-76 (129).

However, prevention of injuries should begin with an evaluation of
conditions in and around the home, because over half of all injuries of
children and youths under 18 years of age in 1975 that resulted in
restricted activity or medical attention occurred at home: 26 percent
inside the house and 28 percent on the adjacent property. About 17
percent of the injuries occurred at school, 10 percent at places of
recreation including school. 8 percent on streets and highways, and 12
percent “somewhere else™ (including farms and the work place) (78).

For injuries resulting in visits to emergency rooms, questions have been
asked about consumer products involved. In 1976, among children under
6 years of age. the five leading products. which accounted for 382,000
emergency room visits. were tables, stairs or ramps. bicycles, swings. and
beds (130). Among children 6-11 years of age, the top five, which
accounted for 498.000 visits, were bicycles, glass of unspecified origin,
swings. skateboards. and nails and tacks. Among youths 12-17 years of
age. the top five categories were all recreational: football. basketball,
bicycles. baseball. and skateboards accounted for 773,000 emergency
room visits.

More recent data fron the surveillance system show that in 1979-80 the
five leading products involved in product-related injuries of children
under 5 years of age were tables, stairs. chairs and sofas, beds, and
playground equipment. For children 5-14 years of age, they were bicycles,
football. baseball. playground equipment. and ice and roller skating.

Respiratory Conditions

Of all discases affecting children. respiratory conditions cause more
disability and use of medical services than any other type of condition.
Children and youths have more days of restricted activity, spend more
time in bed. and lose more days of school because of acute respiratory
conditions than for any other reason. In 1975-76, respiratory <onditions
accounted for 61 percent of the school days children missed because of an
acute illness. Asthma caused more long-term himitation of activity than
any other chronic disease in children: only chronic bronchitis was more
prevalent.

A quarter (26 percent) of all visits chiléren under 18 years of age made
1o office-based physicians in 1975-76 were for respiratory conditions—33
million visils a year. Over half (58 percent) of these visits were fc - acutc
upper respiratory conditions: 15 percent were for bronchitis or asthma.

A fifth (1 percent) of the days children spent in short-stay hospitals in
1975-76 were due to respiratory conditions—4.9 million days a year. A
third (30 percznt) of these days were due to pneumonia.

In 1976. 5 percent of the deaths of children and youths past infancy
were due to respiratory conditions. That year, pneumonia caused the
deaths of over 900 children ages 1-17 and almost 2,000 infants.
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Tooth Decay

Tooth decay probably affects more children than any other single
health problem except upper respiratory conditions and injuries. However,
while most upper respiratory conditions and injuries have only transitory
effects, tooth decay is permanent.

At the time of the first National Health and Nutrition Examination
Survey in the carly 1970, 44 percent cf all children and youths and 54
percent of those who were adolescents were found on examination to have
one or more decayed unfilled teeth; 53 percent of all children and youths
and 68 percent of the 12-17-year-old adolescents needed dental care.

Tooth decay is a problem from early childhood into adulthood.
Although evidence of decay was rare among children under 4 years of age,
the average S-year-old had 2.2 decayed, nonfunctional carious, or filled
primary teeth; most often these were decayed teeth. Half (55 percent) of
the primary school-age children had one or more decayed, missing, or
filled (DMF) permanent teeth. The average 11-year-old had 2.7 affected
teeth (131).

By the time they are 12-17 years of age, onlv !0 percent of the children
have no decayed, missing, or filled teeth. A fourth (26 percent) of the
adolescents examined had one or more teeth missing (they were not
necessarily missing because of decay): half (54 percent) had one or more
decayed teeth needing repair. The average 17-year-old had 8.7 decayed,
missing. or filled teeth—2 decayed, 1 missing, and 5 filled—30 percent of
their teeth were affected.

Girls were more likely than boys to have decayed, missing, or filled
tecth. And there was some evidence that by adoléscence white children
were more likely than black children to have DMF teeth, although the
difference was not significant. However, 60 percent of the DMF teeth of
white adolescents had been filled in contrast with 23 percent of the teeth
of black adolescents.

Family income and parental education were not determining factors in
tooth decay. Differences in the average number of affected teeth among
income or education groups were not significant. However, family income
was associated with whether white children had their teeth filled; four-
fifths of the affected teeth had satisfactory fillings if a white adolescent
lived in a family with an income of $15,000 or more but only two-fifths if
the family income was $3,000 or less. Only one-fifth of the affected teeth
of black children had satisfactory fillings regardless of family income.
(The comparison is complicated because black adolescents were twice as
likely to have teeth missing; 47 percent of the black adolescents compared
with 22 percent of the white adolescents had one or more teeth missing.
Information on why they were missing was not reported.)

The impact of untreated dental problems on many of the children is
probably permanent. Among the adults examined in 1971-74 at the same
time the children were, one-fifth of those 35-44 years of age already had
lost all of their teeth from one or both arches; 9 percent had no natural
teeth. The average 35-44-year-old adult had nine teeth missing.

The incidence of decay throughout childhood is high. Children rsed
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both better education in how to care for their own teeth and more care
from dental professionals.

Visual and Eye Problems

In the same survey, eye abnormalities and the need for eye care were
evaluated. Few children had significant eye abnormalities needing
treatment—4 percent of the children 1-5 years of age and 5 percent of
those 6-19 years of age. Of these needing treatment, 71 percent of the
younger children and 47 percent of the older children were not receiving
treatment ( 78).

National data on visual acuity are not available for the 1970’s but there
is no reason to believe that the prevalence of defective visual acuity has
changed since adolescents 1217 years of age were examined in 1966-70.
At that time slightly more than 40 percent were unable to see well enough
to read at the 20720 level at the standard distance without correction; only
about a third wore corrective lenses. Even so, nearly a third of those who
wore lenses failed to reach the 20/20 level even when wearing their own

ienses ( 132).
Skin Disorders

An interesting example of the need for care along with information on
whether the person tried to get care is provided by the dermatological
evaluations in the 1971-74 National Health and Nutrition Examination
Survey. Over one-third (36 percent) of adolescents 12-17 years of age were
found to have significant skin conditions—conditions that in the opinion
of the trained survey dermatologists should be seen by a physician at least
once for assessment or care (133).

Only 15 percent of the adolescents had conditions that they were
concerned about. but of those who were concerned, only half (51 percent)
had sought any care and only a quarter (23 percent) had sought care from
a physician. Not surprisingly then, only about a sixth (16 percent) of the
concerned adolescents were receiving what the survey dermatologists
considered to be the best possible care, although 70 percent had

conditions that could be improved with expert care.

Clearly. when people have conditions that could be improved with
expert care but only a fraction are receiving that care, there is an unmet
need. It cannot be brushed off as a lack of concern among adolescents
about a trivial problem. Of those adolescents who considered their skin
condition a social handicap, the survey dermatologists rated 95 percent as
being disfigured. Of those who considered their skin condition an
employment handicap. 90 percent were rated as disfigured (133).

Mental and Emet:onal Disorders

The lack.of agreement in classifization and of measuring instruments
has retarded the development of knowledge about the incidence and
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prevalence of psychiatric disorders among children. Existing research fills
in only parts of the puzzle. National data on the incidence of psychiatric
disorders are not available for children. Gould et al. (134) recently
reviewed prevalence studies of mental disorder among children, summa-
rizing 25 studies that had estimated the prevalence of “clinical maladjust-
ment” among children in the United States between 1928 and 1975. These
studies are characterized by a variety of methods and concepts; this fact
partially accounts for the rate of maladjustment per 100,000 population
ranging from 8.000 to 25.000. with a median rate of 18,000 per 100,000
(i.e.. 18 percent).

If this estimate is interpreted to mean children in need of clinical
treatment, it appears to be high. The Stanford Research Institute, in
reviewing studies and reanalyzing data collected through the Health
Examination Survey in the 1960's. found much lower prevalence rates of
emotionally disturbed children. In nine studies published from 1954 to
1974 the prevalence rate was 2 percent of the school-age noninstitutional-
ized population. Teachers reporting on the Health Examination Survey
estimated 3.4 percent of the elementary school-age and 1.2 percent of the
secondary school-age population in need of special services for emotional-
ly disturbed (735). When parental reporting of problems which may be
indicative of emotional disturbance was added, an additional 3.7 percent
of the elementary school-age population were identified, fcr a prevalence
of 7.1 percent. It is noteworthy that of each 100 children identified., only
seven (0.5 percent of all children) were identified by both parents and
teachers. Children identified by parents tended to have health-related
problems such as late walking or hearing problems: children identified by
teachers tended to be less attentive and more restless, to require more
discipline and to be less popular with school playmates.

Gould et al (134) pointed out that the most severely disturbed or
psychotic children are not likely to be found in schools which is where
many of the studies referred to were done. Psychotic disorders are rare in
childhood and adolescence. but studies indicate that the rate of “psychotic
disorders™ among children is on the order of 45 per 100,000 population.
The autkors also observed that most children with “psychotic disorders™
receive treatment, in contrast to children with *“clinical maladjustment,”™
which suggested to them that the majority of children with “clinical
maladjustment™ were not receiving treatmert.

The rates of utilization of the specialty mental health and health sectors
by children are considerably lower than the estimated prevalence rates,
thus supporting the suggestion that most children with a clinical
maladjustment are not recetving care in the specialty mental health sector
or the general health sector. Based on the limited data available, it appears
about | percent of the children are treated by the specialty mental health
sector and 1-10 percent are treated by the general health care sector (736).
Health services research may help us discover the factors that contribute
to children’s being underserved with respect to mental health services.

These observations on the lack of care of “clinically maladjusted™
children in the medical care sector are confirmed by estimates of the
proportion of emotionally disturbed children who are not being served in
schools. Using a prevalence rate of 2 percent, it was estimated that there
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were a million emotionally disturbed children ages 5—-17 in 1977-78 (137).
Of these, 288,000 were receiving services, leaving 725,000 potentially
unserved children. Thus, only 28 percent of the emotionally disturbed
children who potentially should be receiving special education services
v.ere receiving them. Emotionally disturbed children were less likely to be
receiving special education services than any other category of handi-
capped children and accounted for the largest number of children not
receiving the services to which they were entitled.

RISK-TAKING BEHAVIOR

The risk-taking behavior of adolescents can result in being injured or
killed in an automobile accident—the leading cause of death among
adolescents. Risk-taking sexual behavior can result in acquiring a sexually
transmissible disease and for girls i« can result in becoming pregnant with
unwanted children. Smoking and drinking are associated with shortened
ife expectancy and the development of certain diseases. and alcohol is
frequently a factor in motor vehicle accidents. Crime and violence can
result in injury or death or in a criminal record that can curtail
educatonal or work opportunities. Failure to seek medical care when
indicated is another behavior by which adolescents increase their own risk

ot ili health.

Tobacco, Marihuana, and Alcohol Use

In 197%. 72 percent of the high school seniors had drunk alcohol, 34
percent had smoked a cigarette, and 37 percent had smoked marihuana
within the 30 days prior to the survey.

The proportion of adolescents ages 12-18 who currently smoke
cigarettes increased until about 1974 and then began to decrease. The
decrease is due primarily to a decrease in cigarette smoking among boys,
who were more likely to smoke cigarettes than girls until the mid 1970’s.
However. by 1979 boys were less likely than girls to smoke. The
proportion of adolescents who have ever tried cigarettes does not show the
same downward trend as the proportion who are regular smokers. Over
half of the adolescents and four out of five young adults 18-25 years of
age in 1979 had at least tried smoking tobacco. However, the majority had
smoked less than five packs of cigarettes (138). Of those adolescents who
had tried it. 28 percent had smoked 100 cigarettes or more. While a higher
proportion of adolescents had tried smoking tobacco than had tried
manithuana (54 vs. 31 percent), the proportion of those who had tried it
and smoked 100 or more cigarettes was close to the same (28 or 24
percent).

Between 1972 (when data were first collected on a national sample) and
1979 the proportion of adolescents who had tried marihuana more than
doubled. from 14 to 31 percent. The rapid increase came early in the
decade: the slight increase between 1977 and 1979 was not significant

50
i
b

- B



In the adolescent’s world in the late 1970’s, smoking marithuana was still
not as common as smoking tobacco or drinking alcohol—54 percent of the
adolescents in 1979 had tried tobacco and 70 percent had tri=d alcohol.
Nevertheless, manhuana use was very much a part of the youth culture.
Even in rural areas and in the South, where marihuana use was relatively
low, about a quarter of all adolescents and half of those 16—17 years of age
had tried it at least once, while more than a quarter had used it within a
month of the survey (138).

Of those who had tried marihuana, about a quarter had only used it
once or twice but an equal number had used it 100 times or more.
Probably included among those who had tried it only once or twice were
younger adolescenis and older ones who were just beginning to use
marihuana; only 8 percent of the 12-13-year-olds had ever tried the drug,
and 8 percent of all adolescents who had tried it had first used it during
the 6 months preceding the survey (138).

The drug of choice 1s still alcohol—70 percent of all adoiescents and 95
percent of all young adults in 1979 had at least tried it. Over a third (37
percent) of the adolescents in 1979 were current drinkers; that is, they had
had a drink within the month preceding the survey: this figure includes 9
percent who had consumed alcohol five or more umes during the month.
For the most part they had only one or two drinks, but 11 percent had, on
at least one occasion, five or more drinks during the preceding month

(138).

Sexual Behavior

Increasing proportions of unmarried adolescent girls have had inter-
course and the increase has occurred at ali ages. In 1971, 27 percent, and
in 1976, 41 percent of the unmarried 17-year-old women reported that
they had had sexual intercourse at least once. The comparable figures for
15-year-olds are 14 and 18 percent (25). ’

The proportion of women 15-19 years of age residing ° metropolitan
areas of the United States who have had premarital + 2al experience
increased from 30 percent in 1971 to 43 percent in 1976 to 50 percent in
1972.- About half (49 percent) of the unmarried 17-year-old women in
metropolitan areas had had intercourse in 1979 compared to 43 percent in
1976 and 26 percent in 1971 The comparable figures for unmarried 15-
year-olds are 23, 19. and 14 percent. While the proportion of unmarried
adolescent women who have ¢ver had intercourse was still much lower for

white than black women in 1979. virtually all of the increase between 1976
and 1979 is accounted for by the increase in the proportion of unmarried
white adolescent women who have had intercourse (77).

The proportion of all teenage women who have ever been premaritally
pregnant also increased from 9 percent in 1971 to 13 percent in 1976 to 16
percent in 1979. These increases have been accompanied by a decline in
the likelihood that premaritally pregnant teenagers will marry and, among
those who remain unmarried, an increase in the proportion of the
pregnancies that are terminated by abortion (17).
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These trends have been noted by a number of observers. The decreased
likelihood of a tecnager marrying is especially well-documented. Even in
the short time between 1974 and 1978, first marriage rates for women
14-17 yecars of age decreased from 25 to 17 per 1,000 never-married
women and for women 18-19 years of age they decreased from 134 to 96.
In 1974, 43 percent of all brides marrying for the first time were under 20
years of age; in 1978, only 34 percent were that young (139, 140).

There was evidence in 1979 of an increased and more consistent use of
contraccption but there was a decline in the use of the pili and the IUD
and a rise in the use of the least effective methods, especially withdrawal.

Because information was collected from young men for the first time in
1979, no data on time trends are available for young men. However, in
1979 over half (56 percent) of the unmarried 17-year-old men had had
intercourse at least once (17). Of the unmarried 17-year-olds, white men
were more likely than white women and black men were less likely than
black women to have had intercourse.

The young women are at risk of pregnancy and both sexes are at nisk of
contracting a sexually transmissible disease. Sexually transmissible dis-
cases have been rare among adolescents under age 15 and somewhat more
common among 16-17-year-olds but historically the incidence of sexually
transmissible diseases has been much higher among young adults (1417). It
1s certainly possible that the incidence of these diseases among adolescents
will increase with increasing levels of sexual activity.

Crime and Disruption

School crime and disruption can be siznificant problems. During a
typical month. a secondary school student has about 1 chance in 9 of
having something stolen. I chance in 80 of being attacked, and I chance in
200 of being robbed by force. Personal violence is most pronounced in
Junior high schools (142).

The arrest rate of adolescents for violent crimes and. to some extent, for
property crimes has been increasing. In 1977, 150 youths per 100,000 were
arrested for robbery compared with 93 youths in 1967 and 59 youths in
1964, the first year that comparable records were kept. The comparable
figures for aggravated assault were 136, 90, and 65, respectively.



CHAPTER 5
RESOURCES FOR HEALTH CARE

Counting the supply of health care resources available to children
appears to be simple but is in fact extraordinarily difficult. A physician
may be licensed to practice and a hospital authorized to have a specified
number of beds but the physician may be engaged in research or
administration instead of patient care and the hospital may not have
constructed a new wing or may have closed an old one even though the
beds are authorized. A registered nurse may not be currently in the labor
force but is thinking of returning someday or may be only working part
time. In addition, scme professionals are licensed in more than one
Junisdiction.

Hospitals may be licensed to have a specified numbes of beds but the
actual number staffed and available may be lower. A clii::c with satellites
or a cliric open in different places on different days of the week may be
counted once or several times.

It is difficult to evaluate the adequacy of the supply of resources—
personnel, funds, facilities—for children in different areas of the country.
First, the resources for children overlap with those for other populations
in an area. Second, there is some question as to whether a high ratio of
physicians (or other health personnel) to population is good in itself.
(There is evidence that some children receive unneeded care—such as
required school and camp physicai examinations—and unneeded and
possibly harmfu! surgery—such as tonsillectomies.) Third, an area may
have a relatively small supply of a health resource but people there have
access 10 an adjacent area with a large supply of that resource. A county
that is short on resources may be next to a county with an abundance of
easily accessible resources. Fourth, an area that is low on one type of
medical professional could be well supplied with other professionals who
are able 1o provide effectively many of the needed services.

Finally, when the desire is to estimate the resources available to one
population group. in this case children, the task becomes almost
impossible. Fediatricians care for children pri......ly but they also care for
older people if needed and many children, especially adolescents, receive
carc from physicians with other specialties. Dentists, nurses, and other
practitioners provide care to people of all ages, not only children.
Children’s hospitals and pediatric units in communicy hospitals provide
care for children but the number of beds may not be constant and a sick
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child will be put in another unit if niecessary. Determining expenditures
for the care of children suffers from the same difficulty.

Much of the data for this chapter are based on informed estimates using
careful methodology and muluple sources of information. They are the
hest available. but the users should be aware that different assumptions or
rnore inform=ztion could have produced different estimates. For example,
different assumptions about the number of hours physicians or nurses
spend in patient care produce different estimates of the number of “full-
time equivalent”™ physicians and nurses. Different assumptions about the
number of conditions requiring care and the kind of care required produce
different estimates of the number of physicians and other health personnel
required to care for children.

SUPPLY OF HEALTH CARE PERSHONNEL

Datz on the number of primary care physicians indicate that ther. has
been a great decline since the 1930%s in the number of these physicians and
t".= number relative to the population. In 1931, there were 112,116 general
pracutioners. 3.567 general internists. and 1.396 general pediatricians—
altogether 117.000 providers of primary care for the entire population. In
1963. there were 68.091 general practitioners. 21.114 general internists.
and 9.225 general pediatricians (98.000 in all): by 1971 there were 49.528
general practitioners. 23.829 general internists. and 10,742 general
pediatricians (84.000 in all). Over this 40-year period the ratio of the
primary care providers to the population declined. from 94 physicians per
100.000 population to 41 per 100.000 (/43).

The Harvarc Child Health Task Force report stated that in 1931 there
were 18.6 phy.icians (full-time equivalents) per 100,000 people who
devoted time to the primary care of children but that the ratio had
declined to 11.3 per 100.000 by 1973 (144). This estimate depends on the
premise that general practitioners and family practitioners give most if not
all of their tir~~ providing primary care, and that internists see children
infrequently. The estimated number of primary care physicians declined
from 94 - .r 100.000 ir 1931 to 65 per 100,000 in 1973. .

Acco .ing to the Bureau of Health Professions. there were 124.000
primary care physicians (defined as general practice and now including
family practice. general internal medicine, and pediatrics) in 1973 or 57.7
per 100.000 population (/45). These are the primary care physicians
designated under the Health Professions Educational Assistance Act of
1976 (P.L. 94-484).

Regardless of how one counts. there is no question that there was for
many years a decline in primary care physicians resulting largely from an
increase in specialization. In 1930, 75 percent of the physicians were
engaged in primary care. By 1970 only 38 percent of the professionally
active physicians were engaged in primary care and the proport:zon has
remained relatively constant since then ( /45).

However. since 1968 the supply of primary care physicians has been
increasing more rapidly than the population so that the physician to
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population ratio has increased and is projected 10 continue increasing at
least unul 1990. In 1969, there were 55.0 and in 1976 there were 61.9
professionally active primary care physicians per 100,000 population.
According to the Bureau of Health Professicns (BHP) prcjections, there
will be 74.9 in 1980 and 97.9 per i00.000 in 1990 (145). The proportion of
first-year residencies ir primary care specialties has increased from 25
percent of all residencics in 1968 to 43 percent in 1976. Most of the
increase is accounted for by family practice, which did not exist as a
specialty in 1968 but accounted for 12 percent of the first-year residencies
in 1976 (145).

The concern about an undersupply of physicians has now changed to a
concern about oversupply. If the Bureau of Health Professions projections
are correci. there will be 567.000 active physicians including 240,000
primary care physicians by 1990 or 231.3 and 97.9 per 100,000 population,
respectively (145). According to the Graduate Medical Education Nation-
al Advisory Committee (GMENAC), there will be 536,000 active
physicians including 176,000 in primary care but only 441,000 to 490,000
physicians including 175.000 to 194,000 - -imary care physicians will be
required (i46). Instead of a shortage, t.cre will be a surplus of 70,000
physicians by 1990 and 145.000 by the year 2000. However, little of the
excess will be in primary care. The supply of physicians in those specialties
will be in near balance with the need if the projections and estimates made
= . the Graduate Medical Educaticn Advisory Comrmittee are correct but
there will be a surpius if the BHP proiections and the GMENAC estimates
of need are correct (table I).

Because of the projected surplus of physicians, the Advisory Committee
made several recommendatiors that could affect ihe provision of health
care to children. One was that “although the Models estimate a small
surplus 1n the three primary care disciplines. GMENAC recommends that
a larger surplus be created deliberately in the 1980°s as an interim measure

TABLE i. Estimated and Projected Number of Physicians, According to
Speciaity: United States, 1978 and 1990

GMENAC
Ratio of
. Projected BHP
Nuiver of Supply to —
Physicians Percent Estimated Number of
Increase Requirements Physiclans
Specilalty 1978 1990 197890 in 1990 1990

General family

practice 54,350 64,400 18 1.05 82,830
General pediatrics 23.800 37.750 59 1.15 48,470
General internal

medicine 48,950 73,800 51 1.05 108,530
Primary care total 127.100 175,950 38 --- 239,830
Obstetrics-

gynecology 23,100 34,450 49 1.45 33,230

SOQURCES: Reterences 145, 146,
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untl an ag _regate balance can be achieved in the 1950’s.™ A second was
that until studies have been completed. “the numbers of PA’s, NP's, and
NMW’s in training for child medical care, adult medical care. and
obstetrical/gynecological care should remain stable at their present

numbers™ ( 146).
There 1s evidence of a conflict in these recommendauons. The estimate

of need for primary care physicians was lower than it would have been if
there were no delegation to nonphysician providers, thus GMENAC
recognized the contribution of these providers. The report included a
delegation level for 1990 of “not more than 46 million ambulatory visits
(16 percent of the child ambulatory case load).” However, the committee
esumated that the supply of nonphysician providers would douule
between 1978 and 1980. thus addin: their contribution to the physician
surplus. The force of these rscommendations, ther:fcre, would be to
continue training physicizns but to shift those in iraining from other
specialties where the surplus is projected to be much greater into primary
care specialties and to restrict the expansion of the supply of personnel
who are not physicians. The total number of personnel available for
primary care would continue to grow but the ratio of physicians to
nonphysicians would increase.

The GMENAC recommendations were submitted just before this was
written. The methodology has not yet been subjected to outside criticism
and. since much of it was developed for this report, may be disputed and
revised. The recommendations may be accepted in whole, in part. or not
at all. If they are accepted. they could alter the availability of health care
to children and to pregnant women.

It 1s also important to remember that some physicians in office-based
practice who are not designated as primary care physicians and physicians
in institutional settings are also providing primary care to children. -
Children are actually receiving more medical care than they used to,
although it is possible that a smaller proportion of the care is from the
designated primary care physicians. Of all children who made a visit for
medical care 1n 1974, 10 percent received all their care in institutionalized
settings and 35 percent received some of their care in such places. Only
two-thirds received all their care irom private physicians. Of the visits
children and youths made to office-based physicians in 197575, one-
fourth were not to designated primary care physicians. In 1976, 65 percent
of the professionally active primary care physicians whose major activity
was patient care were in office-based practice and 60 percent of the office-
based physicians were not primary care physicians.

It is also important to recognize that the Bureau of Health Professions
projects that the supply of other health personnel whose services are
important for children. such as dentists and optometrists, will not increase
as much as the supply of physicians will (table J).

In general. the supply of professional resources has growmn and will
continue to grow for all level: and areas of training. The numbers of
physicians. dentists. registered m rses, optometrists, and podiatrists are all
expected to increase. The suppiv of dietitians, medical technologists,
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TABLE J. Estimated and Projected Nlumber of Active Health Personne! and
Percent increase In Supply: December 196550, Selected Years

Number of FPersonnel Percent Increase
Active Health 1965— 1979—
Personnel 1965 1979 1990 1979 1990
Total
personnel 1,157,965 1,914,720 2,530,400 65.4 32.2
Physicians 288,675 433,550 £98,340 50.2 38.0
M.D.s 277,575 416,680 568,500 50.1 36.4
D.O.'s 11,100 16,870 29,840 52.0 769
Dentists 95,990 123,500 156,290 28.7 26.5
Optometrists 17,300 21.560 26,450 246 22.7
Pharmacists 104,100 140,360 175,040 348 24.7
Podiatrists 7.600 8.340 12,460 9.7 49.4
Veterinarians 23,300 35.410 52,820 52.0 49.2
Registered nurses 621,000 1,152,000 1,509,000 85.5 310
Total poputation
(thousands) 195,539 221,195 244 503 13.1 10.5

SOURCE: Reference 42.

occupational therapists, physical therapists, and speech pathologists
(personnel requiring baccalaureates only) will also grow. The supply of
personnel requiring less training (baccalaureate not necessary) will also
expand; this includes lab assistants, licensed practical nurses, and
radiologic technologists. Emphasis on the growth of physician extender
personnel has also led to the emergence of a supply of physician’s
assistants and nurse practitioners. In 1979 there were 16,000 graduates of
nurse practitioner programs of whcm 61 were child health associates:; 89
percent of those with certificates and 64 percent of those with masters
degrees were in primary care. Approximately 70-80 percent of the
physician’s assistants were employed by primary care physicians (147).

GEOGRAPHIC DISTRIBUTION OF HEALTH CARE
PERSONNEL

The number of people available to provide health care to children is
only one of the factors affecting availability of services. Whether healtk
care providers are located where they are needed is another. In 1977 there
were 16 million people living in critical health manpower shortage areas
designated under Section 329(b) of the PHS Act (/48). One report stated
that “there are not enough of the right kind of doctors and other medical
personnel in the right places to adequately respond to the health care
needs of children™ (144).

Physicians are heavily concentrated in metropolitan arcas, especially
the metropolitan areas of the Northeast. For eacmple, in 1976 when there
were 162 physicians for every 100,000 people, there were 254 physicians
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per 100,000 people in the large metropolitan areas of the Northeast (290
per 100,000 in the core counties) in contrast to 75 per 100,000 outside
metropolitan areas in the North Central region and 72 per 100,000 outside
metropolitan areas in the South.

There were about 98,000 active non-Federal dentists in the United
States in 1976 or 46 dentists per 130,000 persons. The conceniration of
denusts was also heaviest in the large metropolitan areas. Within standard
metropolitan statistical areas there were 51 per 100,000 persons; outside
these areas there were 32.

Although programs for physician’s assistants (PA’s} aad nurse practi-
uoners (NP’s) were originally perceived as roviding services in areas
where there was a shortage of physiciar:., the distribution of these
practitioners has not, to date. been significantly different than that of
physicians. Available data on NP's and PA’s in 1977 indicate that
approximately 70 percent of them were practicing in nonshortage areas,
while the remaining 30 percent were in shortage areas (149).

Two factors have an impact on the geographic distribution of NP’s and
PA’s. The first involves the restrictions placed on their services under
various professional practice acts in the States, such as supervision
requirements and the range of permitted activities including prescribing
drugs. The second is whether reimbursement is made for their services by
third-party insurers, including Medicare and Medicaid (149).

The counts of physicians (or other resources) do not seem to provide
useful indicators of their availability when evaluated by utilization rates.
Apparently, there are barriers that make resources inaccessible even
though they are theoretically available.

The ratio of pediatricians to children, of obstetricians to women of
childbearing age. and of all physicians to the general popalation is higher
in metropolitan areas than outside them and is highest in the core counties
of large metropolitan areas (52). Nevertheless, children in central cities are
less likely to receive care from an office-based physician than children
outside metropolitan areas. A study of utilization rates in nonmetropolitan
designated Medically Underserved Areas showed that the use of medical
services was as high in these areas as in other nonmetropolitan areas
although children werc less likely to have had a routine physical
examination in the medically underserved areas (150).

SATISFACTION WITH HEALTH CARE FACILITIES

On the 4. “nual Housing Survey in 1977 people were asked whether the
local hospitals and hsalth clinics were satisfactory. Eighteen percent of the
children and youths under 18 years of age lived in households where the
answer was no. About 6 percent of the children lived in households where
the adult respondent was bothered very much by the unsatisfactory
facilities and another 5 percent lived in households where the respondent
was bothered somewhat. Thus, in 1977, 11.5 million children and youths
lived in households where an adult found the health facilities unsatisfacto-
ry. and the adult respondents for 3.9 million of the children were bothered
very much. A higher proportion of white than of black children and
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youths lived :n houscholds where an adult found the facilities unsatisfac-
torv.

Lack of satisfaction with health facilities was more common outside
than inside standard metropolitan statistical areas (SMS5A’s): 22 percent
of the children and vouths outside SMSA’s lived in households in which
the respondent expre:-=d dissatisfaction while 16 percent inside SMSA’s
lived in houscholds where dissatisfaction was expressed. Somewhat
surprising was the finding that the proportion expressing dissatisfaction
was lowest in the households of 12 million children and youths living in
the central cities of large SMSA's: 11 percent of the children lived in
households where dissatisfaction was expressed. Family income o:
education of the householder did not appear to be associated with whether
people’were satisfied with health facilities.

THE INCREASING COST OF HEALTH CARE

While the Consumer Price Index increased by 87 percent from 1970 to
1979. the price of medical care increased by 99 percent. Physicians’ fees
were twice as high and the price of a hospital room two and a half times as
high in 1979 as in 1970. The increases were relatively less, however. in the
later part of the 1979°s than in the early 1970's. For example, fees for
pediatricians increased at an average annual rate of 7.0 percent from 1970
to 1973. at 15.2 percent from 1973 to 1975, and at 5.6 percent from 1975 10
1978. By 1978 the average fee for an initial office visit to a pediatrician
was 519.03 and the fee for 2 subsequent office visit was $13.72.

From 1970 1o 1978, expenditures for the health care of children under
19 years of age increased from $10.4 million to $19.9 million. Per capita
expenditures increased at an average annual rate of 9.6 percent—from
$137.68 to $286.07 per child. Thus. the amount spent per child just about
kept pace with the increase in medical care prices.

The distribution of funds. that is the proportion spent on specified
services was relatively steady: changes were minor. The proportion spent
on hospital care increased from 33.2 to 35.6 percent and the proportion
spent on dentists” care increased irom 11.5 to 14.0 percent. The proportion
spent on drugs and drug sundries decreased from 18.2 to 14.2 percent. All
other changes were less than one percentage point.

Adequate care for most children is relatively inexpensive. If there are
medical complications. costs increase and they can skyrocket for a child
requiring intensive care. Third-party payment plans. which. like all
insurance. are designed to pay for the unexpected or unusual event, do not
provide much coverage for the “routine™ care of children. The public
programs that are designed to provide accessibility to medical care for
low-income people only partly fill the need.

In the face of general inflation and the greater inflation of medical care
prices. children’s medical care will be increasingly difficult to pay for.
Children remain the only population group in which a substantial
proportion are below the officially designated poverty level. and families
with young children in general have less money than other families if only
because people have their children when they are young and have less
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money. Nevertheless. public programs pay for about the same proportion

- of the care of children as of adults of working age (29 percent in 1978) and

a much lower proportion than for elderly people (63 percent in 1978).

PRIVATE AND PUBLIC COYERAGE
AND EXPENDITURES FOR HEALTH CARE

Most children live in families that have private health insurance
coverage. In the mid-1970’s about three-quarters of the children and
Youths were reported as covered by some form of private health insurance.
Children in families with relatively high incomes, high levels of education,
and both parents present were more likely to be covered by health
insurance than other children. Half of the black children and half of the
children with no father in the household had no coverzge, and about 2
qQuarter (27 percent) of the children in families with incomes under $5,000
had no coverage.

If public programs are working as desired, they will compensate for the
absence of private insurance. In 1976 a series of questions were asked in
the National Health Interview Survey to determine how many people had
no coverage under any public cor private program. At that time, 48.2
million children and youths who were not in institutions were reported to
have some form of private health insurance coverage, 6.7 million to have
Medicaid coverage. 2.0 million had coverage undcr other programs, and
7.6 million—one out of nine—were not covered by any of the specified
forms of coverage. One-quarter of the children in families with incomes
under $5.000 and one-quarter of the farm children were not covered.
Clearly, public programs did not ccmpensate for the lack of private
insurance. In addition. continuing coverage under Medicaid is not
assured. People may have coverage at one point in time but lose it because
of changes in family iucome or structure. Analysis of the National
Medical Care Expenditures Survey data confirms what has always been
suspected: although 4.6 million children under 18 years of age were
covered by Medicaid at some time during 1977, only 4.1 million children
were enrolled at any one point in time that year (157). Preliminary data
from that survey a.so confirm that many children (8.1 million in 1977)
were not covered by either public programs or private insurance (7152).

Tke Medicaid program was designed to reduce or eliminate differentials
in accessibility. availability, and quality of medical care by reducing the
financial barriers for low-income families. Alithough it has not been
completely successful in achieving its goals, it is the public program
providing the largest amount of money for the medical care of children.
Therefore, it is worthwhile to examine it in detail.

Of the $5. o million from public funds spent on the health care of
children under 19 years of age in fiscal year 1978, 55 percent or $3,142
million was from Medicaid, with $1,751 million from the Federal
Government and $1.391 million from State and local governments. The
next largest dollar amount spent from public funds for personal health
care of children and youths was $823 million spent by the Department of
Defense for minor dependents of military personnel. Other programs
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provided about $1.731 million: this includes the Medicare program, which
paid $30 million. and State and local public hospitals, which spent $85
mullion.

Although most of the money spent on the medical care of children and
youths (71 percent) is from private racher than public funds, the
proportion from public funds has increased from 16 percent in 1965 to 24
percent in 1970 to 29 percent in 1978, reflecting primarily the increase in
Medicaid spending during the early years of its implementation.

That the great increase in public relative to private financing o:curred
during the early years of the program can be seen by considennag the
average annual percentage rate of change in per capita expendi'ures.
From 1965 to 1970 the average annual change in expenditures for children
and youths under 19 years of age was 21 percent for public expenditures
and 8 percent for private expenditurss. From 1970 to 1976 the comparable
public and private expenditures were 13 and 8 percent and from 1976 to
1978 they were 10 and 11 percent. The growth rate for public expenditures
has been declining (ihe dollar amount is still increasing) while the growth
rate for private expenditures. which remained fairly stable for a decade, is
now increasing.

There appears to be little questicn that Medicaid, alcag with other
public programs at the Federal. State. and local levels, has made it
possible for many children to receive medical care who otherwise would
not. The programs have succeeded in reducing but not eliminating
diiferentials in use of medical care. However. equity, that is equal use
according to need. has not been achieved.

When the people living in a State are poor. there are many conflicting
demands for relatively little money. One of the consequences is that the
services provided under Medicaid, which is a State program. may be at the
minimum level. Poor children in poor States will then receive fewer
benefits than poor children in wealthier States. For example, of the 17
States where the income standard for all basic needs for a family of fcur
was under $300 per month, 14 States or 82 percent either had no coverage
under Medicaid or restrictions on coverage for vision or dental services; of
the 33 States and the District of Columbia where the income standard was
$300 or more. 21 or 62 percent, had such restrictions.

Also. one study has shown that, although people enrolled in Medicaid
appreciated the help that Medicaid offered in paying for care, Medicaid
did not change their health care pattern. To some extent this was because
the enrollees did not try to find a private doctor or change their source of
care. but another reason was the refusal of many private physicians to care
for Medicaid enrollees after Medicaid reimbursement was changed from
the customary fee to a fee set lower than the customary one (153).

There are gaps in eligibility due to the design of the programs and the
lack of coordination among them and there is inequality in the services
provided because of the ways in which the programs are funded. (See
volume I1.)

In some cases. the rigidity of the regulations also makes it difficult to
provide needed services to children. Auxiliary medical personnel <an often
screen children to determine whether a doctor should see the child and
can provide many of the ambulatory care services which are the mainstay
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of medical care for children. Pediatric nurse practitioners can serve in
isolated areas, referring children when necssary. They can spend time
with tae parent or child explaining the treatment and the reason for
continiing the medicine even after the child appears to have recovered:
they can often speak in words understood by parent and child better than
the doctor can. Despite these and other advantages, the services of nurse
practitioners may not be covered by either public or private third-party
tnsurance.

Knowing whether a person has private health insurance or is covered
under a public program is only a partial answer to the question, Who pays
for care? There are restrictions and limitations on what public programs
and private insurance will pay for. In general, they are designed to pay for
inpatient care that is used by relatively few children. Although in 1978, 46
percent of the hospital care was paid for out of public funds, only 6
percent of all childrex and youths are hospitalized during a year. In
contrast. only 16 percent of the bill for physicians’ _ervices was paid out of
public funds. although 75 percent of the children and youths receive
ambulatory care. As a result, neither private health insurance nor
Medicaid pays for much of the routine care of children.

Some children probably fail 1o receive care when there is no third-party
financing. In 1978. only 86 percent of the children and youths with no
third-party coverage even had a regular source of care in contrast to 92
percent of thosc with Medicaid and 94 percent of those with private or
military coverage. The differential remained even when poverty status was
controlied.

Of the 50.1 million children and youths who actually received
ambulatory care in 1974. 27 percent had ail or part of the bill paid by
private insurance and 15 percent by public funds. For 6 percent the
method of payment was uncertain. and for 79 percent all or part of the
care was paid out-of-pocket. The impact of Medicaid can clearly be seen
here. While children and youths in families with incomes under $5,000
were less iikely to receive ambulatory care than children in relatively high
income families. these families were far less likely to make out-of-pocket
payments if the childrer did receive care. Only 42 percent of the lowest
income children compared with 89 percent of the highest income children
had out-of-pocket payments: 52 percent of the lowest income children had
bills that were covered wholly or in part by Medicaid and 6 percent by
private health insurance while only 35 percent of the highest income
children had bills for ambulatory care covered wholly or in part by private
health insurance. Medicaid does help children in low-income families
(alihough paying any out-of-pocket medical expense for a child in a family
with iess than $5.000 yearly income is bound to be difficult), but it does
not provide much help to children in geographic areas where the
proportion with health insurance coverage is low, such as farm children or
children in the South.

Dental care is not well covered under private health insurance or
Medicaid. Often it is not covered at all unless the need results from an
accident or injury. In 1978. for example, of the 17 southern States, 7
provided no coverage for dental services and 8 provided services in case of
emergency only. Preliminary data from the National Medical Care
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Expenditure Survey indicate that the average charge for a dental visit for a
child under age 12 was $22.71. of which 67 percent was paid by the family,
14 percent by private health insurance. and 20 percent by public sources
(154).

The same is true for visual disorders. Significant eye abnormalities
requiring special treatment are unusual in children but nearsightedness is
common by the time children reach adolescence (155). However, in 1978
Medicaid did not cover vision exams at all in 10 States and covered
examinations after surgery only in 4 States. Of the 36 States (including the
District of Columbia) that did cover vision examunations, 9 had
restriction of 1 pair of glasses per year and 8 had other limjts. Private
health insurance does not cover routine eye care.

Coverage for dental examinations and care is improving for children in
both the public and private sector and for vision testing in the public
sector. A change in the regulations in 1978 permits direct referral under
the Early and Periodic Screening, Diagnosis. and Treatment Program if
the child’s parunt or guardian requests it. Thus, even if dental examination
Or vision tesling is not covered under Medicaid. either can be obtained if
requested. Enrollment in private dental ins..rance plans has been
increasing. There were only 12 million enrollees in 1970 but by 1975 there
were 34 million. The estimate for 1978 is 40 million (156).

There are many reasons for the differential proportions of care paid for
by public programs among age groups including program eligibility and
the fact that children. who are more likely to be in good health than
adults. are less likely to require lor:g periods of expensive inpatient care.
The mixture of services needed by children is quite different from that
needed by adults. Young people receive far more of their medical care as
ambulatory patients and, in general, ambulatory care is less likely than
inpatient care to be covered by either private or public coverage.

There are factors other than supply and need that determine utilization.
Some people cannot afford the services they need for themselves or their
children. Some people are not aware of a nesd for health services and
would not use them if they were available. Forty-eight percent of the
families in 1978 had cut back on one or more health-related items in order
to cope with inflation with higher proportions among low-income families
(56 percent). minorties (60 percent). and single-parent families (72
percent). Major health items that they were cutting back on included
dental work and checkups of all kinds (89). There was also evidence of
denial. Over half (54 percent) did not want to think that serious illness
could happen to anyone in their family: 43 percent agreed that it can be
very frightening to go for a checkup because Yyou never know what you
will find out: and 73 percent agreed that checkups cost too much for the
average famuly to afford. In such cases, education and SUpport resources
may be needed as much as medical health care resources.
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CHAPTER 6
USE OF HEALTH SERVICES

The previous chapters addressed the health status and need for health
care of children and youths and the availability and accessibility of health
services for children; this chapter addresses whether or not these services
are used, how frequently they are used, and differentials in use.

While national data show that differentials between “poor” and
“nonpoor™ children in use of ambulatory care have decreased, they have
by no means been eliminated (157). Differentials in botk the proportion of
children and youth receiving care and the place of care still exist.

Care in institutional settings is not inherently better or worse than
private care (1/58). However, relying on hospital outpatient departments
and emergency rooms for care or failing to have any regular source of
medical care can present problems. One probler: .s that there may not be
continuity of care. A related problem is that therc may be a lack of certain
xinds of preventive c’ .e such as the recommended series of inoculations.
Another problem, which is seldom considered. is that people have to
physically go to the outpatient department for care or consultation. When
one is unsure about the need for medical care and the cost in time, money,
or energy is excessive, there may be a tendency to delay or avoid care.

Differentials in the use of dental care are still large. In 1975-76, children
and youths ages 4-17 were 1.6 times as likely to have received dental care
within a year if the family income was $15,000 or more than they were if
the family income was $5,000 or less. Private insurance and public
programs are still less likely to cover dental care than medical care
although the situation is changing.

Differentials in the use of inpatient care are the opposite direction from
those for ambuiatory care: children in poor families are more likely to be
hospitalized and to remain in the hospital longer than children in families
with more income. It can be assumed that children in poor families are
less likely to r/céeive good preventive care than children in families with
more money. Certainly they are less likely to have received the
recommended immunizations. They are also more likely to live in
crowded and deficient housing with incomplete plumbing. Such factors
are likely to contribute to more frequent and severe illness and,
consequently. to more hospitalization.

The factors that contribute to differentials in the use of medical care are
complex. Income is only one. Evidence presented in this chapter suggests
that knowledge is another, if level of education is considered as a proxy.
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The child’s own needs for preventive or iliness care are a third. The
availability of appropriate resources is essential.

It is too simplistic to speak of the need for medical care as if all children
needed the same kind of care or that the same child always had the same
needs. Children need. and to varying degrees, many different kinds of
health care. There will always be differentials in the utilization rates for
physicians., dentists. hospitals. and psychiatric faciliies because of
differentials in the need for them. Such differentials are shown in this
chapter. However, there are other differentials in use which are not
associated with aeed. Those differentials a.e also shown.

CONTACTS WITH A PHYSICIAN

Most of the care children receive is ambulatory. In 1975-76, children
and youths had about 12 times as many ambulatory medical contacts of
ali kinds and 5.5 times as many visits to office-based physicians as they
had days in a hospital. Nevertheless, children and youths received less
ambulatory medical care than adults. They had. on the average, 4.1
physician contacts (including telephone) while people 18-64 years of age
had 5.2 and people 65 years of age and older had 6.7 physician contacts
per person per year (34. 122).

In recent years. over half of the children and youths have had a contact
with a physician within 6 months and about three quarters have had a
contact during a year. Almost 90 percent have had a contact within 2
years and 97 percent within 5 years (34, 122, 123). In 1975-76, those with
at least one contact had. on the average. 5.6 coatacts during the year.
Children in families where the head had less than 8 years of education and
children in families with six or more people were less likely to have had
any medical contact and had fewer contacts than other children. Only 63
percent of the children and youths in faz.nilies with either of these
characteristics had any reported contact with a physician during the year.
Young chi'dren and children in highly educated families were more likely
than other children to have had a physician contact during the year.
About 88 percent of the children under age 6 and 84 percent of the
children and youths in families whose head had 16 or more years of
education had had at least one contact with a physician during the year.

Most of the contacts were because the child was, or was thought 16 be,
sick. According to the parents. 80 percent of the contacts were for
diagnosis or treatment while 13 percent were for general checkups and 5
percent were for immunization. In general, those groups of children who
had fewer medical contacts during the year had a smaller fracuon of their
contacts for preventive care.

The American Academy of Pediatrics (i59) bas published guidelines
and recommendations for the frequency with which children stould visit a
physician for routire preventive care and developmental evaluation. In
each State. the Early and Periodic Screening, Diagnosis. and Treatment
Program (EPSDT) also has 2 schedule for the ages and frequency at which
children shculd be screened. It was not possible to obtain data to evaluate
precisely what proportion of the children in the United States are being
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seen according to either set of guidelines but an approx:mation was made
using information collected through the 1975-76 National Health Inter-
view Survey c¢n the interval since the last contact with a physician. If a
child under 2 years of age had not had any contact with a physician within
6 months. a child 2-5 years of age had not had any contact within | year,
or a child 6-17 years of age had not had any contact within 2 years, the
child was classified as needing medical care.

By these criteria, 14 percent of the children and youths under 18 years
of age who were not in institutions needed medical care in the mid-19790’s
(35). excluded of course are those children who needed care for a
particular condition even though they had seen a physician within the
specified time frame. Including those children wouild raise the percentages.
The children most likely to have failed to receive care were the 11 million
<hildren living in households where the head had 8 years or less of
educatior: one-quarter (25 percent) of those children had not had a
contact wil: a physician within the specified interval. The 12 million
children living in households where the head had 9-11 years of education
were also at risk of failing to receive care: one-fifth of those children (20
percent) had not received care within the specified interval.

Also at high risk were children in large families and black children. In
both categories ab-ut one-fifth of the children (21 and 19 percent,
respectivelv) should have seen a physician more recently than they had if
recommended evaluation and prevention schedules were to be main-
tained.

The large income differentials in children's receipt of medical care that
existed prior t> the implementation or Medicaid have diminished (157).
Nevertheless. ditferenuals by family income still exist and there are
differentials by other characteristics of the family: the proportion of
children who have had a physician contact during the year is 20
percentage points lower when the family head has not gone beyond cighth
grade than when the family head is a college graduate or when there are
SiX Or more persons in the family in contrast with three or fewer.

As Anderson (160) pointed out, the poor improved their position
relative to the rest of the population between 1963 and 1976 and currently
have high levels of access if the measure is number of visits per person, but
they may still receive less care relative 10 need.

The use-disability ratio is one way of examining differences among
population groups in the use of medical care relative to neced. Two use-
disability ratios are shown in table K. D:‘Terences by income are much
greater when either of the need measures 1s taken ...to account than when
they are not: differences between white and black children and youths are
relatively smaller. Differences in the number of physician contacts
between children of parents with little education and those with above
average education are large regardless of whether need is taken into
account or not. One reason for the large differential by education is that
the proportion of all contacts which were reported by the parents as being
for a “general checkup™ was twice as great when the family head was a
college gradua-~ as when he or she had not gone beyond eighth grade (15
vs. 7 percent;. since a limitation of using disability for estimating need is
that the need for preventive care is not taken into account, the high use of
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TABLE K. Physician Contacts per Person snd per 100
Disnbillty Days: United States, 197576 Annual

Avarage
Physician Contacts Per Year
Per 100 Days of:
Per Restricied Bed
Variable Person Activity Disabiliity
Family income
Under $5.000 4.2 33 72
$5,000-$9.999 a7 33 74
$10,000-8$14,999 4.1 38 95
$15.000 or more 4.4 43 o8
Education of famity head
8 years or less 28 26 58
9-11 years 36 31 75
12 years 4.1 38 86
13—-15 years 48 44 107
16 years or more 54 49 120
Race
White 43 38 88
Black 3.2 37 76

SOURCE Tables 54 anc 74.

services by children of highly educated parents relative to reed as defined
may reflect appropriate use of preventive care. On the other hand, it may
reflect overuse if many of the general checkups are not really necessary.

A contact does not necessarily mean a visit to the physician. Many
private physicians. especially pediatricians, can be reached by telephone
at specified times and can almost always be reached through an answering
service. Thus. when the parent is in doubt about whether the child needs
to see a physician. advice can be obtained by telephone and many minor
problems may be managed without an office visit. This option is seldom
available except through private physicians, where there is usually no
charge. About 17 percent of all contacts of children and youths are
telephone contacts.

In 1974. only 6 percent of the black children and 12 percent of the
children in families with incomes of less than $5,000 had a telephone
contact during the year compared with 25 percent of the white children or
27 percent in families with incomes of $15,000 or more. The low-income
child or the blark child had to be taken to the physician with the resultant
problems of cost, transportation, and time.

In 1975. children and youths under 18 years of age had about 22 million
episodes of injury which received some medical attention. The first
medical attention for 15 percent of those injuries was by telephone.
However. only 5 percent of the injury episodes of children in low-income
families compared with 19 percent in high-income families were first
medically attended through a telephone call.

Whether those for whom the telephone was the first medical contact
were later seen by a physician is not known. It seems reasonable to
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speculate. however, that there would be savings in time and money if
telephoning a physician for advice were an option equally available to
everyone. Certainly pediatricians have learned that many problems can be
adequately handled via the telephone by trained aides (76J). Children
who rely on institutional settings for their carc might be better served if
these facilities also offered telephone consultation as a service.

PLACE OF VISIT

A specizl supplement to the National Health Interview Survey in 1974
provided daia about the differen: places where people go for ambulatory
medical care over the course ot 4 year. During that year. 69 percent of the
children and youths made at least one visit for medical care: 62 percent
went to a private physician in their office. 5 percent to a free-standing
clinic. and 21 percent to a hospital outpatient department or emergency
room. (These amount to more than 69 percent because the categories are
not mutually exclusive.) About half (45 percent) saw a private physician
only. 7 percent received care in a hospital or free-standing clinic only, and
17 percent had ambulatory care in both private and institutional settings.

About 31 percent of all children under 18 years of age did not go to any
of these three places for medical care. Not seeing a physician at all during
the year was highly related to age: 16 percent of the children under 6 years
of age. 36 percent of those 6-1i years of age. and 39 percent of youths
12-17 years of age had not seen a physician during the previous 12
months. Seeing a physician was also highly associated with race; 42
percent of the black children compared with 29 percent of the white
children had not seen a physician for ambulatory care during the year.

To a lesser degree not seeing a physician was associated with family

income (36 percent of those in families with income under $5,000 but 26
percent of those in families with incomes of $15.000 or more), residence
(33 percent in central cities of standard metropolitan statistical areas
(SMSA’s) and 35 percent outside SMSA’s but 27 percent in the suburban
areas of SMSA’s). and region (33 percent in the South and West but 27
percent in the Northeast) had not made a visit for medical care during the
year.
Race, residence in a central city, and income were major determinants
for the setung in which ambulatory care was received. Only 58 percent of
the black children under 18 years of age received medical care in any of
the three seitings: 26 percent saw a private physician only, 18 percent
received all their care in institutional settings. and i4 percent in both. In
contrast. 71 percent of the white children received medical care in one of
the three settings: 48 percent from a private physician only. 5 percent in
institutional settings only. and 18 percent in both. Overall, 66 percent of
the white children compared with 40 percent of the black c.iildren
received some care in a private setting: 18 percent of the biack children
compared with 5 percent of the white children received all their care in an
institutional setting.

Children who lived in the central city were also more likely to receive
care in an institutional setting than those who lived outside the central city
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of a metropolitan area. In the central city, 38 percent of the children and
youths saw a private physician only, 12 percent received care in
institutional settings only, and 18 percent in both. In the suburban areas,
50 percent received care from a private physician only, 5 percent in
institutional settings only, and 18 percent in both. Thus, 68 percent of the
suburban compared with 55 percent of the central city children and

youths received some care in a private setting.
Poor children were also more likely than those in families with more

income to receive their med- - in institutional settings. Among
children in tamilies with inco- - «.: .. 35,000, 64 percen: saw a physician
in one of the three settings; zer . received care in a private setting
only, 14 percent in an institu. .ting only, and 19 percent in both.

Among children in families with .ncomes of $15,000 or more, 74 percent
saw a physician during the year; 54 percent received all their care in a
private setting, 3 percent in an institutional setting only, and 17 percent in
both. Thirteen percent of the children and youths in the low-income
families received_some of their care in free-standing clinics; about 9

rcent had some care in a public health clinic and 5 percent in a
neighborhood health center.

Black children, children in central cities, and poor children were more
likely than their counterparts to receive care in institutional settings, but
the amount of such care did not compensate for the lack of care in private
settings. They were still les< likely to have received any medical attention
during th-. year despite the likelihood of being in poorer health.

Use of hospitals for ambulatory care has increased greatly. In 1956,
only about 6 percent of the children under 14 years of age received
ambulatory care in a hospital (162). In 1974. 21 percent of the children
under 18 years of age had made at least one visit during the year for
ambulatory care at a hospital: 16 percent were seen in an emergency room
and 8 percent in an outpatient department (some were seen in both
departments). Even among upper income families, 18 percent of the
children and youths received some care in hospital outpatient departmerts
and emergency rooms. and 21 percent of the suburban children used
hospitals for some of their ambulatory care.

Children in poor (under $5.000) families were more likely to be seen in
hospital outpatient depaniments than those in families with incomes of
$15.000 or more (14 p:icent vs. 6 percent), but children inn higher income
families were scen in emergency rooms almost as frequently as those in
lower income famiiies (15 vs. 19 percent). The same relattonships hold

wh: ~ “:ck <—hildren are compared with white children or children in
ce .7 .2s with those in suburbs. Emergency rooms are used by all
w’ - - _.eded but outpatient departments are used by the poor, the black,

2.d - - central city child.

REGULAR SOURCES OF HEALTH CARE

Obviously. many chiidren do not need to see a physician every year—
especially older children. In other cases, no one realizes that the child
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needs medical care or, realizing it, does not seek care. However, for 8
percent of the children and youths in 1974, the need was recognized but
there were problems obtaining care (35).

Problems in obtaining care were reported most frequently for the
groups of children most likely to need a physician. For example, problems
were reported for almost one-fifth (18 percent) of the children in fair or
Poor health (35). Difficulty in getting an appointment when needed was
cited as the most common problem.

One reason for the difficulty in getung an appointment may be that
there is no source of care where the child is already known. In 1974, one-
tenth (6.5 million) of the children and youths did not have a usual place of
care: one-sixth of the black children and the children in families with
incomes under $5,000 did not have a usual Place to receive care. Forty-
five percent of the black children and Youths and 39 percent of children
and youths in families with incomes under $5,000 did not have a regular
physician regardless or whether tncy had a usual place cf care.

More recent data indicate that the proportion of children and youths
without a usunal source of care may have shown a small decrease, but the
proportion of children aad youths without a regular physician mxy have
shown a small increasz (a difference in definition and the restricticn of (he
age to under 17 years in 1978 account for part of the ouserved
differences). For the 45.0 million children under 17 years of age with
private or military coverage in 1978, 94 percent had a usual source of care:
it was a private physician’s office for 84 percent; 79 percent had a regular
physician. Of the 6.8 million children and Youths with Medicaid coverage
92 percent had a usual source of care: however, the usual source was a
physician’s office for only 59 percent; only 62 percent had a regular
physician. For the 6.4 million upinsured chiidren and Youths. 86 percent
had a usual source of care: it was a private physician’s office for 65
percent: 64 percent had a regular physician. The children covered by
Medicaid and the children with no health insurance were about equally
unlikely to have a regular physician—the former because of reliance on
outpatient depariments and clinics for their usual care and the latter
because of not having a usual source of care.

Even controlling for health insurance coverage, black children and
children below the poverty level were less likely to have a usual source of
care or a regular physician and were more likely to rely on institutional
sources for care than white children or children in families above the

poverty level.

VISITS TO OFFICE-BASED PHYSICIANS

The distribution by settings is Qifferent when the number of visits made
by children as opposed to the proportion of children who made at least
one visit during the year is examined. Although only 69 percent of the
children and youth visited a physician's office and 21 percent a hospital
for ambulatory care in 1975-76. 77 percent of all visits were to physicians’
offices and only 17 percent to hospitais (The remainder were to other
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places.) Thus children receiving care in private physicians’ offices made
more visits, on the average, than children receiving ambulatory care
through hospitals.

Data tfrom the National Ambulatory Medical Care Survey provide
useful informaticn on the kinds of physicians providing care and the
characteristics of the visits. However, this information applies only to
visits to private physicians’ offices. It is important to keep in mind that
private physicians provide only part of the ambulatory medical care of
children and youths. Children under 6 years of age. children in upper
income families. white children. and suburban children are much more
likely than their counterparts to have received care from a private
physician. and injuries arc frequently treated in emergency rooms
regardless of demographic characteristics of the injured person.

Pediatricians, general practitioners, and family practitioners provide the
major part of the private care of children. In 1975-76, 40 percent of the
visits children under 18 years of age made to office-based physicians were
to pediutricians: 34 percent were to general practitioners and specialists in
family practice.

Among chiluren under 6 years of age. 57 percent of the visits were to
pediatricians. Among elementary school children 41 percent of the visits
were to pediatricians. However, with adolescence there was a definite shift
away from using pediatricians. Only 23 percent of the visits of adolescents
12-15 years of age and 7 percent of the visits of those 1617 years of age
were to pediatricians. The older adolescents made about 44 percent of
their visits to general or family practitioners.

Reasons for the Visits

Routine care, that is, care not involving an illness. accounted for one-
quarter (25 percent) of the office visits made by children and youths in
1975-76. Respiratory conditions. the major illne' « for which children were
taken to the physician’s office. acccunted for another quarter (26 percent),
infectious and parasitic conditions (8 percent). skin conditions (7 percent),
conditions affecting the nervcus system ' percent) and injuries (8
percent) accounted for most of the rem..:ii.ug visits.

The average number of visits per child and the reasons for the visit
change as children move from infancy through adolescence. Babies, those
not yet a year old. were taken to a physician’s office 5.9 times a year on
the average. Half of those visits (49 percent) were for routine care, 13
percznt for treatment of an acute upper respiratory condition, 7 percent
for infectious and parasitic conditions, and 6 percent for ear conditions.
Injuries accounted for 2 percent of the visits.

Older preschosl children were taken to a physician’s office 2.4 times a
year. Only a quarter (24 percent) of the visits were for routine care.
Injuries accounted for 6 percent of the visits. Acute upper respiratory
conditions were paramount amo..g illnesses (21 percent). and ear
conditions were also important reasons (12 percent).

From the start of elementary school at age 6 through 15, children visited
a private physician on the average 1.5 times a year during 1975-76. Most
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of these visits were for illness or injury: routine care accounted .or less
than a fifth of the wvisits. Injuries were a major reason for taking a school-
age boy to the physician. Eleven percent of the visits elementary school-
age boys made to a physician’s office and 16 percent of the visits boys
12-15 years c¢f age made were for injuries.

Around 16 years of age. there is a change in reasons for seeing an office-
based physician. Through all the years of childhood and early adoles-
cence. boys make more visits to physicians than girls— mostly because
they have more injuries. In later adolescence, 16—17 years of age, girls
make more visits than boys. Some girls at this age are receiving prenatal
care (about 11 percent of all visits by girls 16-17 years of age made to
private physicians in 197576 were for prenatal care), and it is likely that
some of the visits for examination and observation are for suspected
pregnancy.

These data reflect only the visits to private physicians in office-based
practice. They also reflect only the first of three diagnoses that the
physician can report if there are multiple diagnoses. Thus, they may not
accurately reflect the proportion of children who have specific problems.

It appears likely that psychosocial problems. for example. are underre-
ported. Only | percent of the first-listed diagnoses by pediatricians in the
National Ambulatory Medical Care Survey were psychosocial in contrast
with 2 percent of the second-listed and 3.5 percent of the third-listed
diagnoses (163). Goldberg et al. (164) found that 2 percent of the visits of
children to office-based physicians in Monroe County. N.Y.. were for
mental health problems. although for another 3 percent of the children the
physician reported a mental health problem when asked. In a study of
seven primary care facilities. Starfield ef al. found that the percent of visits
associated with psychosocial diagnosis was consistently less than half the
percent of children recorded as having these problems and that both
percentages varied widely according to the kind of facility and service

(163).
Characteristic of the Visits

Very tew of the visits (15 percent) of children under 15 years of age were
first-time visits and about half (51 percent) were for patients who had
already bee¢n seen ai least once for the current problem. The physicians’
Jjudgment for over half (57 percent) of the visits was that the problem was
not serious. This is a reflection of the continuity of care for children in
private care. the high proportion of visits (especially of young children) for
non-illness-related care. and the greater number of visits made by young
children. About a quarter (26 percent) of these visits involved injections.
imm:aiation. or desensitization and 13 percent involved medical coun-
seling. Blood pressure was checled on only 8 percent of the visits. Even
when the visit was for a medical or special examination, the child’s blood
pressure was checked only 15 percent of the time.

Most cf the visits were short. Only 14 percent involved more than 15
minutes of contact with the physician and 57 percent lasted 10 minutes or
less. In general. the visits for illness care involved less time spent with the
physician then the visits for special examinations.
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DENTAL CARE

The often noted differences i1n children’s receipt of medical care and
their receipt of dental care are somewhat misleading due to two factor..
First. the comparisons are oftzn made for children of all ages although
very young children receive a great deal of medical attention and almost
no dental attention. Almost none of the children under age 4 and only 56
percent of those 4-5 years of age 1 1975-76 ha( ever had a dental visit,
while virtually all had visited a physician. Sevonc.. the commonly quoted
numbers for medical care include telephone contacts; 17 percent of all
contacts for medical care of children and youths under age 18 in 1975-76
were telephone contacts. When those are excluded. there were 5.1 doctor
visits per child under age 6 per year and 2.7 visits per person 6—17 years of
age reported in the National Health Interview Survey. At the same time,
there were 1 dental visits per year for children 4-5 years of age. 1.6 visits
tor children 6-11. and 2.3 visits for youths 6-17 years of age. Of the
children and youths 4-17 years of age. 62 percent had at least one dental
visit durtng 1975-76. School-age children 6-17 years of age were just
about as likely to have visited a dentist as a physivian. However, !4
percent of the children 6-11 years of age and 7 percent of the youths
12-17 years of age had never visited a dentist.

Even when the population is restricted to people 4-'~ years of age to
avoid the inclusion of very young children, there . populations of
children and youths who are receiving little dental carc. in 1975-76 less
than half of the black children. children in families whose head had less
than 8 years of education. and children in families with incomes under
$5.000 had visited a dentist within a year, and about one-fourth of the
children in each of these groups had never visited a dentist.

The differentials among socioeconomic categories are much more
pronounced for dental care than for medical care. Neither private heaith
insurance nor public programs are as likely to pay for dental care as
medical care although the situation is changing. The number of people
enrolled in private dental insurance plans has increased greatly from 12
million in 1970 to 35 million in 1975 to an estimated 40 million in 1978
(156) Thanges in the guidelines in 1978 permit the immediate referral of a
child to a dentist under EPSDT even when Medicaid does not cover

dental care.

INPATIENT CARE IN HOSPITALS

Data from the National Hosp:tal Discharge Survey show that children
and youths use far less inpatient medical care than adults. The average
child spent only 29 percent as many days in the hospital 1n 1975-76 as a
working-age .idult and 8 percent as many days as an adult 65 years of age
or older (62).

In 1975-76. there were 352 days of short-stay hospital care per year for
every 1.000 children under 18 years of age. Of these 352 days. 274 were for
diseases and conditions. 65 for injuries. 14 for deliveries, and only 3 for

‘aminations and observation without illness.
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On the average. infants spend more time in the hospital than older
children. Excluding the routine hospitalization at the time of birth, there
were 1,266 hospital days per year for every 1,000 infants in 1975-76. The
rate of utilization is high because of the long hospitalizations of infants in
distress at birth. The average length of stay of infants hospitalized for
perinatal morbidity resulting {rom maternal conditions, difficult labor,
birth injuries, etc.. was 14.2 days, and it is not unusual for such infants to
be hospitalized for a month or more. Pneumonia. however, accounted for
more hospital care for infants than any other single condition—540,000
days each year: and all respiratory conditions together accounted for
1.265 million days each year.

Among preschool children as among infants, respiratory conditions
were the most common reason for the child being in the hospital; 35
percent of all the days preschool children spent in the hospital were
because of a respiratory condition and about a third of those days were
due to pneumonia (11 percent of the total). At this age. however, injuries
were the second most common re” son for the child Yeing in the hospital,
accounting for 16 percent of th: days preschool children spent in
hospitals. Children hospitalized for injuries stayed longer than other
children—on the average 5.1 days.

Among elementarv school children and young adolescents injuries were
the most common reason for the child being hospitalized. About a quarier
of the children in the hospital on any given day were there because of an
injury (25 and 23 percent for children 6-11 and 12-15 years of age,
respectively). Respiratory conditions were still a major rcason for
elementary school chiidren being in the hospital (19 percent of the days)
but were less important for those 12-15 years of age (10 percent).

In later adolescence, injuries and childbirth were the most common
reasons for the young person being in the hospital. Injuries accounted for
22 percent and childbirth for 16 percent of the days youths 16-17 years of
age spent in the hospital. On any given day. 38 percent of the boys that
age who were in the hospital were there because of an injury and 27
percent of the girls were there because of childbirth (62).

Most hospitalization for pneumonia in children, childbirth for adoles-
cent girls, and perinatal conditions resulting from poor intrauterine or
debivery circumstances for newborns should be avoidable in this country if
present knowledge and preventive care were equitably and energetically
applied.

p(%ne important change in the hospitalization of children should be
noted. In 1966-67. there were 15 hospitalizations for tonsillectomies for
every 1.000 children under age 15. Ten year. later, there were only 8 such
hospitalizations ( 165). )

Data from the National Health Interview Survey for the same time
period reveal the differentials in hospitalization rates between children in
low-income familics and those in high-income families. About 7 percent of
the children and youths in families with incomes under $5.000 and 5
percent of those in families with incomes of $15,000 or more had been
hospitalized during the year. However. there were 610 days of hospitaliza-
tton for every 1.000 children and youths in the low-income families, but
only 190 days for every 1.000 children in the high-income familic .. The
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large differential is due to the average length-of-stay beinz longer for the
poor children—8.5 days if the family income was under $5,000 in
comparison to 3.9 days if the family income was $15,000 or more.

LONG-TERM INSTITUTIONAL CARE

Very few children are residents of long-term health care institutions,
although the estimate of 152.000 in 1976 is almost certainly an underesti-
mate (1/27). However, the data are included here as they do indicate the
multiple needs of these children, the long stays in institutions, and the
apparent lack of treatment.

The largest proportion of the children were admitted for medical
reasons {38 percent) and family reasons (31 percent). Almost a third (31
percent) had been in the facility for S5 years or more; almost half (48
percent) for 3 years or more. For 80 percent no discharge was expected in
the next 12 months. They were long-term residents of institutions with
multiple handicaps (127).

According to repu..ing by the facilities, these young people were less
likely than adults to be receiving treatment. They needed educational,
social. medical. nursing, and other services; 98 percent needed at least one
such service (127). Despite the need, 30 percent were receiving no
treatment. The only conditions for which significant proportions of the
children and youths were receiving treatment were mental retardation (29
percent) and mental illness (19 percent). Information on number of visits
or interval since last visit by health professionals such as physicians,
dentists, and nurses was not collected. Thus, although these children were
in medical care facilities, little is known about whether they actually

received medical care.

MENTAL HEALTH CARE

Children with psychiatric disorders receive care in specialty mental
health setings such as psychiatric hospitals. general hospital psychiatric
units. commu ity mental health centers, free-standing outpatient psychiat-
ric clinics. residential treatment centers for children, private practices, and
other settings. They also receive care through a number of general health
care settings. including pediatricians’ office-based practices, Health
Maintenance Organizations. prepaid group practices, and other organized
health care settings, and through general hospital nonpsychiatric services.
Outside of the health and mental health settings, care is also provided
within the school system, the social service system, and the correctional
system. The exact number of children receiving care in each of these
sectors, the nature and type of their problems, and the types of treatment
provided are not known.

Data based on national probability samples of all specialty men:al
health facilities in the LUnited States indicate that care received by children
and youths within the specialty mental health sector is primarily
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outpatient care. During 1975, there were 358,000 admissions of persons
under I8 years of age to outpatient settings compared with only 83,000 to
inpatient psychiatric services. There were app. »ximately 214,000 admis-
sions to federally funded community mental health centers that provide
both inpatient and outpatient care. Therefore, in 197S. the estimated
overall rate of admissions for children and youths under 18 years of age to
the specialty mentai health sector was 989 per 100,900 population, or
about | percent.

‘The diagnostic compo. tion of inpatient and outpatient admissions was
different. Inpatient admissions reflected more heavily the “'severe™ mental
disorders such as depressive disorders and schizophrenia. These two
categories accounted for over 30 percent of the inpatient admissions but
only 4 percent of the outpatient admissions. Caution should be « xercised
in using these data, however. because for a large number of child.en either
no diagnosis or some general category was assigned.

Some recent studies provide estimates of children and youths with
mental disorders seen in organized health care settings that are not mental
health specialty facilities. A study of four organized health care settings
with mental health services compa: ! data on the extent. nature. and
impact of diagnosed mental disorder mong children under 18 years of
age seen in the pediatrics departments uring 1975 ¢ 166). Acrc-ss settings,
between 3.3 percent and 10.1 percert of ti e children seen were diagnosed
as having a mental disorder in the study year—representing an annual
treated prevalence of between 2.2 percent wad 8.2 percent of the child
populations registered in the health care plans. Transient situational
disturbances. hehavior disorders, and special symptoms were the most
common disorders. The more severe disorders accounted for less -an 4
percent of all diagnosed mental disorders. As has been found in studies of
adults, patients with diagnosed mental disorders used nonmental services
appreciably more often than did patients without such a diagnosis.
However. this greater use of health services was accounted for primarily
by visits to specialistis other than pediatricians.

A pilot study in Monroe County. N.Y., on the role of the pediatrician in
the delivery of mental health services to children showed that S percent of
3.742 patients seen by nine pediatricians were reported to have an
emotional. behavioral. or school problem (164). The recogmized preva-
lence rate ranged from 1.4 percent to 7.8 percent for the different study
pediatricians. The most frequently reported problems were adaptation
reaction, specific learning disorder, hyperkinetic disorder. psychosomatic
disorder. and conduct disorder. Frequency of mental health problems
observed by the pediatricians was about five times the annual rate of
Monroe Courty children contacting a psychiatric inpatient or outpatient
setting. If this ratio holds for the United States. perhaps five times as many
children with mental health problems are seen in pediatricians’ offices as
in psychiatric ; cilities. In a study by Starfield er al. (163) conducted in
seven primary care facilities, there was great variation among facilities but
in all but the hospital teaching facilities, 5-15 percent of the chilCre=. seen
in one year were diagnosed as having behavioral, educational. or social
problems. These probiems. however. engendered fewer visits for their
management than might have been expected from their frequency.
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and Average Monthly AFDC Payments per
Family and per Recipient, According to State:
United States, 1975 (AFDC Recipients), 1978
(Payments), and 1980 (Medicaid Recipients)

TABLE 109. Medicaid Coverage for Prenatal Care to Low-
Income Women Who are Pregnant for the First
Time, According to State: United States, 1978

TABLE 110. Medicaid Coverage for Vision and Dental
Services, According to State: United States, 1978
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TABLE 111.

TABLE 112,

TABLE 113.

Cost
TABLE 115.

TABLE 116.
TABLE 117.
TABLE 118.

TABLE 119.

TABLE 120.

Children Under 5 Years of Age and Pregnant
Women who are Financially Eligible for, and
Percent Served by the Special Supplemental Food
Program for Women, Infants, and Children,
According to State: United States, 1975 (Eligible)
and January 1980 (Percent Served)

Health Insurance Coverage of Thildren and
Youths Under 18 Years of Age. According to
Selected Characteristics: United States, 1975-76
Annual Av

Health Care Coverage of Children and Youths
Under 18 Years of Age, According to Type of
Coverage and Selected Characteristics: United

| ‘States, 1976
TABLE 114,

Sources of Payment for Ambulatory Care for
Children and Youths Under 18 Years of Age With
Ambulatory Care in the Past Year, According to
Selected Characteristics: United States, 1974

Consumer Price Index, According to Expenditure
Category: United States, 1935-79 Seclected Years
Consumer Price Index for All Items and Selected
Medical Care Components: United States 1950-79
Selected Years

Consumer Price Index for Medical Care Items,
According to Expenditure Category: United
States, 1947-79 Selected Years .
Annua: Percent Change in the Consumer Price
Index, According to Expenditure Category:
United States, 194779 Selected Years

Average Fee for Initial and Followup Office Visits
and for Periodic Examinations, According to
Physician Specialty, Type of Visit, and Division:
United States, 1978

Average Fee for Initial and Followup Office Visits
and Average Annual Percent Change in Fee,
According to Type of Visit and Physician
Specialty: United States, 1970-78 Selected Years
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TABLE 1, Chidren and Yous Under 18 Yoars of Age, According o Race, Sex, and Age: Unlied Siales, July 1, 1878

Al Othor
AN Roces Whie Totl Black
Boh Boh Bobh Boh
e  Suss  Mse Fwmse Sus M  Fomee  Sem  Msle Famsle S Mok Femsh
S Population in thousands
18 yoars BI6 RMS MR 556 66 B9 1070 547 5M3 930 47 46N
UndSyears 15060 7855 50T G284 60 GIM 7T 135 13 230 B 1R
Under 1 307 1636 1561 28 137 10 K0 M M 8 % W
1 3153 1612 1541 2586 135 1B T ® A0 & M 28
2 2060 150 1M8 24T 124 1M SM M M M B A
3 38 155 1480 206 1M 127 S M % W % A
[ 3012 150 14T 4B 1% 1 S a5 X & X B
59 yoers 16605 861 628 1951 1130 68t 2005 147 147 2530 128 1)
5 3080 1575 1507 285 428 121 S8 % M & W N
; 3985 16M 1612 O 13”6 138 S AT M N6 X5 2
7 3601 180 1780 LM 156 1451 64 3 X9 M M 28
: 309 15 15 202 14 148 B ¥ AT M X N
9 3409 170 165 283 14 1088 L6 M % 5 M 4
10-14yoan 5T GAM Q105 54T 7910 TSR A6 1SR 150 271 1300 138
10 5% 184 17X 207 149 148 66 X5 ! S X M
1 36 1T 1M 2915 140 145 S X W S0 % W
? 300 1M9 173 007 158 148 615 M0 X5 M M W
19 32 1954 1888 07 165 15 6% MY M6 & X A
" 4085 2085 2000 M8 18 160 &7 M X W W W
BTyws 12553 640 612 1056 SMT 5B 204 102 R 1 &5 8N
1 G 2N 20 88 1T 185 68 W W W M M
1 ME2 212 20K 348 1M M 6 3% X B A X
1 455 167 2088 a5 187 1% fm X W K X M

MMMMmmewmmmm

\ musmammwmmmwwfmmm No. 800, Washigte, S, Govemment Pritng
L}
J

CRICokobcm.
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TABLE 2. Childiren and Youths Under 18 Years of Age, According to Region
and Residence by County Characteristic: Uniled Stales, 1975-76

Annusl Average
: Reglon
- Residence by County AN North
Characlerisiic Regions Northesst Ceniral South West
' Population in thousands

United States 65,722 14,700 17.545 21.644 1,833
Within SMSA 47,907 12,451 12,319 13,749 9,388
Large SMSA 26,192 7.973 7.315 5,066 5,838
Cora counties 17.203 4,822 4,638 2,869 4,873
Fringe counties 8,989 3.150 2,677 2,197 965
" Medium SMSA 15.196 3.692 3,200 5,767 2,536
Other SMSA 6,519 786 1,803 2,916 1.014
Ousteicdle SMSA 17,815 2.249 5,226 7.895 2,445
Adjacent to SMSA 11,795 1,940 3,437 4,884 1,539
Urbanized 4,585 1,324 1,270 1.230 761
Less wrbanized 2315 231 504 1,080 500
Thinly populated 4,895 385 1,657 2,575 279
Not adjacent to SMSA 6,020 309 1.795 3.011 905
Urbanized 3,878 252 1,294 1,683 649
Less urbanired 940 36 84 673 146
Thinly populated 1,202 1 417 855 110

NOTES: Data are based on household interviews of a sample of the civilian noninstitutionalized
popuiation. SMSA is the acronym for Standard Metropoiitan Statistical Aree.

SOURCE: Division of Health Interview Statistics, National Center Heaith Statistics: Data from the
Health interview Survey.
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TABLE 3, Women 15-44 Yoars of Age and Children and Youths Under 18 Yoars of Age 1960-1978, anc Population Projections for
§ 1000-2000 Under Theee Fortitty Assumplions, According fo Age, and Child and Aged Depandauicy Ratios: Unlted States,

1060-2000, Selecied Yoars
Your
Apond Dependency Ratios 1960 1570 1678 1978 1980 1085 1980 195 2000
Series Il (2.1 births/woman) Population in thousands Projectsd population in thousands
Women, 15-44 years $145 2600 48136 0061 51878 55085 G640 6T 5648
15-19 6640 9500 10442 10362 10441 88T 82 8B4 9658
20-24 §66 8519 979 10150 10388 10192 890  8¥4 830
%29 5612 6902 8% 9058 9492 1031 10128 880 827
30-34 6079 5864  T1% 8016 8687 9703 10540 1036 9069
3639 6403 5677 6099 6675 T4 8788 9700 1067 10411
4044 S5M6 6145 5700 5800 5996 724 BB 98% 1067
Total under 18 years 04525 6964 65198 63378 61980 G228 M4 6834 63979
Under 6 A0 0302 1894 1842 19110 2207 B 2615 2550
Under 1 4094 3503 300 3197 3478 3887 3895 3689 363
1-5 006 17309 15887 15245 15632 0 18410 19437  18%6 1797
611 A85  AM0 236 0883 0136 19089 208 87 28
12-17 18411 422 2498 24100 QN7 039 1940 1956 24066
Alternate projections for
children and youths
under 18 years
Series | (27 births/woman) - 63889 68202 759”8 84TM 8806
Series 1l (1.7 births/woman) - 60555 58208 5758 ST 56904
Number per 100 population Number per 100 projected populabon

Chid dapandancy ratc M9 B2 513 #8348 485 85 M1 &2
Aged dapendency rab 68 179 181 184 184 191 A0 N5 199

'Population under 18 years of age per 100 population 18-64 years of age.
Population 65 years of age and over per 100 population 18-64 years of age.
NOTES: Data are based on dacennial cansuses and on updates and projections of decennial cansuses, Dependency ratios were calculated by using figures for Series I
projections.
SOURCES: U.S. Bureau of the Cansus: Population estimates and projections. Curmant Population Reports. Series P-25, Noa. 519, 704, 721, and 800, Washington, U.S.
Government Printing Office, Apr, 1974, July 1977, Apr, 1978, Apr, 1979,
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Core In Someone

Care in Own Home Else's Home
Labor Force Siaius of  Population Child Day
Nothr by e ol Chidand | Chids  Cons  Otr  Non N Cane
wmammmmmmmmmmm
Total 3-13 years* 075 100 805 45 51 14 29 34 08
3-8 yours 1978 1000 809 0.1 35 1.3 54 6.1 16
7-13 yoars 07 1000 80.3 87 89 15 18 16 04
In labor force 175 1000 636 92 87 27 55 68 16
36 yoars S8 100 580 04 68 28 13 149 37
7-13 yoars 1247 100 66 131 95 26 30 32 07
Employed full time 1033 1000 % 29 123 36 73 R 24
3-8 years Q1 000 414 0.7 90 40 152 20 60
7=13 yoars 1406 1000 535 A 137 34 42 4 10
Not in labor force 248 1000 %43 0.7 2.0 03 08 02 04
3-8 yoars 8285 1000 94 - 13 02 10 04 0.4
1-13 yoars W 1000 %3 1 24 04 06 02 04

Marital status of mother

Maried, husband prasent 33467 1000 a4 38 40 12 25 o8 06

widowed S M0 e g 22 42 4§ 17
Never married 5 M0 & 88 M2 13 1 % 19

'omma-smmmwyms.mmmw-wmmommsu.

mmmmmm«mmm of care nox reported, not shown as 8 .
mmmmmmmmmm o category. iy

mmoamhuwmmmmmmmmwmmmm

SOURCE: U.S. Bureas of the Cansus: mofmmmmmmmwwm Series P-20, No. 298, Washington, U,
Government Printing Offce, 1978, Te gt

]
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Race
Sex of
Famiy Head AN Spanish
and Year Races* Whilte Black Origin®
Both sexes Percent of children and youths
19680 265 20.0 -—— ——
1965 20.7 14.4 350.6 ——
1970 149 105 41.5 -—
1975 168 12.5 41.4 33.
19786 158 11.3 40.4 30.1
1977 16.0 11.4 41.6 28.0
1978 15.7 11.0 41.2 272
Male
1960 223 17.0 -— -—-
1965 158.7 11.4 399 ——
1970 9.2 7.3 26.0 ——
1975 9.8 82 22.1 23.8
1976 85 7.1 19.4 208
1977 85 71 19.9 17.9
1978 7.9 68 17.6 17.2
Female
1960 684 599 ——— —
1965 64.2 529 376.6 ——
1970 53.0 43.1 67.7 ——
1975 527 44 2 66.0 68.4
1976 52.0 42.7 65.6 67.3
1977 50.3 40.3 65.7 68.6
1978 50.6 39.9 66.4 68.9

Data are for 1968. -

NOTES: Data are based on interviews of a sampie of the civillan
noninstitutionalized population. Changes in the definition of poverty level
mmdh1mw 1974, mmmammmb

the number of chiidren classified below the powverty level. For

Mh‘lmlm old methodology. it was estimated that 18.4
18 years of age were living below the poverty

l-ul: methodology produced a figure of 17.4. In 1974, theee figures
m15.5-ld15.1 W )
SOURCE: U).S. Bureau of the Census: Money income -ndpov-rtym

dmmmmmmm1mww
s.:mP-ao.No.-:zo.mmu Government Printing



TABLE €. Salocied Demograghic Messures Reisied fo Chikdren and Youths Under 18 Yoars of Age, According %0 Racy: United Stales
1000-18 Solecied Yours

Children Out of

ond Youlw Chikdren Percent of Wedlock

lowoived Ever Bon Women 15-4 Birth Rale

Populetion I Divorce per 1,000 Yoars of A por 1,000

~ Undor 18 Chid por 1,000 Ever-Maried W A Unmarried

Roce  YowsolAge  Dependency Children Women 15-44  HighSchool  Women 15-44
ond Yor I Thousands Ratio ond Youthe Yours of Age Gradusies Yoors of Age

To .
w0 @ 1859 52 8
" am 5.1 83 1859 51 101

R 583 63 27 103

W Y #9 12 2314 R2 75
oo e 3 89 241 2 25
m o e 66 15 2267 760 %4
L S0 51 169 2140 15 248
e 513 11 208 0 %7
mo X 500 10 20 2 %0
L S L @5 11 2040 %2

Whde
w8 a5 9 5
"W N 65 188 578 B
1985 840 885 v - oes 19
oo 5 7 208 - 52
"W oo s 2 2368 70 11§
mo 8 51 228 T4 139
o B0 50 2089 03 16
W S @9 2017 0 ]
M 5 a5 1996 800 137
U T & 192 139

()
e
N

129
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TN&MWMWbMMYmMﬂYmdMM‘bMWM
1040-78 Solocied Yoars (Cont)

Children Out of

ond Youths Chiidren Percent of Wediock

Inwoived Ever Bom Women 18- Birth Rale

Popuision n Oivorce per 1,000 Yoors of Age por 1,000

Under 18 Chid por 1,000 Ever-Married Who Are Unmarried
Reco  Yoars of Age Dependency Children Women 15-44 High School Women 15-44
ood Yor  In Thousands Rallo ond Youhs Yoors of Age Gradusies Yours of Age

Al chw
o 4 612 11 %6
® 5 a9 206 58 ¥
%o 1 7 12
% a7 ) 218 %3
w1000 865 3085 503 a7
Mmoo 0 B 2308 S 09
w0 08 282 63 04
w0 7 2562 7 T
Y 72 258 0 4
w10 53 281 B
Back
o o §15 241 509 %5
0 95 75 2T B8 156
e 9 3 2476 X B2
Mmoo 86 2T 4 s
7 66 205 ®1

Lot
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Envoled In School

lnFomlles  in Famiss
In Wik Mothers Below
o 4 54 1-13 117 One-Pannt n Labor Poverty In Urben
oY Yo Yos Yours Yons Families Force Lowl A
T Porcont of chicren and youhs
190 - 80 %0 793 495
1950 oo a4 87 84 515
1985 (X %2 869
190 8.7 8.5 903 %5 672
' 1965 125 84 904 32 27
190 205 85 %2 841 121 38 149 ns
1975 35 o7 93 936 174 M1 168
1976 33 9.5 892 < 172 66 158
1m R0 %8 94 87 178 a7 160
1978 %2 %3 9.1 87 187 498 157
White
1940 “o %5 807 %09
L R 1 %30 84 581
1965 v N2 %93 815
1960 - 80 96 908 200 670
1965 423 83 94 B4 4
190 199 %03 %2 95 88 32 105 102
1975 X9 U8 %3 938 128 28 125
1978 04 %8 92 836 134 Uus 13
19n 34 .6 %5 35 134 464 14
1978 R %4 992 <L) 141 484 110
Al other
1% - %6 9.2 682 Xl
1950 o %68 %65 1785 529
1985 - M %1 89
1960 133 9.1 8.8 687
1965 137 N3 %2 9’
1m0 <N 854 94 9.1 X4 494 789
1975 RS 04 9.1 26 %7 516
1976 U3 M2 9.1 941 33 518
157 %2 %7 992 87 %9 548
1978 H3 U5 .0 95.1 6 5.1
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TABLE ¢, Soechd Domographic Messres Aeoed 10 COKrn and Youths Under 18 Yoan of Age, Accorting o Race: Uned Stis
100-18 Saecied Your (Con)

Envolied In School In Fomilies  In Familios
In With Nothers bolow
Rce W 54 1-13 117 One-Parent In Labor Poverty In Urban

oIl

wiYor Yun Yons Yo . Yo Fomities Force Lovel Aress
Black
w a 849 9.3 88 20 8.9 M5 198
95 BS 844 89.2 0.2 432 519 44
97 U5 0 %0 X 20 87 404
wn %2 - 965 931 o8 6 5.2 46
117 R 839 3.2 U8 452 583 42
First your for which .
-ou’:ﬁ'm o sk A
et for ages 5=13,
“Data for ages under 20,
NOTE:mmwmmmmbymmmmmmmmmmmmwmmmmmmm

SOURCES ol 2 2—=Natns Corte o ol Sttac:Hoath Ut St 578, DHEW Pu No. PHS)T-1232. Puc Hoth S, Washingion,
1S, Gownment Pitng Ofice, Dc, 1678 S, Bureeuof te Carss: opuaton etinaes and procon. Cumnt Populatin Rapors, Sedes P-25,No. B0

Washiogton U.S. Government Printing Office, Apr, 1078,
Cohann S=Natina Cantar for Healh Statetce: Heaith United States, 1978, DNEW Pub. No. (PHS) 78-1232. Putiic Health Sanvice. Washington, U.S. Goverment

Offica, Dac. 1675: Vit Steisics Moty Vil Stabstcs Raport, DHHS Pub No. (PHS) 78-1120 and 801120, Public Heath Service. Hyattsvile, Md. May 1679

0 oy 190,
mﬁuﬁgmmmmammnm.wmmmm.mazs.w.wmmuswmmm
o =L, Brosy o the Coneus: CansusofPopuiton, 184, U.S Summary, Vel IV, Charactiatca by Age, Part 1, Washington, U S. Govemment Prining Ofice,
1948 Coneon of Populston 4660, Education. US, GoverneentPristing Offca, 1953 Consusl 1960, Ecucationsl atinment. Washoglon, US.
Goverment rnting Offe: Ecucstionsl atanent, 1983, Crmnt Popuition Repcr, Saies P-20, Now, 153,207, 206 nd 314, Washingion, .S, Goveement Prictg

(Office, Dec. 1988, Nov. 1670, June 1676, and Dec. 1477,
Column S==National Canter for Health Statetice: Vial Statstics of the U.S, Vol, 1, Nataity DHEW Pub. No. (PHS) 761113, Publc Health Senvice, W US,

Govemment Prining Office; Fing Natalty Statistic, 1676; Final Natalty Statisics, 197, and Statstics, 1978, Monihly Vital Statisics Raport. DHHS Pub No.
oo s A U oot o . 7, 1 0

Colvmns 7-10=.S, Buroay of the Caneus: School envolmant, Cumnt Popuiaton Raport. Seres P20, Nos. 167, 222, 303, 319, 333 and 335, Weshigton LS,

Govamment Priting Office, Aug. 1967, June 1671, Dec. 1676, Feb, 1678, Feb. 1678, and Apr, 1979,
Column 1115, Buresu of the Conus: Maria!sistus and iving arangements. Gurnt Reparts. Series P-20, Nos. 212, 267, 306, 328, and 338, Washington,

U3, Govemment Printing Otice, Feb, 1971, Dec. 1675, Jan, 1677, Apr, 1978, and May 1 + Congus of Population, 1980, U.S. Summary, Detaled Charactristics 0CH1)

10. U3, Government Printing Offce, 1983,
Cokumn 12==U.S. Department of Labor: Monty Labor Review, Vol 102, No. ¢ and Vol. 102, Ne. 10, Washington, U.S. Govemment Printing Otfcs, Apr. 1978 and Aug.

1WWMWWMMWMWMMRMMMMMWMMU&GMMPMWOM«.M%

ndne i,
Cohan 13=U.3, Buraeu o the Consus: Money ncome and poverty sisus of il and persons i the Uned State. Curant Poguiton Aepors, Seies P-50, No
mmmmmmmmmgmsmp-ao.m.m.wmwusmmmmmwnmw.1979.
Sunnary, Geoeral Characloristics, Washington, 0.G.: U Govemment Printing Ofc, 1953 Cans of Populaton 1970, U.S, Summary, General Population
« Chanactadais, PC{1)B1. Washingion. .S, Goverment Pitng Ofica, 1972 ‘
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Age of Nother In Yours
Row  Mombwof  Crude Bieth
WdVor  Uwbrbe R 100 119 0 %y R . I Y T
Uve births per 1,000 women
Tota
1950 W0 M 10 me e g 87 R 51 g2
1965 Wm0 %0 00 W3 wig 60 %86 161 g
1980 W50 AT 08 B My g M1 %2 55 09
1965 oo TR T I T SRS B M4 B2 28 o8
1870 WM B 12 @3 s g ¢ KIE N B TR
1975 el B LR I BTV NN T T B
1476 O us 12 m5 m e 45 80 43 o2
%m WA B 12 B w2 95 92 & o
7 Wm0 12 e omyg 81189 3 o2
Wnte
1980 B0 20 0 M0 e g 6 54 w5 qg
1955 M0 28 03 M1 mss e Mo %7 4 09
1965 LB W 03 w8 e ey 96 M0 10 o7
1970 WA e 05 s e Wy ne o X0 s
1675 il TR T R T ST S M0 K1 9y “ooo02
17 T4 98 06w w0 XL A TR
1M I w06 g 1ms e 8 0m w w
1678 MIME M2 06 w6 83 ey 89 6 5 o2
Al ober
1950 U0 BT 51 w5 ws M6 M3 a2 g
1985 o300 US4 w2 s e @6 M9 20 g
1960 O8R40 12 M2 g 6 w2 20
1665 648 28 w0 1m0 22 s M0 &Y 93 s
1670 M2 X/ 4s 1 188 o RS Q2 126 o9
95 . R A2 47 w6 s ey YT B T I
- 19 M 21 4 0wy g YT
- 9 655 A0 43 0 wsr es M8 5 69 05
1678 WW 2 o om owy g 67 70 85 w4
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5 TABLE 7. Livg Births, Crude Birth Rates, ond Age-Spacific Birth Rales, According to Race: Untied States, 1050-78 Seleced Years
(Cont)

Age of Mother in Years

Rece  Numberol  Crude Birth
ondYor LBt Rab' 10~ 1510 20U BP0 WU BN KU G

Live births per 1,000 women

Black
1850
1985
1960 602,264 39 43 186 - 264 86 NI By A3 W
1965 %112 as 43 WwE 1804 M3 88 8 14
1870 §12,382 %3 52w 1 1363 ne 49 sy W
1975 §11,561 09 81 138 W 1054 cR %4 19 08
1976 14479 08 47 00 4 1068 M1 U6 68 0§
n .21 ar 47 w3 W nu X8 61 66 05
1978 51,540 A6 44 187 WIS 1106 N6 A0 60 04

Live births per 1,000 population.

NOTES: Data &7e based on the national vita registration aystem, on births adjusted for underegistration in 1950 and 1955, and on registered births for all other years,
Figures for 1960, 1965, and 1970 are based ona sample of births; in 1975-77, they are based on 100 percent of births in seiected States and on a Spercent
mwwmsmDutator1978mprovidmlmdbmdon100percontofblmBegMngln1970(exooptfor1978).birthstononreaidonuome

" SOURCES: National Center for Health Statisics: Health Unfed States, 1979, DHEW Pub. N, (PHS?\80-1232. Public Heaith Service. Hyattsville, Md, 1980 and Final
Natalty Statistcs, 1978, Monthly Vit Statistcs Rapor, Vol 29, No. 1, DHEW Pub. No. (PHS) 80-1120. Publc Health Sarvice. Hyattavl, Md., Apr. 28, 1980.




rm&mm-ummmbm
Division, and State: United States, 1978

Birth Rate
Region, Division, Number of peor 1,000
and State Live Birthe Population
Northeast
New England 152,869 125
Connecticut 37,294 12.0
Maine 15,847 14.5
Massachusetts 638,657 11.9
New Hampshire 12,429 14.3
Rhode lsiand 11,522 12.4
Vermont 7,120 14.6
Middie Atiantic 479,737 13.0
New Jersey 93,535 12.8
New York 233,954 13.2
Pennsytvania 152,248 12.9
North Central
East North Central 626,788 15.2
Mlincis 174,509 185.5
indiana 83,598 18.5
Michigan 139,149 15.2
Ohio 160,863 15.0
Wisconsin 68,699 - 14.7
"West North Central 264,854 15.5
lowa 44,584 15.4
Kanssas 38,735 15.7
Minnesota 61,993 158.5
Missouri 72,892 153
Nebraska 25,112 16.0
North Dakota 11,299 15.0
South Dakota 12.239 17.3
South
South Atantic 505.716 14.6
Delaware 8,685 14.9
District of Columbia 9,383 14.0
Floricia 113,343 13.1
Georgia 84,140 16.6
Maryland 55,329 13.3
North Carolina 82,442 14.8
South Carolina 49,671 17.1
Virginia 73,443 14.2
West Virginia 29,280 15.7
East South Central 228,567 16.4
Alabama 60,227 16.2
Kentucky 57.334 16.4
Mississippi 44 399 18.4
Tennessee 66,607 15.4
Wesat South Central 392,578 17.8
Arkansas 34,793 16.1
Louisiana 74,928 18.8
Okiahoma 45,952 16.1
Texas 236,952 18.2
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TABLE 8. Live Bivihe and Birth Rales, According %o Reglon,

Division, and Stale: United Stalss, 1978 (Comt.)

Sirth Rate

fRegion, Divislon, Number of 1,000

and Stale Live Births Population
West

Moumntain 202,548 19.5
Arizona 43,112 18.2
Colorado 44,107 8.3
idaho 19,391 22.0
Montana 13,545 17.4
Nevac's 10,990 16.5
New Mexico 23,932 19.7
Utah 38,808 29.5
Wyoming 8,661 20.4
Pacific 479,624 16.1
Alasika 8,861 1.6
California 356,310 18.0
Hawail 16,753 18.6
Oregon 39,974 159
Washington 58,726 155




TABLE 9. Birth Rates, According 10 Age of Mother and Live Birth Order: United
Stetes, 1950-78 Selecied Years

Age of Molher In Years

Total
Yser 15-44°' 10-14 1519 20-24 2620 30-34 35-390 4044 4549

First-order birthe per 1,000 women

1950 33.3 0.9 57.7 80.2 371 145 $.7 1.2 0.1
19585 32.9 0.9 3.7 90.5 33.0 1115 4.5 1.1 0.1
1960 31.1 0.8 61.4 a87.9 26.6 8.6 3.2 0.8 0.0
1965 29.7 0.8 51.68 75.4 24.6 7.2 2.7 0.6 0.0

1970 34.2 1.1 §53.7 782 31.2 7.3 2.1 0.4 0.0
1971 32.1 1.1 50.8 69.2 30.3 7.0 1.9 0.4 0.0
1972 29.9 1.1 49.4 61.0 29.4 7.0 1.8 0.3 0.0
1973 28.8 1.2 47.8 58.5 30.1 .3 1.7 0.3 0.0
1974 28.9 1.2 46.0 585 32.0 7.8 1.8 0.3 0.0
1975 28.4 1.2 44.4 54.8 2.1 8.1 1.8 0.3 0.0
1976 27.9 1.2 42.0 53.8 2.5 8% 1.9 0.3 0.0
1977 28.6 1.2 42.0 55.2 35.2 9.9 20 0.3 0.0
1978 283 1.1 40.9 54.3 359 111 2.2 0.3 0.0

1950 18.4 0.0 3.9 30.7 354 23.6 10.0 1.9 0.1
1955 23.1 0.0 4.6 42.3 47.2 29.0 11.9 2.4 0.1

- 3980 - < 22.8 - 0.0 5.0 49.9 51.0 253 10.0 2.1 0.1
1965 16.6 0.0 33 33.0 40.0 19.7 7.2 1.5 0.1
1970 13.8 0.0 2.1 21.6 35.1 17.2 5.1 0.9 0.0
19M 12.5 0.0 1.9 195 31.8 158 4.6 0.8 0.0
1972 10.7 0.0 1.7 16.0 26.0 14.2 4.1 0.7 0.0
1973 9.8 0.0 1.6 142 235 13.6 a8 0.6 0.0
1974 9.6 0.0 1.5 13.5 226 13.4 3.6 0.5 0.0
1975 9.5 0.0 1.5 13.1 22.1 13.3 3.6 0.5 0.0
1976 9.6 0.0 1.4 129 21.8 13.8 a7 0.5 Q.0
1977 10.1 0.0 1.5 13.4 229 14.8 39 0.5 0.0
1978 10.0 0.0 1.5 13.4 220 15.0 4.1 0.5 0.0

‘Rates computed by relating total ive births, regardiess of age of mother, tO women 15—44 yoars of

age.
NOTE: Data ars based or the national vital registration system.
mmmummmmm 1978. DHEW Pub.
(PHS) 78-1232. Public Health Service. Hyattsville, Md Doc.1978.th!WtysuMa.1977m
1snwvwwmvaz7uo11mvuzs DHMS Pub. Nos. (PHS)
79—1120 and (PHS) 80—-1120. Public Health Service. Hyattaville, Md., Fob.5.1979andApr 28, 1980.
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TABLE 10. Listimme Birthe Expected by Marsvied Women and Percent of
Expected Birthe Aleady Som, According o Age and Race: United
States, 1967-78 Selectied Years

Age of Married Womean In Years

and Year 14-30 14=17 18=-19 20-21 22-24 25~29 I0-M4 I I9

Totalt Uhﬂmo births expected rer 1,000 marned women
1967 3,115 2,719 2,916 2,858 3.037 3,288 3,300
197 2,778 2.491 2,258 2,373 2,404 2,619 2,989 3.257
1972 22,6878 ~—- 2.229 2210 2,282 2,452 2,915 3,218
1973 22.638 — 2,264 2,274 2,254 2,386 2,804 3,233
1974 2,546 2,109 2,189 2,142 2,170 2,335 2,724 3,090
1975 2,495 1.961 2,189 2,183 2,183 2,260 2,610 3.058
1976 2,442 2,033 2.1 2,122 2,145 2,202 2,536 2,994
1977 2424 2,257 2,174 2,120 2,137 2,197 2,468 2,948
1978 32,273 2.157 2,085 2,108 2,210 2.215 2,424 -——

White
1967 23,068 —-——- 2,707 2.964 2,849 3.001 3,200 3,215
1971 2,732 2,417 2,264 2,368 2,367 2,577 2,936 3,189
1972 22 633 -—— 2,240 2,188 2,268 2,420 2,842 3,155
1973 22,607 -—— 2,254 2,282 2,255 2,352 2,761 3,180
1974 2,515 2,150 2,161 2,146 2,156 2,304 2,689 3,040
1975 2,455 1,979 2,180 2,144 2,141 2,233 2,564 2,989
1976 2,415 2,028 2,164 2,115 2,123 2,176 2,514 2,949
1977 2,393 2,257 2,192 2,142 2,127 2,183 2.424 2,876
1978 32,246 2,174 2,080 2,086 2177 2,188 2,395 ——

Biack
1967 23,6857 -—- - 2,522 2,969 3.407 4,257 4,226
1971 3.304 b e 2,444 2,787 3.112 3.714 4,223
1972 23,209 -— . 2,409 2,469 2,830 3,749 3,986
1973 23,024 -—- . 2,194 2,243 2,.99 3,332 3.945
1974 2913 . 2,432 2,100 2,197 2,779 3.238 3.642
1975 3,013 . - 2,579 2,497 2,587 3,212 3,962
1976 2,794 - - 2,228 2413 2,508 2,923 3.579
1977 2,785 2,250 1.741 1,889 2,232 2,304 2,990 3,867
1978 32,618 1.833 2,209 2,469 2,510 2,604 2,789 -

Total® Percem of cxpoctod births aiready born
1967 77.5 26.9 47.8 76.1 92.7 97.4
1971 76.7 16. 3 253 32 5 46.7 74.4 93.7 98.6
1972 278.0 -—- 27.3 32.6 48.1 73.7 94.3 98.6
1973 277.5 -— 26.0 32.7 46.5 73.6 93.5 98.6
1974 76.9 18.6 255 31.2 47 1 72.4 93.2 99.1
1975 76.5 24.7 27.5 30.7 43.9 70.9 93.0 99.0
1976 76.8 18.7 26.8 32.1 43.9 71.3 93.1 98.7
1977 76.4 30.8 245 342 419 67.9 92.1 98.6
1978 67.5 258 24.5 32.7 43.7 67.1 91.1 ——

( "b
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Race Total
and Year 14-380 14-17 1819 20-21 22-24 25-20 30-34 35-30

Percent of expected births aiready born

1967 76.8 - 24.2 30.1 48.2 75.1 92.9 97.4
1971 768.4 15.8 23.7 31.4 45.3 74.1 93.8 98.7
1972 77.4 —— 252 30.2 47.3 73.8 94.3 98.6
1973 77.0 —— 24.0 30.5 44.5 733 93.8 99.0
1974 76.4 18.1 23.3 30.0 45.6 71.8 93.4 99.2
1975 75.9 229 24.9 294 423 70.5 93.2 99.0
1976 76.3 18.7 24.8 30.7 42.3 70.8 93.4 98.7
1977 75.7 29.6 23.7 33.4 40.4 87.4 92.1 8.6
1978 66.9 258 23.5 3.6 42.3 66.4 9.2 ——

Biack
1967 287.3 - - 65.7 67.9 87.9 92.3 S8.4
1971 80.2 he - 43.0 57.5 81.0 93.4 97.8
1972 283.8 —-—— he 52.2 58.1 75.9 94.6 99.0
1973 284.0 - he 5.5 67.0 79.0 9.7 97.8
1974 826 - 42.1 456 @ 612 78.68 94.1 99.1
1975 83.0 e he 43.3 61.0 782 o118 98.8
1976 83.2 he - 48.8 60.6 78.5 92.3 99.3
1977 84.6 he - 47.8 62.9 749 93.3 99.6
1978 75.7 - 36.8 48.0 60.7 78.5 90.7 ——

Vinciudes all other races not shown as a separate category.

Iinciudes all ages 18-30

NOTE: Data are based on housshoid interviews of a sample of the civilian noninstitutionalized

SOURCES: U.S. Bureau of the Census: Population characteristics. Current Population
Series P-20, Nos. 254, 277, 301, 308, 325, and 341. W. .U.S.Gowwmntl’rlﬂﬁnm
Oct. 1973, Feb. 1975, Nov. 1976, June 1977, Sept. 1978, =ad 1979.

117

134



TABLE 11. Live Bivthe, and

Age-Specitic Birth Rates for Women Under 26 Yesrs
Age. According o Age of Mother and Race: United States,

ot
190878
Age of Mother In Years
Race Total
and Year 10—4 10-14 15-17 18-19 20-24
Total' Number of live births
1968 1,927,544 8,128 186,704 434,722 1,297,980
1967 1.915,626 8,593 188,234 408,211 1.310,588
1968 1.907.688 9,504 192,970 398,342 1.306,872
1969 1,971,570 10,4688 201,770 402,884 1,358,448
1970 2,075,334 11,752 223,590 421,118 1,418,874
1971 1.994,500 11,578 226,298 401 644 1,354,980
1972 1,802,545 12,082 236,841 379,639 1,174,183
1973 1.718,070 12,881 238,403 385,693 1,101,113
1974 1,716,029 12,529 234,177 381,272 1,108,051
1975 1.688,558 12,642 227,270 354,968 1,083,676
1976 1,882,274 11,928 215,493 343,251 1,091,802
1977 1,717,100 11,455 213,788 345,368 1,148,491
1978 1.693,703 10,772 202,661 340,746 1,139,524
White
19686 1,568,898 2,666 119,800 345312 1,101,120
1967 1,554,686 2,761 118,035 317.204 1.116,688
1968 1,542,912 3,114 121,168 305,338 1,113,208
1969 1.590,042 3.684 128,158 306,118 1,152,084
1970 4.667.808 4,320 143,648 319,962 1.199,880
1971 1,585,200 4,130 143,808 302,920 1,134,344
1972 1,408,764 4,573 150,897 283.089 970,205
1973 1,333,569 4,907 153,418 271 . 417 903,829
1974 1.338,658 5,053 152,257 267,895 911.453
1975 1,309,878 5,073 148,344 261,785 894,876
1976 1,286,548 5,054 139,901 253,374 888,219
1977 1,326,116 4,671 138,223 253,980 929,262
1978 1,299,344 4,512 130,957 249,103 914,772
Bilack
1966 335,596 5,370 64,922 84,818 180,488
1967 337,682 5.742 68,133 86,410 177,397
1968 339,288 68,312 69,594 87,988 175,394
1969 352,928 6,650 71,020 90,918 184,340
1970 376.648 7.274 76,882 94,944 197,548
1971 376,702 7.264 79,238 92,446 197,754
1972 361,049 7.363 82217 90,132 181,337
1973 351,290 7.778 81,158 87,615 174,739
1974 345,581 7.291 77.947 86,483 173,860
1975 344,274 7.315 74,946 86,098 175,915
1976 339,499 6,661 71,429 82,507 178,902
1977 352,952 8,582 71,182 84,008 191,180
1978 353,800 6,068 67,317 83,684 198,731
Total Live births per 1,000 women
1966 — o8 35.7 120.3 185.6
1967 _— 0.9 35.3 116.7 172.9
1968 —_— 1.0 35.1 1135 166.5
1969 —_ 1.0 35.7 112.4 165.7
1970 —_ 1.2 38.8 114.7 167.8
1971 — 11 383 105.6 150.8
1972 —— 1.2 39.2 g97.3 131.0




TABLE 11. Live Bivihe, and Age-Specific Dirth Rales for Women Under 2§ Years
ot Age, According o Age of Mother and Race: United Stalee,

19080-78 (Comt.)
Age of Molher In Years
Reoce Totat
and Year 10-4 10-14 15-17 18519 20-24
1973 — 1.3 389 9.8 120.7
1974 -— 1.2 37.7 893 119.0
1978 — 1.3 8.8 88.7 114.7
1978 — 1.2 34.8 81.3 1121
1977 — 1.2 34.5 8.9 1182
1978 _— 1.2 2.9 810 1123
Whilte
1968 — 0.3 26.6 108.2 180.0
1967 —_— 0.3 25.7 104.0 187.9
1968 — 0.4 25.6 100.5 162.1
1908 — 0.4 26.4 990.2 1813
1970 —_— 0.5 202 1015 163.4
1971 — 0.5 28.6 0.4 1454
1972 — 0.5 29.4 84.5 1256
1973 -— 0.6 20.5 79.6 1154
1974 — 0.8 29.0 77.7 114.2
1975 — 0.6 28.3 74.4 100.7
1978 — 0.8 26.7 70.7 107.0
1977 — 0.8 26.5 ral 1008
1978 — 0.6 254 70.1 108.3
Black
1908 -— 4.2 97.9 2192 227.9
1967 — 4.4 99.5 213.4 2119
1968 — 4.7 98.2 2086.1 199.8
1969 —— 48 96.9 2025 186.0
1970 — 52 101.4 204.9 202.7
1971 —_— 5.1 90.7 193.8 187.3
1972 — 5.1 99.9 181.7 168.2
1973 — 54 96.8 168.5 154.6
1974 — 50 91.0 162.0 148.7
© 1975 —_ 5.1 86.6 158.0 145.1
19786 —_— 4.7 81.5 148.8 143.4
1977 —_— 4.7 s1.2 147.68 147.7
1978 —— 4.4 76.8 145.0 1475

tinciudes all other races Not shown as a separate category
Base of percent inciudes births to all women, wdago

NOTE: Data are based on the national vital registration system.

SOURCE: Nationali Center for Heaith Statistics: MHaalith, United States 7978. DHEW Pub.

78-1232. Public Health Service. Wuswmm Dec. 1978
NmM197?m1mm Statistics ReportVol. 27, No. 11 and Vol. 29,
No. 1. Pub. Nos. (PHS) 79-1120 and (PHS) 80-1120. Public Health Service. Hyattaville, Md.

Feb. S, 1979 and Apr. 28, 13980.
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ERIC

Aruitoxt provided by Eic:

Race Undeor Under Under Under
and Yeer 18 18 20 28
Total Percent of total live births
1966 0.2 54 175 53.4
1967 0.2 56 17.2 54.4
1968 03 58 17.2 545
1969 03 59 17.1 54.8
1970 03 6.3 17.6 55.6
197N 03 6.7 18.0 56.1
1972 04 76 19.3 55.3
1973 04 8.0 19.7 54.8
1974 04 76 19.2 54.3
1975 04 7.6 18.9 53.7
1976 04 7.2 18.0 52.5
1977 0.3 6.6 17.2 51.0
1978 0.3 6.4 16.6 508
White
1966 0.1 4.1 15.6 52.4
1967 0.1 4.1 15.0 53.2
1908 0.1 43 14.8 53.0
1969 0.1 44 146 53.1
1970 0.1 48 15.1 54.0
1971 0.1 51 15.4 54.3
1972 0.2 59 16.5 53.0
1973 0.2 6.2 16.8 523
1974 0.2 6.1 16.5 519
1975 0.2 6.0 16.3 51.3
1976 0.2 56 155 50.1
1977 0.2 53 148 493
1978 0.2 51 14.3 485
Black
1966 1.0 12.6 278 60.1
1967 11 136 295 62.1
1968 1.2 14.3 309 63.9
1969 1.2 143 31.0 65.0
1970 13 14.7 31.3 658
197 1.3 153 31.7 66.7
1972 1.4 169 338 68.0
1973 1.5 17.4 34.4 68.5
1974 14 16.8 339 68.1
1975 14 16.1 329 673
1976 13 15.2 31.2 66.0
1977 12 143 29.7 64.9
1978 11 13.3 285 64.2

includes all Other races not shown as A 3eparate category.
NOTE: Data are based on the national vital registration system.



1908070
Age of Unmarried Women In Years
Race Total
and Year 15-24 10517 19-19 20-24
T Number of lve birthe to unmarried wornen
otal :
1968 228,300 85,800 89,800 92,500
1967 248,000 70,900 73,500 101,000
1968 265,900 77,900 80,200 107,900
1969 285,100 83,300 84,900 116,900
1970 317.100 96,100 94,300 126,700
1971 319,200 100,800 93,200 125,200
1972 321,900 108,500 93,700 119,600
1973 "323,900 111,300 93,500 119,100
1. 74 - 333,400 113,000 97,700 122,700
19:5 358,800 116,800 105,800 134,000
1976 370,300 116,400 108,500 145,400
1977 408,300 120,900 118,700 168,600
1978 426,200 116,500 123,200 188,500
19668 103,200 23,400 34,100 45,800
1987 112,900 24,800 35,500 52,500
1968 124,200 28,400 38,900 58,800
1989 131,000 30,800 39,500 60,700
1970 141,500 36,200 43,200 62,100
1971 131,400 36,200 39,900 55,300
1972 128,100 39,900 38,700 49,500
1973 129,400 42,400 38,700 48,300
1974 134,600 44,800 40,200 49,6800
1975 148,400 48,900 45,000 54,500
1976 156,500 50,000 47,600 58,900
1977 176,400 53,800 §3,200 69,300
1978 185,500 52,500 55.900 77,000
Black

1966 —— -— -—— S
1967 —— —— -—— ——
1968 —— —— - ———
196% 148,500 51,200 43,900 53,500
1970 169,700 58,400 49,500 61,800
1971 181,900 63,100 51,800 67,000
1972 186,900 66,600 §3.200 67,000
1973 187.400 67,000 52,900 67.500
1974 191,000 66,100 55,200 69,700
1975 199,300 65,500 58,200 75,600
1976 205,000 64,100 58,500 82,400
1977 221,800 64,400 62,700 84,600
1978 228,700 61,200 64,000 103,500

1234 121




TABLE 13. Live BDirths and Birth Rates for Unmarvied Women and Rstics of
Sirthe o Unmarried Women o Total Live Birthe, for Women Undcer
28 Years of Age, According o Age and Race: United States,
1908-78 (Comt.)
Age of Unmarried Women In Years
Race Total
and Year 1524 1517 1919 20-24
Live births 1O unmarried wornen
per 1,000 unmarried women
Totalh
1968 225 13.1 25.8 39.
19867 23.5 13.9 27.8 38.
1968 243 14.7 30.0 37.2
1969 25.1 15.2 as 37.3
1970 26.9 171 329 38.4
197 28.2 17.6 31.7 356
1972 259 18.6 31.0 33.4
1973 25.5 18.9 30.6 31.8
1974 256 19.0 31.4 30.9
1975 26.5 19.5 328 31.6
1976 26.7 19.3 32.5 322
1977 -——- 20.1 35.0 34.7
1978 -——- 19.5 35.7 36.1
White
1968 1.7 54 14.3 22.6
1967 12.5 5.6 154 23.0
1968 13.2 6.2 168 23.0
1969 13.5 6.6 17.0 23.0
1970 14.1 7.5 17.6 22.5
3971 12.7 7.4 15.9 18.8
1972 12.2 8.1 15.1 16.7
1973 12.1 85 15.0 15.6
1974 12.3 8.9 15.4 15.2
1975 13.2 9.7 16.6 15.7
1976 13.6 9.9 17.0 16.0
1977 -—— 10.7 188 17.7
1978 - 10.5 19.5 18.5
Black
1966 —— -—- -—- -—
1967 -—— - - .-
1968 -—— _—— —— _———
1969 100.4 72.3 129.1 1253
1970 107.2 77.9 136.4 131.5
1971 108.9 80.9 136.3 131.1
1972 106.1 82.9 129.8 1220
1973 102.7 81.9 123.0 117.2
1974 100.5 79.4 124.9 1112
1975 1002 77.7 126.8 109.9
1976 97.9 74.6 121.6 109.3
1977 —— 74.3 125.9 112.6
1978 -—— 70.3 1243 1142
) -
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1908-78 (Cont.)
Age of Unmarried Women In Years
Race Totel
and Year 1924 17 1019 20-24
Live birthe 10 wrwnarried women
per 1,000 total Mve birthe
Total*
19668 118.9 353.0 160.6 713
1967 129.0 378.7 180.1 77.5
1968 140.1 403.7 2003 82.¢
1900 145.4 412.8 210.7 86.2
1970 153.7 4298 2239 89.3
197 161.0 445 4 232.0 82.4
1972 179.8 458.% 248.8 101.9
1973 189.9 4088 9 258.7 108,2
1974 198.7 482 S 270.4 110.7
1978 212.8 5139 298.1 122.8
1976 224.4 340 2 316.1 133.2
1977 239.4 568.5 34d.7 1471
1978 253.2 574.9 36%1.6 1683.7
White
1968 5.9 195.3 98.8 41.6
1967 72.7 210.1 111.9 47.0
1968 80.7 234 .4 127.4 51.0
19609 82.6 240.3 129.0 52.7
1970 85.1 252.0 135.0 51.8
19771 83.1 251.7 131.7 48.8
1972 o2 264 .4 138.7 51.0
1973 97.4 276.4 142.6 53.4
1974 101.1 294.2 150.1 S4.4
1975 113.7 329.6 171.9 60.9
1976 122.1 357.4 187.9 66.3
1977 1335 389.2 200.5 74.6
1978 1433 400.9 224 .4 84.2
Btack
19668 ——— ve- —— ——
1967 ——— -—— ——— e
1968 ——— ——— ——— -——
1969 428.8 720.9 482.9 290.2
1970 459.4 759.6 521.4 3128
1971 492 .4 796.3 560.3 3388
1972 528.4 810.1 590.2 3689.5
1973 545.5 825.6 603.8 306.3
1974 564.6 8480 638.3 400.9
1975 591.5 874.0 676.0 4298
1976 6159 897.4 709.0 460.6
1977 640.4 904.7 748.4 494.8
1978 657.7 909.1 764.8 526.1

tinciudes all other races not shown as a separate category.

NOTE: Data are Dased on the national vital registration system.

SOURCE: Nationai Center for HMHealth Statistics: Health, Urvted States. 1978, DHEW Pub. No.
(PHS) 781232 Public Heaith Service. Washington. U.S. Government Printing Office, Dec. 1978;
mmw 1977 and 1978. Monthiy Vital Statistics Report. Voi. 27, No. 11 and Vol. 29,
No. 1. Pubd. Nos. (PHS) 79-1120 and (PHS) 80—-1120. Public Health Service. Hyatteville, Md.,
$79-5. 1979 and Apr. 28, 1980.
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Worezan o Tota!l Live Birthe, Accord-

Ratio
Region, Division, per 1,000
Staie, and Race u- Births
Ohio -~
White -——-
All other -—-
Black -
Wisconsin 109.2
White 78.6
All other 489 6
Black 573.0
West North Central
lowa 83.0
White . 72.8
All other 390.6
Black 5198
Kansas 9&.8
White 66.9
All other 399.1
Black 491.3
Minnesota o4.8
White 79.0
All other 426.0
Black 5494
Missouri 1542
White 75.6
All other 564.4
Black 596.9
Nebraska 91.5
White 67.9
All other 461.4
Black 536.8
North Dakota 82.5
White 58.5
All other 348.1
Black *72.7
South Dakota 1175
White 692
All other 4142
Black *33.9
South
South Atiantic
Hinois 194.6 Delawars 206.9
White 79.3 White 85.7
All other 793 All other 593.8
Bilack 619.0 Black 617.0
Incdiana 126.6 District of Columbia 5153
White 79.3 White 155.8
All other 5184 All other 572.9
Black 541.5 Black 576.0
Michigan 151.8 Florida 203.5
White 824 White 77.9
All other 4649 All other 540.8
Black 489.2 Black 562.0
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White

California
White
All other
Black

white
All other
Black
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%o Region, Division, Racae: United States, 1976 (Cont.)

Ratio Ratio
Reglon, Division, per 1,000 Region, Division, per 1,000

Stale, and Race Live Birithe Stade, and Race Live Births
Oragon 1100 Washington 1029
White 100.5 White 87.7
AR other 276.7 Ail other 248.0
Bilack 478.7 Black 393.6

NOTES: Data are based on the national vital registration system. Ratios are out-of-wediock live
mmrLomwwebkﬁBhapodﬁodmmowwm-dmkmm
within the reporting area to residents of the area.

mwwwmmnmammmmmm
women: United States, 19701976, by S. J. Ventura. Vvital and Health Statistics. Series 21, No. 36.
DHHS Pl.b._'No. (PHS) 30—1914. Putlic Health Service. Washington. U.S. Government Printing



ARl statuses 100.0 100.0 100.0

Sterile couples
All sterile couples 23.8 24.0 22.7
' - Nonswrgical 0.9 0.8 1.9
| Surgical 229 23.1 208
| - Noncontraceptive 6.5 6.6 62
Female 6.3 6.3 6.1
Male 0.2 0.3 0.0
Contraceptive 16.4 16.5 146
" Female 8.6 8.2 13.6
Male 78 8.4 1.0

o - Noncontraceptors

- seeking pregnancy 142 14.2 14.0
Other nonusers 8.7 7.8 17.9

Contraceptors
All methods 53.2 54.0 453
Oral contraceptive pill 25.1 25.1 26.2
Intrauterine device 6.7 6.6 76
Diaphragm 24 25 1.2
Condom 9.4 9.9 3.2
Foam 35 35 30
Rhythm 28 29 0.7
Withdrawal - 15 1.6 0.4
Douche 0.6 0.5 1.8
Other 1.3 1.3 1.0

i—

Yin 1973, contraceptive stati:s was imputed for those women for whom it was not ascertaine

nciudes all other zaces not shown 28 & separate category. :

SWomen of Hispanic origin are int.uded in the figures for black and white women f they we
NOTE: Data are based on housshold interviews of a sampie of ever-married, civilian, non

. SOURCE: National Center for Health Statistics: Contraceptive utilization in the United S:
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Anciudes all other races not shown 28 & separate category. :
SWomen of Hispanic origin are int.uded in the figures for black and white women f they we:
NOTE: Data are based on household interviews of a sampie of ever-maiTied, civiian, non

. SOURCE: National Center for Health Statistics: Contraceptive utilization in the United S:
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TMi&WMMbMMdN
Patient and of the Procedure: United Stales, 1972-77

Year
Characleristic 1872 1973 1974 1978 1978 1977
Center for Disease Number of legal abortions reported
Control 586,760 615,831 763,476 854,853 988,267 1,079,430
Alan Guttmacher
Institute --- 744,600 898,600 1,034,200 1,179,300 1,320,000
Percent distribution
Total 100.0 100.0 100.0 100.0 100.0 100.0
Age
Under 20 years 32.6 32.7 32.7 331 32.1 308
2024 years 32.5 32.0 31.8 31.9 333 34.5
25 years and over 34.9 353 35.6 35.0 34.6 34.7
Color
White 77.0 72.5 69.7 67.8 66.6 66.4
Al other 23.0 27.5 303 322 33.4 33.6
Marital status
Masried 29.7 27.4 27.4 26.3 24.6 24.3
Unmarried 70.3 72.6 72.6 73.9 75.4 75.7
Number of living
children
0 49.4 48.6 47.8 47.1 47.7 53.4
1 18.2 18.8 19.6 20.2 20.7 19.1
2 13.3 14.2 14.8 9.5 15.4 14 .4
3 8.7 8.7 8.7 8.7 8.3 7.0
4 5.0 48 45 4.4 4.1 3.3
5 or more 5.4 4.9 4.5 4.2 3.8 29
Location of abordon
facility
In State of
residence 562 74.8 86.6 89.2 90.0 90.0
Out of State of
residence 43.8 252 13.4 10.8 10.0 10.0
Procedure
Curretage 88.6 88.4 89.7 90.9 92.8 83.8
intrauterine
instiltation 10.4 10.4 7.8 6.2 6.0 54
Hysterotomy or
hysterectomy 0.6 0.7 0.6 o4 02 0.2
Other>- 0.5 0.6 1.9 2.4 0.9 0.7
Period of gestation
Under 9 weeks 34.0 36.1 42.6 44 6 47.0 512
S-10 weseks 30.7 294 28.7 28.4 28.0 27.2
11=-12 weeiks 17.5 17.9 15.4 14.9 14.4 13.1
13—-15 weoks 84 6.9 55 5.0 4.5 3.4
16-20 weeks 82 8.0 6.5 6.1 51 4.3
21 weeks and over 1.3 1.7 1.2 1.0 0.9 0.5
NOTES: Data are based on memmwwmw
distributions exciude cases for which seilected characteristic was unknown and are based on

abortions reported 1o the Center for Dissase Control.

SOURCE: National Center for Health Statistics: Health, United States, 7979. DHEW Pub. No.
(PHS) 80—1232. Public Health Service. Hyattsville, Md., 1960.
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infant Mortality Rate’
Late Fetal Perinatal
Neonatal Mortality Mortality
Post- Number Number
" Rece Under neo- of of
and Yeaor Tolal Total 7 Days nastal Deaths Rate’ Deaths Rals!
Total

1940 47.0 28.8 -—— -— — - -— -——
1950 292 20.5 17.8 8.7 53,806 149 117,223 32s
1955 26.4 19.1 17.0 7.3 52,940 129 121594 297
1960 26.0 18.7 16.7 73 51,984 12.1 123,109 28.6
1965 24.7 17.7 159 7.0 45,476 119 105,154 27.6
1970 20.0 151 13.6 4.9 35,791 95 86,612 23.0

- 1975 16.1 11.6 10.0 4.5 24,801 7.8 56,197 17.7

1976 152 10.9 9.3 43 23,911 7.5 53,408 16.7
1977 14.1 9.9 8.4 42 — 7.1 — 154
1978 13.8 9.5 8.0 4.3 23,654 - 51,493 -—
1979 13.0 8.7 -—- 4.2 — —— -— -—

White -

1940 43.2 27.2 -— —— —— -— -—— ——
1950 26.8 19.4 17.1 7.4 41,337 13.3 93,592 30.1
1955 23.86 17.7 15.9 5.9 40,630 11.6 95,770 27.3
19680 229 17.2 156 5.7 39,165 10.8 95,262 26.2
1965 21.5 16.1 14.6 54 33,234 10.5 78,840 25.0
1970 17.8 13.8 125 4.0 26,782 86 65,370 211
1975 14.2 10.4 9.0 3.8 18,340 7.1 41,220 16.0
1976 13.3 9.7 8.2 3.6 17,822 6.9 38,969 15.1
1977 12.3 8.7 7.4 3.6 -— 6.5 —— 13.9
1978 12.0 84 70 3.6 17.548 -——— 37,586 ——

AR other

1940 73.8 39.7 - — -— -—— —— -—
18950 44 5 27.5 228 16.9 12,472 24 .8 23,634 47.0
1955 42.8 27.2 22.9 15.6 12,323 20.5 25,837 43.0
1960 432 2869 229 16.4 12,838 19.2 27,866 41.6
1965 403 254 221 14.9 12,222 18.8 26,294 40.5
1970 30.9 214 19.1 9.5 8,993 13.9 21,226 32.7
1975 242 16.8 14.4 7.5 6,467 10.8 14,983 25.0
1978 235 16.3 13.9 7.2 6,099 10.1 14,449 238
1977 1.7 14.7 12.3 7.0 - 9.5 -—— 21.7
1978 21.1 14.0 11.9 7.0 6,120 — 13,921 ——

Black
1940 -— -—- -—— - - -—— -——— -——
1950 439 278 23.0 16.1 —_— - —_— -
1955 43.1 278 23.5 15.3 - -—— — —
1960 443 27.8 23.7 16.5 —— - -— -—
1965 41.7 26.5 23.1 152 — —— -— ——
1970 326 228 20.3 9.9 ——— -— - -—
1975 262 183 15.7 7.9 -— -— ——— ——
1976 25.5 17.9 15.3 7.6 — -—— -— ——
1977 23.6 16.1 13.5 7.6 - - —— ———
1978 231 15.5 13.2 7.6 -—— -—— -— —
*Deaths per 1,000 live births.

mmnmbmamm.mmmm
O _IRCES: Health United States, 7978, for data years 195076, DHEW Pub. No.

B2

.

78-1232.

Hyattsville, Md., Dec. 1978; vusamaa% United States, Vol. I, for data
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TABLE 18. Perinatal Deeth Rates, According 10 Birth Weight and Age st Desth: Hawall, Okishoma, Rhode Island, Utah, Vermont, and
Washington, 1973

Bisth Weight in Grams
AN Birth Less Than 1,000 1,500 2,000~ 2500- 3,000~ 3,500~ 4,000- 4,500

Age st Desth Welights® 1,000 1,499 1,909 2499 2,999 3,499 3,999 4,499 or More
Number
All perinatal deaths 2,152 459 278 244 241 226 196 126 56 14
Deaths per 100,000 births in birth weight category
Age at death

All ages 1,487 80,245 39,943 15,865 4,109 915 348 310 417 5,385
Late fetal deaths 666 14,510 12,500 7,282 1,671 462 190 174 245 3,462
Under 24 hours? 301 30,679 11,207 2,731 887 134 41 27 60 1,538
Uncer 1 hour 57 6,993 1,149 260 68 12 14 10 7 0
1=-11 hours 123 14,685 4,454 650 324 24 14 12 0 0
12-23 hours 25 1,049 1,006 325 119 12 0 5 0 385
24--47 hours 113 4,196 3.878 1,625 529 73 4 2 45 0
48-71 hours 96 4,021 3,448 1,560 153 109 21 20 30 0
72-95 hours S0 2,098 1,437 650 119 53 12 12 7 0
96-119 hours 28 1,224 144 455 85 16 7 15 15 0
120-143 hours 17 524 287 130 102 16 7 5 7 0
144-167 howurs 10 175 431 195 51 4 2 7 0 0

‘inciudes only those deaths for which no detalled ages were available.
Anciudes unknown birth weights not shown as a separate cateJory.

NOTE: Data are based on the national vital registration systam.

987301'-105: World Healith Organization: A WHO Report on Social and Biological Effects on Perinatal Mortality. Vol. 2. Budapest, Hungary. Statistical Pubiishing House,
1978.
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infant Neonatal Desalhs

Color, Sex, Total Deaths Cmder 1 yoar) (under 28 days)
Division, and Siale Number Rale' Nuomber Rsie® Number Rale?
United States 1.927.788 88 45945 138 31,618 9.5
Male 1.055.,290 99 26,088 153 18,014 105
Female 872.498 7.8 19,857 122 13,604 84
White 1.689,722 9.0 32213 12.0 22,482 84
Male 920,123 10.0 18,423 134 12.867 93
Female 769,599 80 13,789 10.6 9,615 7.4
ARl other 238,086 8.1 13,733 21.1 9,136 14.0
Male 35,167 9.6 7.665 23.1 5,147 185
Female 102,895 6.6 6.068 18.9 3,989 12.4
Northeast 463,263 9.4 8314 13.1 6,115 9.7
New England 109,624 8.9 1,741 11.4 1,290 84
Cormnecticut 26,078 84 433 11.6 348 93
Maine 10,179 9.3 165 10.4 97 6.1
Massachusetts 52,660 9.1 760 11.1 558 8.1
New Hampshire 7.408 8.5 129 10.4 100 80
Rhode lsiand 8,873 9.5 157 13.6 122 10.6
Vermont 4,426 9.1 97 13.6 65 9.1
Middie Atiantic 353,639 9.6 6,573 13.7 4,825 10.1
New .Jersey 65,993 9.0 1.216 13.0 873 93
Neow York 167,572 9.4 3.268 14.0 2,355 10.%
Pennsylivania 120,074 10.2 2,089 13.7 1.597 10.5
North Central 520,734 859 12,161 13.6 8,380 9.4
East North Central 362,435 a8 8,676 13.8 59186 9.4
- Binois 103,026 92 2,744 15.7 1,909 10.9
indiana 47,548 8.8 1.004 13.1 722 86
Michigan 74,968 8.2 1,923 13.8 1,275 9.2
Ohioc 96,569 9.0 2,147 13.3 1.486 92
Wisconsin 40,324 8.6 768 112 524 7.6
West North Central 158,229 Q9.3 3,485 13.2 2,464 83
lowa 27.450 9.4 562 12.6 397 89
Kansas 21,665 92 458 12.5 318 R7
Minnesota 33,316 8.3 741 12.0 513 83
Missouri 49,442 10.2 1,080 14.8 785 10.3
Nebraska 14,443 9.2 327 13.0 228 9.1
North: Dakota 5,491 8.4 152 13.5 108 9.6
South Dakota 6,492 9.4 165 13.5 115 9.4
South 635,104 9.0 17,235 15.3 11,777 10.5
South Atiantic 315,892 9.1 7,822 155 5,374 10.6
Delaware 4,957 8.5 115 13.2 83 9.6
District of Columbia 7.065 10.5 256 27.3 190 202
Florida 95,595 11.0 1,598 14.1 1,054 9.3
Georgia 43,298 8.5 1,297 154 869 10.3
Marytand 33,120 8.0 814 14.7 613 11.1
North Carolina , 47,322 8.5 1.367 16.6 - 938 11.4
South Carolina 24,112 8.3 922 18.6 616 12.4
Virginia 40,767 7.9 1,010 13.8 710 9.7
Waest Virginia 19,646 10.6 443 15.1 301 10.3
East South Central 130,196 9.3 3.514 15.4 2,398 10.5
Alabama 34,680 93 969 16.1 660 11.0
Kentucky 33,421 9.6 729 12.7 494 8.6
Mississippi 23,350 9.7 829 18.7 546 12.3
Tennessee 38.745 8.9 a87 14.8 698 10.5
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Color, Sex, Region

Divislion, and Stale Number Rate' Number Number Rsle*
West South Central 188,975 8.6 5.899 15.0 4,005 102
Arkansas 21,896 10.1 569 16.4 364 10.5
Louisiana 35,242 89 1295 17.3 898 12.0
Okiahoma 27,943 98 655 14.3 413 9.0
Texas 103,845 8.0 3.380 14.3 2.330 9.8
Waest 308,777 7.7 8,235 12.1 5,348 7.8
Mountain 75,070 7.2 2473 12.2 1.618 80
Arizona 19,198 8.1 564 13.1 390 9.0
Colorado 18,361 6.8 494 112 306 6.9
idaho 6,507 7.4 227 11.7 142 7.3
Montana 6.488 83 157 11.6 99 7.3
Nevada 5,065 7.6 137 12.5 S4 8.6
New Meaxico 8,456 70 338 14.1 216 9.0
Utah 7.892 6.0 443 11.4 301 7.8
Wyoming 3,112 7.3 113 13.0 70 8.1
Pacific 233,707 7.8 5,762 12.0 3.728 7.8
Alasika 1,690 4.1 128 14.4 83 9.4
California 176,069 7.9 4210 11.8 2,756 7.7
Hawaii 4.563 51 186 11.1 128 7.6
Oregon 20,855 85 501 12.9 299 7.7
Washington 30,490 8.0 737 12.5 462 7.9

1Deaths per 1,000 population in specified group.
zDeaths por 1,000 live hirths.

- National Center for Health Statistica: Final Mor'taﬁ!gtgtahsﬁcs. 1978. Monthily Vital
Seatistics Report. Yol. 29. No. 8. DHEW Pub. No. (PHS) 80-1120. ic Health Service. Hyattsville,
Mq., Sept. 1979. Color. Sex, Region, Division, and State: United States, 1978 (Cont.)




TABLE 20. Desth Ralss for Selecied Causes for Children 1-4 Years of .

- Yoars
Color and Cause of Desth® 1925 1930 1935 1940 1945 1950
Deaths pe
Total
Al causes’ 641.0 5636 4409 2896 2030 139.¢
Diseases and conditions
Congenital anomalies 8.6 9.0 83 103 11.6 11.4
Malignant neoplasms 6.0 6.9 75 95 10.3 115
Leukemia 2.6 2.8 3.5 4.7 5.1 5.¢
Of brain and other
parts of nervous
system - ——- . 1.4 15 21
Diseases of heart 9.3 6.9 57 3.6 29 13
Accidents and violence
Motor vehicle
accidents* 12.0 145 13.7 124 11.2 11.5
All other accidents* 58.4 46.7 43.0 363 355 25.3
Homicide 0.6 0.9 0.5 0.6 0.7 0.6
White
All causes’ 5922 5167 4092 2616 1858 124.1
Diseases and conditions
Congenital anomalies 85 9.2 8.4 10.7 11.8 11.2
Malignant neo sms 6.3 7.2 79 10.1 11.0 12.2
Leukemia 28 30 38 5.1 5.6 6.4
Of brain and other
parts of nervous
system 1.5 1.6 21
Diseases of heart 9.2 6.6 55 35 2.7 11
Accidents and viclence
Motor vehicle
by accidents* 12.6 15.2 141 - 129 11.6 1.7
w All other accidents* 54.8 437 411 344 33.0 1.7
Homicide 0.6 08 05 0.6 0.7 05

ERIC
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Color and Couse of Death! 1525 1630 1905 1940 1345 1950° 1655 1980 1965 W0 195 1676 w1 19

Daaths per 100,000 resident papuiation
Al other
Al causes 11082 923 6703 4845 369 2508 1989 108 1536 1% 1010 %9 976 990
Dissases and conditions

Congenital anomalles 96 73 T4 78 101 103 835 156 129 19 95 101 100 85
Migratrecplsms 38 38 40 47 56 77 65 76 50 63 43 41 45 3
Loukemia 07 10 13 20 19 24 22 25 2 20 18 15 14 13

Of brain and other

parts of nervous

gystem oo 07 08 18 13 17 12 17 13 14 18 13
Diseases of heart 06 98 71 47 41 25 33 33 21 a8 30 28 33 43
Accidents and violenca

Molor vehicle

accidents! 7292 105 86 88 106 123 12 131 147 138 131 123 138
Alother accidents' 930 699 568 498 536 511 478 45 B9 RS 60 20 45 %9
Homicide 10 0 0 07 07 12 12 17 % 8 68 64 72 T

’BocmddomwmomomImmmmmofoeammmmwmmlnofcauaa-of-daamsdecﬁm.mmackofcompambilitytoavwng
mwmmwmmmmmmmwmmmwmmo. 1839, 1949, 1958, and 1968, n some instances, data are omitted
mmmmm,mmmmtmbymdmm.Exceptfordbeamthatareepidenicinnature.abruptchangesattm
mdmmmmmmmmmmmmmmmmwmtmmm:mwmmr
mm:«mmmmmmmmwmuymmm

Popuistion adjusted for age bias n races other than white

Tchudes other causes nok shown &3 2 separate category,

The “motor vehicie accident” rate can be added 1o the “other accident” rate 0 provice the single category “all acciderts.”

NOTE: Data are based on the national vt regitration system.

SOURCE: National Cantar for Heath Sttistics: Mealth Unitad Statas, 1976-77, for data vese- 1908.75, DHEW Pub No. (HRA) T7-1232. Heatth Resourcas
+“mivitraton. Hyattsvile, Md. 1977 Vital Statsics of the Unitad States, Vo, I, for cata ¥ a7 Pubic Health Service, Hyattsvile, M. To be published,
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TABLE 21, Dosth Reles for Selected Causes for Children and Youths 5~14 Years of Age, According o Color: Unied States, 1925-78

Solecied Yoars
Color and Couse of Death’ 1925 1530 1935 1540 1045 1950 1955 1980 1085 1570 1975 1676 117 19™
Deaths per 100,000 rasident population
Tolal
Al causes 1966 1717 1529 1087 902 601 488 466 422 413 BT U7 U6 B9
Dissases and conditions
Malignant neoplasms 28 37 41 50 83 67 T0O 68 65 60 48 50 48 42
Leukemia 12 17 20 20 22 28 30 32 29 27 21 2% 22 20
Of brain and other paris
of nervous system 09 09 15 16 15 14 13 13 15 12 10

Congenital anomalies W 14 18 20 23 2 27 36 28 22 20 20 19 18

Discases of heart 165 121 101 80 89 21 08 13 09 08 09 08 09 10
Accidents and violence

Motor vehicle accidents' 150 147 123 115 110 88 80 79 89 102 87 85 86 88

Al other accidents’ 69 A4 199 171 A5 108 122 13 98 99 94 84 &7 84

" Sulcide 02 02 02 02 02 02 01 03 03 03 05 04 05 04
Homicide - 06 09 06 06 06 05 04 05 06 09 10 11 12 13
White
Al caume’ 1853 1607 153 966 856 %64 464 49 06 B B B2 B 22
Diseases and conditons

Makgrantneopiasms 30 39 43 53 ST 0 T3 M 68 62 49 51 49 42
Lakemia 13 18 21 22 24 30 32 35 31 29 23 25 23 20

Of brain and other parts
of nervous systom 010 15 17 15 15 14 13 13 12 10

Congenital anomalies 14 4 19 22 24 24 28 37 28 22 20 20 18 18

Diseases of heart 167 120 93 75 54 18 07 10 07 07 08 08 08 09
Accidents and violence

Molor vehicie acciderts' 156 152 128 118 115 89 80 79 88 98 85 85 85 89

Al other accidents' 67 03 187 162 197 126 11 99 86 %0 85 N 79 M

Suicide 02 02 02 02 03 02 01 03 03 03 05 05 06 05

Homicide 05 07 05 05 05 04 04 04 05 05 08 08 09 09
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o TABLE 21, Do ol o SocodCauns for Chron ad Yous 514 Yor of A, Acconding b ok Untd S, 15257
o Soecied Yours (Cot)

Cokor and Couse of Death' 1925 1830 1535 1940 1945 1950 1955 1960 1985 1970 975 197 WM wm

Deaths per 100,000 resident popuiation
Al other
Al Causes’ 6 609 2109 1540 1210 80 660 3 580 &7 64 822 Q0 49
Diseases and conditions
Malignant naoplasms 02 2 w2 49 50 48 & 45 44 43 43 4
Loukemia 07 06 10 07 11 16 16 18 16 16 16 16 16 17
OF brain and other parts
of-nervous systam 04 01 13 08 13 12 1212 13 11 09

Congentl anomalles 16 10 14 16 19 22 18 32 29 2 19 a1 20 2
Diseases of heart w1122 15 15 91 39 16 30 20 9 14 14 13 16
Accidents and violence
Motor vehicle accidents*

89 101 83 98 80 86 79 83 98 124 S8 88 92 84
Al other accidents! B N3 B6 21 28 25 N1 A9 169 W9 137 19 124 120

o0 e == 0101 01 01 02 01 04 05 03
Homicide 1822 16 14 13 15 10 12 16 29 2 22 2% 29

the beginning of the revision period are indicative of braaks in i .mw«mmﬂwmmmmmmwammmof
mwmmmwmmmmmmmm‘
Population adjusted for age bizs in races other than whie,
Tnciudes oher Causes not shown 23 2 eparate category
The “motor vahicie accident” ratecmboaddodtoﬂn"macddont"ratetoprovidethosinglocatogory"dlaccidents."
NOTE: Data are bated on he nainal it registration system.

SOURCE: National Contr for Health Statisics: Heatth United States, 1976-77, for data years 1925-75. DHEW Pub. No, (HRA) 771232, Health Resources
Adminigtration. Hyatisvile, Md., 1977; Vital Statstcs of the United States, Vol, I, for data years 1976-75, Pubic Health Servics Hyattsvile, Md. To be published,
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TM&M&NDMNWIM)MM&MMZSYmd'ol.kemn

Race, Sex, and Age: United Stales, 1976
Exoma Caveen: Accidents,
Disessss and Conditions Poleonings, end Viclence
Nl Covene ICOA Codes 000-796" ICOA Codes EROO-E909"
Al Oher AR Other Al Other
A ] ]
6z ond Ap MMTMMMMWNMWWH
| Deaths per 10,000 resident populstion
Both sexes

UdeZymn 124 13 07 85 13 &4 125 12 51 49 &2 63
Undr 6 09 %8 %2 M0 A6 B 451 46 33 29 51 &4
Uderd 1595 16 Z1 A4 M5 104 M9 M6 50 42 93 98

16 O I T U V R Y Y T T R YR
L2} L | ) R T | R T R T BT R Y Y
1247 60 59 &4 62 18 17w W 2 o oy W

1215 Q8 8 1 15 2 o ou a2

16-17 9 &1 M 80 0 29 M T 65 6
18- 29 120 79 w6 30 2 82 56 98 4 127 130

Nelo

Udw2Syws 158 M5 20 40 83 72 189 WIS 72 82 93
Under 6 I W M9 M2 NS M6 42 K2 8 M & 6
Udwr! 163 1512 M2 A3 M8 ME8 M4 T8 S5 4 99 105

16 T 88 8 04 A7 M 49 51 35 3 50 52
611 8 8 4 50 16 16 w17 2 19 32 a3
1217 B1 80 & s u 0 26 2% 61 81 &1 58

1215 T8 & & 18 128 2 9 w3 e

1617 29 108 N6 12 25 23 33 A2 104 104 105 9y
1824 04 182 X8 A9 I 3 61 66 57 Wy 07 A4
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% TABLE 22 Death Ratve Due 1o Diseseses and Conditions and to Extemal Causes for Persons Under 25 Yours of Age, According to
® Race, Sex, snd Age: Uniied States, 1976 (Cont)
Extomal Couses: Accidents,
Dissases and Conditions Poisonings, and Violence
All Causes ICOA Codes 000-79¢" ICOA Codes ES00-E099'
Al Other All Other All Other
Al T Al — M -
SxandAge  Races Whits Tolsl Bk Races Whie Tolsl  Blasck Races Whie Tolal  Black
Deaths per 10,000 resicent population
Female
Under 25 vears %0 80 144 151 64 55 M2 M8 26 25 ¥ 0N
Under 6 A3 NS 63 87 w6 A1 W8 89 27 23 45 48
Under 1 419 1192 2542 2088 1373 155 M55 W4T 46 31 8T 92
1§ 5 8 T 82 32 30 3 42 24 2 M W
6-11 2 4 3 8 14 14 15 16 11 16 15 15
1217 &3 4 3 15 1428 3 2 23 18 18
12-15 0 29 W W o 132 2 16 16 14 1)
16-17 52 52 52 49 17 6 26 27 35 31 8 2
18-24 64 58 96 100 24 21 44 47 40 38 52 53
et are coded ceortin 1o he Eghth Revision Itamatna Casiaton o Dissses, Acspted fo Useinth United Stts
NOTE: Data are based on the national vital registration system,

SOURCE: National Contar for Health Statistics: Haglth Unitad States, 1978, DHEW Pub. No. (PHS) 78-1232, Public Health Service,

[il




"
W
\©

TAII.EZS.MMNIMMMCNMHYMMM.MWhMMMUMMM1970-78

Hislory of
pTP! Pollo
Population Measies Rubetia immunization Immunization
1=4 Yoy Mumps
oAge i Immunk Inkee Inmunke ~ 3Doses ¢ J0o0es Immunk-
Y nThousnds tn  zgtion bn a0 Mony Doss orMoe  Doses  zpton
Percant of chicran
1970 HAYA] 81 5.2 144 2 761 10 659 108
197 14112 87 61.0 139 512 787 58 673 86
197 13,905 14 622 123 59 756 6.9 829 107
197 13874 63 61.2 128 5.6 726 6.2 604 139 U1
194 13210 51 684.5 122 598 79 2 63.1 "7 34
1975 1279 48 85.5 13 &9 752 45 4.8 103 44
. 1978 12276 43 859 100 617 14 37 616 95 K
19N 1201 38 63.1 100 594 895 33 6.1 87 81
1978 12187 33 628 18 61.7 68.0 38 614 19 511

1mmmm

”‘"""mu.{m!”""‘”m"&” added ! categre. Bekore 1976, the lack of e “tont kow” cption et forced psitve
" " was 0 response ore “don’t know" resulted in some for '

Mmemwmmmmmtmmmm.i.a.mbwow

mmMmMmmmmmmamdmmmwmmaﬁmlmmandimmmﬁonmmtmutuallyexdwve.

Hm&ﬁgl ontar for Heath Statistics: Hoath Unied States, 197 DHEW Pub. N (PHS) 80-1232. Publc Kaath Servica. Wastington, U.S, Govermment
, 1880,



TADLE M. Inwunizalion and Infection Stakus of Children 1=0 Years of Age, According 1o Specified Disease, Age, Metropoifan Status,

Color, and Poverty Lovel: United Stales, 1676
- History of
3
DTP" Pollo
Mossies Rubella immorization ~ Immunization
Populstion Sor Jor Numps
Age, Netopoltan Status,  n  Indec-  lomunk lnkec- fmownk Mo 0 Mow 0 Imwnt
Color, and Poverty Lovel Thousands tn  zotin  ton  2stion Doses Doses Doses Doses zaton
Percont of chidren
1-4 yoars
Cenral ctis o/ SMSA 3588 58 65 94 N5 81 44 N 07 K6
White 23 60 668 91 B4 MS 4 67 84 419
Al other 1,189 54 S0 01 ST 484 44 B4 154 M0
Poverty areas M8 72 N7 107 S5 M6 11 B0 156 9
Nonpoverty areas 066 52 668 90 64 m2 35 N6 90 484
Remaining aress of 9 34 B2 92 &S W1 23 e 1T W
SMSA
Poverty areas M 62 %4 M5 &2 0 101 65 w7 N2
Nonpoverty areas 05 32 681 86 M5 M9 24 &8 T2 N8
Ouiside SMSA 405 40 613 13 615 T8 40 B9 105 478
&9 yeans
Cooval clios of SMSA 472 132 M4 183 83 N8 18 I 55 dod
White 315 125 M3 193 00 74 16 WY 37 43
Al other 152 46 614 163 B9 &2 22 %1 3 W
Poverty aress 149 187 2 186 81 880 27 M4 92 B
Nonpoverty areas A 14 7 182 0 mE 16 M2 43 4
Remaining areas of 676 93 M3 M4 My &6 10 My 39 W3
SNSA .
Povery aress M7 190 N5 20 &5 W 11 N4 50 N
Nonpoverty areas 6%0 86 M8 11 M5 &7 10 M3 38 %4
Outside SMSA 5800 113 T4 20 67 g2 22 WS 61 46

NOTES: Data are based on househid naviews o a sample o the chdian noninstuonaized popuation, Infacton and immunization ae ot mutaly exclusie
mim;. 3&) T8-1232. Pub Health Sevce, Washinglon, U, Govamment
v

o mwmmmmmmmrmm
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and Stale Sample Measies Rubella Mumps Polic DPT/Td!
Percent of chiidren
United States? 3,272,090 93 o1 83 o2 a2
Northeast
New England
Connecticut 5.069 o4 92 71 96 96
Maine 16,000 g2 f - 91 91
Massachusetts 74,851 99 93 a3 98 97
New Hampshire 15,019 96 96 94 96 96
Rhode isiand 10,382 93 92 52 o3 a3
Vermont 8,197 94 80 78 26 96
Middie Atiantic
New Jersey 92,398 99 99 -— 97 96
New York?3 121,263 97 o7 96 97 97
New York City 112,273 a5 96 S4 L} 93
Pennsylvania 183,920 94 93 -—- S4q 94
Allegheny City 16.015 93 93 --- 93 94
Philadelphia 21.440 83 81 -—— 82 84
North Centrai
East North Central
Mlinocis 125,668 89 87 81 86 88
Chicago 2,636 83 81 57 77 81
Indiana 78,699 96 96 88 95 97
Marion City 9,247 85 S3 83 94 a5
Michigan 137,925 90 S0 73 20 91
Ohio 151,202 o8 98 -— 97 96
Wisconsin 51,972 93 93 - 85 8s
West North Central
iowa 41,282 96 96 86 85 94
Kansas 33.258 96 96 o2 95 92
Minnesota $5.,301 97 97 a5 92 83
Missouri 70,000 a5 g3 69 a7 a7
Nebraska 23,461 97 96 90 o7 97
North Dakota 11,896 a7 96 95 97 97
South Dakota 9,450 88 - 88 86 88
South
South Atlantic
Delaware 13,294 o5 95 59 a4 95
District of Columbia 10,379 o8 97 a5 95 97
Florida 248,326 93 93 93 93 a3
Georgia 111,626 82 82 82 82 82
35,158 99 100 -— 95 99
North Carolina 82,332 96 9c --- 96 96
South Carolina 81,774 o4 94 S4 S4q 94
Virginia 74,971 95 95 - 94 o4
West Virginia 25,098 9E. 98 --- 97 o8
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and Otalte wmmmmmn&

Alabama 117,404 96 96 96 96 96
Kentucky 75,511 90 90 —— 90 90
Mississippi 52,890 92 92 -—- 92 92
Tennessos 118,361 98 a8 -—— 98 98

West South Central
Arkansas 32,103 97 a7 25 96 Q7
Louisiana 64,324 97 97 --- a5 95
Oidahoma 40,486 96 96 -— 94
Texas - -—- -——- -——— - -—-

West

Mountain
Arizona 67.930 90 86 68 92 93
Colorado 41,360 73 73 73 73 73
idaho 22,011 67 67 67 67 67
Montana 12,584 84 82 77 83 84
Nevada 10,633 o4 a3 c——— 93 95
New Meaxico 17.730 o8 a8 -——- 98 98
Utah 28,384 98 o8 97 97 96
Wyoming 4,803 90 89 86 88 89

Pacific
Alaska 5,101 97 97 82 as 96
California 287.365 o1 476 468 88 90
Hawaii 14,385 o5 a5 -— a5 a5
Oregon 14,882 97 96 85 93 a2
Washington 2,016 88 87 80 79 78

'mmmmmwmmmmmnmmdphm After age S or

w.MwamWMaﬁmmim.mmﬁMBm
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SOURCE: Center for Dissase Controt, immunization Division: Data from the 1978—79 School Entry
Assessment.

ERIC 142




Without
Populstion Reguler Piace of Usual Care
in Source
Characlerietic Thowusands of Care Total® Office Hoepital Other
Percent of population
Total undier 18 years' 67,247 9.7 88.3 78.3 5.6 2.9
Age
Under 6 years 19,649 6.9 91.8 80.8 6.2 3.7
6-11 yours 22,155 9.1 89.2 79.4 5.6 2.4
12-17 yoars 25,443 12.3 84.9 75.5 5.1 2.7
17=-15 years 16,726 111 87.5 78.1 5.1 2.8
16-17 yeoars 8,716 14.7 79.8 70.7 51 25
Race
White 56,493 84 89.8 825 3.4 2.4
Biack 9.628 17.3 80.1 54.4 18.6 59
Health status
Excellent and good 63.759 9.6 88.4 78.6 54 29
Fair and poor 3,129 10.6 87.1 7.8 9.2 2.5
Family income
Under $5,000 8.029 18.1 80.0 60.9 12.3 58
$5.000-$9,999 15,392 12.5 85.6 72.8 7.6 3.9
$10,000-$14,999 18.829 7.2 S90.9 82.3 4.4 2.4
$15,000 or more 21,287 58 92.5 86.7 2.7 1.5
Residence
SMSA, 46,097 9.1 88.7 76.8 7.0 3.3
Central city 19,227 122 853 67.3 12.3 4.4
Outside central city 26,871 7.0 91.1 835 3.2 26
Outside SMSA 21.150 10.9 87.5 81.6 2.5 2.0
Region
Northeast 15,187 9.1 89.2 79.2 6.4 2.
North Central 18,351 6.4 91.3 84.8 3.4 1.2
South 21,446 11.8 86.6 741 7.2 3.8
West 12,263 11.6 858 74.7 52 4.8

'Mdﬂ&mdoﬂwrmmdmwm.mtmamecam
’Exehdudﬂdrm!orwhomiﬂomnﬁononmdmbmhbb.
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TABLE 27, Rogular Physcen st Place of Unuel Car fr Chidren and Youhs Under 18 Yours of Age, According o Specaty o

Physician, and Selecied Characlorisics: Untied Stales, 1974
With Regular Source of Care
With Reguiar Physician
Spocially of Regular Physician
Wihout
Popuistion  Reguler Wihout
n Source Regulsr Genoral _
Cheracleristic Toussnds o Can®  Tos®  Physicn  Tolsl  Practtioner Podlatrician Indemisl
Parcant of population
Total under 18 years 67.247 9 83 105 T8 49 a8 12
Age
Under 6 yors 19,649 69 94 14 804 U2 85 '
§11 yours 2,155 91 892 99 73 65 24 '
12-17 yoars %443 123 89 103 76 543 14 24
1215 yoars 16,726 111 I 10.6 0 534 184 '
16-17 yoars 8né W7 18 97 701 5.2 68 '
Race
White 56493 84 88 81 8.7 82 %2 13
Black 9,628 13 801 7 554 32 186 '
Heath status
Excalent and good 63,759 96 884 103 781 49 21 12
Fair 8d poor 318 106 I 133 18 456 %3 '




Undar $5,000 802 181 00 186 614 e 149 07
$5,000-46.900 15,392 125 856 129 78 6.8 22 06
-~ $10,000-814.699 18829 12 09 85 84 488 26 11
$15,000 or more .87 58 05 11 85,1 Ty %3 21
Reaidence
SMSA 46,097 91 8.7 123 164 02 822 14
Contral clty e A S 1 S T RV R VI
Qutaide contral ity &8N 10 Rl 86 825 34 3.4 16
Quiside SMSA 1,150 109 815 64 811 582 184 07
Region
Northeast 16,187 04 8.2 99 13 038 33 22
North Central 18,381 84 03 18 834 M4 p Y} 10
South U6 118 8.6 122 T4 39 a4 07
Wost 1226 118 858 12 Nl 28 a0 12
' chidren of other races wnd shown &
T e

-
&
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§ TABLE 21, Roguiar Source of Care kr Cidrn nd Youths Under 17 Yours of Age, According fo Reguiar Physician and Travl T,
Type of Hoath Ineurance Comrage, nd Seleced Characuistis: Und Sk, 1970

With Regular Source of Core
Without With Travel
Population Reguiar Without Time of
Type of Hoalth Insurance In Source Roguler % Minvtes
Coverage and Characleristic Thousande of Core' Tola! Physiclan or More
Percont of popuiation
Tota) under 17 years 59,012 10 R0 U1 159
Private or military only 44,954 56 M4 X8 17
Medicaid with or without other
Covrage 6,7% 83 o7 38 26
Madicaid only 5,638 82 918 37 iR
Uninsured 6,409 142 838 %0 193
Race
White 8,945 65 %S5 A5 15.
Private or military only 30,760 5.2 M8 194 145
Madicaid with or without other
Coverage 3587 81 019 300 189
Uninsured 49 144 8.6 33 165
Black 9,148 97 %3 405 23
Private or miltary only 4544 90 91.0 3.6 168
Medicaid with or without other
coverage 3,074 84 916 411 26
Uningured 1,397 121 879 826 80
Poverty level
150 percent or less of poverty level 16,557 96 %04 ', 20
Private or mitary only 10 87 0.3 ikl 195
Madicaid with or without other
Coverage 5314 19 921 KIE) 0.1

Unisured 1660 "2 B8 %9 214




v
xxxx

™
! Y
N

180-130 porcat o powry o 11,08

67 %3 %0 162
Privele or milkary only 84 57 43 a8 162
Nodkcaid with or without other
0w L] 10 80 Ul 5
Uniheured 100 133 87 38 169
20 porcant or more of poverty love %14 131 889 180 153
~ Privle or miltwy only 24,618 128 812 A 129
Nedkald with or without other
L] u 67 ®3 %4 2.2
Uninaured 1,017 182 818 8.0 168
Mobcpolkan statue
Nebrcpoltan %In 13 Q7 %4 14
Privale or milary only 0,608 58 M2 A1 132
Nedicald with or wihout other
- owag S8 8 916 "s 204
Unineured 3,589 169 8.1 (K 157
Nonmebropoltan 19,03 85 $05 A0 192
Privale or miltry only 14,48 53 Wl 194 18
Nedcad with or without other
Mg 1587 79 Q.1 %8 Q4
Uninured 2810 107 8.3 %6 A9
Ap
Undar 6 yours 18411 60 4.0 A0 178
Privale or miltary only 1335 43 %7 194 164
Medicald with or without other
oW L 78 %4 %5 as
Unineured 2.1 128 812 %6 190
617y 40,601 15 05 %0 154
Privale or miltary only 31,586 82 88 A5 139
Medicad with or without other
©vnge 4310 87 9.3 36 2.1
Uninsured 4,158 149 8.1 %2 195
"Excludes chidren forwhom information on source of ¢are is unavaiahie.

NOTE: Data e busad on householdInerviews of  srrple of th civikan oinstiutionakond popuiation.
SOURGE: Ovion of HowlInerview Staieica, Ntionwl Contror et Staitics: D from the Heathintarview Sunwy.
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5 TARLE 3. oguier Source of Care or Women 1744 Years of Age, Accurding 1o Reguiar Physcian and Travel Tie, Type of Heelt

Ineurance Coverage, and Selected Characieristion: United Stales, 1078
With Reguiar Source of Cane
Wihout Wih Travel
Type of Hoatth lnsurance Population Reguiar Without Time of
Coverage and n Source Roguiar % Minuies
Cheraclerietic Thousends of Cone' Tolal! Physicien or More
Parcont of population
Total women 17-44 years 45,676 121 879 2.0 158
Private or miltary only 3,557 106 894 264 150
Madicaid with or wiviout other
COverage 338 96 904 3.1 Q7
Medicaid only 151 95 %05 36 24
Uningured 3K 2.5 785 4. 174
Race
White 3,112 120 880 3 150
Private or miltary only 2,5% 106 894 %6 146
Medicaid with or without other
coverage 183 113 8.7 R17 197
Uningured 4§67 .2 78 i 163
Black 5818 1.3 8.7 30 29
Private or miftary only 343 99 %041 24 184
Medicaid with or without other
Coverage 1,452 T4 0.6 Y %4
Uningured 1] 193 8.7 524 %9
Poverty level
150 parcont or less of poverty level 9,9 140 8.0 33 198
Private or mitary only 4745 121 873 U0 18.3
Madicaid with or without other
COVerage 251 92 908 05 A
Uningured 2416 A2 788 452 19.5




m-mpmumw 748 122 " 29 187

Privale or-milry only s 108 805 %5 157
Nedcald wih or without other . ; 0 ,
0N 1 [ 4 .} 187
Uninaured 958 23 m ns 4
mmamdm ovel 2500 107 893 %1 13
Privae o mikary cnly 8. 104 899 a7 12
Nodcald wih or without other
ooverge yr] 118 832 22 a4
Unineured 128 2 74 X7 160
Nebopotan stk
Meiropolken R216 128 872 32 147
Privle or miltary only 2559 13 8.7 a9 139
Nodicaid with or without other
0OWrage 2610 99 %0.1 28 A48
Unineured 340 A3 151 456 164
Nonmebropoltan 1340 104 86 A8 183
Privae o miltary only 10,668 91 %09 26 16
Medicaid with or without other
OV 7% 87 03 Al &8
Unered 187 185 85 00 191
"Exchudes women for whom information on s0uce of care s Lnevalabie,

mnmumwwmmmmmmmmm
mmammmwwummmmmmmsm
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o TARLE 0 Roglor Bouroe of Cane for Chikiwn and Youte Under 17 Yo of Age, Acueeding 10 ce o U Car, Tpe of ool

© _ Iourance Coverage, and Seleced Characherielion: Unied Blaies, 1978
- Place of Usual Care
Tioe of ool ogulc Mol Howphel
Inaurance Coverage Source Ovpatenl  Neslh  Emwgwey Moo Than
ond Characherilic of Cane! OMe  Owpermenl Conler Room One Place
st e —— . o
Porcent of population
Totl under 17 yoars 20 6 86 29 10 14
Private or miltary ony U4 <} 3 14 06 14
Modicaid with or without
oter coverage 9.7 502 138 102 24 14
Medicaid only 918 518 142 1.3 . 15
Uningured %4 849 88 56 23 12
Race
White 85 vl 39 1 07 13
Privale or miltary only %8 8. 33 09 05 13
Medcaid with or without
other coverage 819 64 88 67 15 16
Uningured 8.6 105 56 40 13 09
Black %03 59 144 87 KR 16
Private or miktary only 9.0 883 80 58 19 18
Medicaid with o without
ot Covrage 916 i®7 194 146 34 14
Uninaured 819 “i 206 1.1 6.1 26
Poverly lovel
150 parcent or lees of
poverty level 904 663 105 62 20 12
Privale or miltary only 93 3 15 30 13 10
Medicald with or without
obwr Covrage 81 500 14 104 23 16
Unineured 88 619 1.1 8.1 28 1

i 1.9



100100 proant of powry ol 803 X4

80 14 0d 1
Privale Or iy only 4 Qs (1 13 07 1
Wodcald wih or wihout
oY oonge CT I 7! "8 82 08 -
Uningured Y] a4 LY A 2 4]
&0 paroent or mone
of poverty lovel Y ] '} 14 04 K
Pials o Wlkay only %) 2 27 10 04 13
Modkonld wih or without
oot cowrage 0 Y L 3 o 14
Uninowred 04 8l 28 2 04 09
Neropolien stehe
Mebopoen ®? N (4 36 12 4
Privale &r slkwy ony TR T u 18 07 14
Nodioaid wih or wihout
o covrge 0 ) 2 14 29 15
Uningtred & 585 122 15 3 15
Nonmeiropoliten 08 (<1 A6 15 07 1.3
Privale or miltary Oy 7 4 k] 06 06 13
Nedicald wilh &r without
Ot COVrage R4 84 8 64 05 08
Uninaured %3 785 i 3 12 09
A
Under & yours 0 82 65 4 08 1
Privale or miltary only %7 Y i 19 05 10
Medicad wih or without
o covrage %4 519 " 14 19 15
Unineured 02 K a8 88 12 08
817 yrs ws nt 54 24 12 15
Pl or Iy only %9 83 3 K 07 15
Nedcad wit or without
oot cownage 3 138 0 2. 13
Uningured A 82 87 39 2§ 15
. . n
A Exchrdos chidhen for whom inormallon on source of car s nevelate,

INOTE: Data b cn umebol Pkriowsof el ofthecven oniathtoralond popiion
OURCE: Dbl of ol londow S, Nadonsl ContrforHooh Staiei: Dot o e oo iaiow Sy
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o TABLE 31. Ususl Sowces of Care ot Women 17-44 Years of Age, According to Place of Usual Care, Type of Health insurance
N Coverage, axd Selecied Characteristics: Uniled States, 1978
Place of Usual Care
With
Typs of Haath Reguiar Hospital Hosptal
Insurance Coverage Source Ouipatient Heath Emergency  More Than
and Chanclerstic of Caret Oftics Depertment Conter Room One Placs
Percent of population
Total women 17-44 years 879 732 51 25 10 34
Private o miitary 894 165 40 18 07 36
Medicaid with or without
other coverage %4 590 154 19 27 27
Medicaid only %0.5 5.7 16.8 90 30 27
Uningured 785 61.0 6.6 42 18 24
Race
White 8.0 755 4¢ 19 06 34
Private or military 894 8 35 15 05 36
Medicaid with or without
other coverage 8.7 676 95 41 25 29
Uninsured 788 645 54 36 09 22
Black 8.7 592 127 66 32 36
Private or military %0.1 680 82 41 27 40
Medicaid with o without
other coverage 926 482 82 124 29 27
Uninsured 8.7 457 132 15 6.8 38
Poverty level
150 percent or fess of
poverty level 8.0 611 10 56 2 28
Private or military 873 66.0 70 43 12 27
Medicaid with or without
other coverage 908 575 16.0 85 32 30
Uninsured 788 559 9.1 52 3.0 29




-
4]
W

1501190 parcrt of povey lve
Privale or mikary

 okead wih or Wt

obier coverage
Uninsured
200 percent or more of
poverty leve
 Private or miltary
Medicaid with or without
other cowage
Uningured

Melropoktan
Private or mitary
Medicaid with or without

other coverage
Uninsured
~ Nonmetropoiitan
Private or miltary
Medicaid with or without
olher coverage
Uninsured

818

05

%4
mi

83
88

882
[LL:

812
8.7

.1
[LY)
806
%9

93
85

78
78

109
626

784

188

N2
ni

1o
754

83
M0
786
800

783
[rX

60
56

121
6.3

30
30

83
22

98

40

193
87
36
38

21
30

13
17

16
33

13
13

36
14

28
19

83
47
19
14

45
32

09
10

04
04

08
03

10
07

32
23
08
07

10

10

28
29

32
21

39
40

13
24

38
40

23
23
239
26

21
23

 Exciudes women for whom information on Sourca of care is unavailabis,
NOTE: Data e based on househokd interviews of  sample of the civilian noninstitutionalized population.
SOURCE: Division of Haalth interview Statistics, National Canter for Heatth Statistics: Oata from the Health Interview Survey.
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TABLE 32. Ewe-aorid Mobrs 15-44 Yoars o Age i 1973 Who B Fod The Ft Coefr 3 Mot o Mor, Acorog

§ Yoor o Bich of First Chld and Seiecied Charscwstcs o the Mothe: Unied Staes, 173
Yoor of Birth of First Child
Al 1950 or
Characleristic Yous Bokore 195185 1856-80 195185 1966-70 191-1
Tota) ver-married mothers Paroent of ever-marmied mothers who braast fed first child
1544 yoars 130 20 18 184 123 82 14
Ralgion
Catholic 10.8 163 148 134 109 16 59
Protestant 138 3.2 198 134 118 8.2 10
Jowish 12 %8 1 238 9126
Othe: or none 172 48 6.7 184 26 87 156
Raco and Spanish origin
125 &0 16.7 127 124 8.5 16
Slack 16.7 454 284 180 95 39 "5
Spanish origint 2.1 KIN} R4 317 163 1.2 Q7
Fam backgvound
Fam 19.0 .7 %9 204 128 83 6.3
Nonfam 109 28 138 105 121 81 13
Geographic region
Northeast 10.1 265 105 16 98 1120 6.9
North Cantral 10.0 264 10 1.3 1.2 50 6.3
South 154 4.3 82 1.2 123 6.1 47
West 16.1 25.6 190 16.6 164 120 136
Education
8 yoars o less 2.0 2.6 383 20 154 122 21
8-11 years 133 312 26 155 15 27 99
2y 8.6 22 119 86 9.5 Y 49
13-15 yoars 144 M.6 126 136 199 98 94
16 yoars or more .6 *186 127 191 64 54 19.1

N 109




Occupation
Nover worked 164 49 2.2 28 174 89

. . e

Professionals and managers 192 X4 24 169 76 22 172

Stles and clrical workers 91 %8 110 98 103 §8 52

Servics workers 143 362 241 131 1.1 63 10
Craftworkers, operators,

0 farmworkers 142 30 26 161 122 59 4

Poverty leve!
Bolow poverty level 2.1 452 U5 212 137 109 %8

100199 povcent above Y 70 TR 36

. : 37
20-269 porcant above 103 303 187 105 103 89 1

300 porcant or more above 123 38 132 108 120 121 &5
Empioyment between firs!
and sacond birth
No secong birth 18 %0 178 126 109 85 56

Epopdbuween bt~ 122 x) g5 o 90 78

. . 135
Moo bovombits 160 %3 2 g0 g W 1

"Women of Soanieh crigin may be of any rice.
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der 18 Yeers of Age, According to Frequency of intake, Race, Age,
and Sax: United States, 197174

Frequency During Preceding 3 Months

2 or More 1-8
Race,’ Age, Sex, Thmes Once Thmes Seidom or
and Food Group per Day oer Day peor Week Never

1—5 years
Whole milk 74.4 11.6 7.8 6.3
Meat and poultry 315 53.9 142 0.3
Fish and sheiifisn O.1 0.7 51.7 47.5
Eggs 0.4 17.4 69.8 12.4
All fruit and vegetables 54.6 27.1 7.8 0.5
Breads 54.9 329 10.3 1.7
Cereals 24 326 56.7 8.4
Desserts 19.3 40.0 36.9 3.8
Candy - 5.2 258 53.3 15.7
Sweetened beverages? 12.8 26.8 42.8 17.6
Coffees and tea 3.2 111 20.7 65.0
Salty snacks 2.2 12.6 65.3 19.9

6-11 years
Whole milk 69.6 19.1 7.5 3.8
Meat and poultry 321 56.8 10.8 0.4
Fish and shellifish Q.- Q.7 56.1 43.0
Eggs J.1 9.7 74.3 15.8
All fruit and vegetables 63.5 29.5 6.8 0.2
Breads 679 253 6.4 05
Cereals 1.8 28.8 60.9 8.4
Desserts 18.4 448 34.4 2.4

53 25.4 57.3 12.0

Sweetened beverages? 11.4 264 49.1 13.0
Coffee and tea 3.3 10.4 27.2 59.1
Salty snacks 2.3 19.6 66.0 12.0

12-17 years
whole milk 56.5 20.1 15.7 7.7
Meat and pouitry 36.5 48.6 14.4 0.5
Fish and shellfish 0.0 0.9 49.9 49.2
E 03 8.7 65.3 25.7
All fruit and vegetables 58.0 30.8 10.8 04
Breads 62.1 27.5 10.2 0.2
Cereals 1.4 16.0 51.8 30.9
Desserts 15.2 329 47 .1 4.8
Candy 7.0 204 55.0 17.6
Sweetened beverages? 17.9 28.5 44.0 9.6
Coffee and tea 7.5 16.6 30.4 45.5
Sality snacks 2.5 158 65.8 16.0

White, both sexes

1—5 ysars -
Whoile milk 753 11.0 7.1 6.5
Meat and poultry 30.4 554 13.9 0.3
Fish and shellfish 0.1 0.7 50.2 490
€ggs 04 17.2 €9.6 12.9
Al fruit and vegetables 66.7 259 6.9 0.6
Breads 53.8 34.2 10.0 21
Cereals 2.3 321 56.8 8.7




TA&ES&WGMMW&C&M“YG&M&%
and Sex: United Staies, 1971-78 (Cont.)

Frequiency During Preceding 3 Months

2 or More 1-3
Race,’ Age, Sex, Thnes . Once Tmes Seldom or
and Food Group per Day peor Day per Weelk Never
Desserts 20.1 39.4 36.9 3.5
Candy 50 25.3 53.9 15.8
Sweetsned beverages? 12.6 26.4 42.7 18.4
Coifee and tea 35 1.3 20.3 64.8
Salty snacks 2.2 10.7 64.9 22.1
6-11 years
Whole milk 72.8 17.4 5.9 3.9
Meat and poultry 30.4 58.2 11.0 0.4
Fish and sheilfish 02 C.6 54.8 44 4
Eggs 0.0 8.7 - T75.2 186.1
All fruit and vegetables 65.0 28.7 6.2 0.2
Brends 66.8 271 58 0.3
Cersals 2.0 29.2 60.4 8.4
Desserts 19.4 44.5 33.6 2.6
Candy 4.7 234 588 13.1
Sweetened beverages? 11.8 252 49.2 13.9
Coffea and tea 3.4 11.0 26.6 59.0
snacks 1.9 18.6 66.6 12.9
12--17 years
Whole milk 59.8 18.0 14.3 8.0
Meat and pouliry 355 49.6 14.5 0.5
Fish and sheiifish 0.0 0.8 49.2 499
Eggs 03 7.7 65.5 26.5
All fruit and vegetables 5895 30.6 9.5 04
Breads 60.4 28.9 10.4 0.3
Cereais 1.1 16.6 50.7 31.6
Desserts 14.9 33.4 46.7 5.0
Candy 55 19.0 58.C 17.5
Sweetened beverages? 16.8 28.6 44 .0 10.7
Coffee and tea 8.2 17.5 29.7 44.6
Salty snacks 1.7 144 66.1 17.8
12--17 years, male
Whole milk 67.0 15.6 12.9 4.4
Meat and poultry 38.0 47.0. 14.8 0.3
Fish and shellfish 0.0 1.0 50.3 48.7
Eggs 0.4 7.4 69.2 23.1
All fruit and vegetables 57.3 323 9.6 0.7
Breads 67.5 25.0 7.2 0.3
Cereals 1.9 21.5 52.9 23.7
Desserts 16.8 34.7 45.0 3.6
Candy 59 19.8 58.0 16.3
Sweetened beverages?2 20.3 28.7 43.6 7.4
Coffee and tea 7.0 17.9 29.4 45.8
Salty snacks 2.1 15.5 66.2 16.1
12-17 years, female
Whola milk 52.3 20.4 15.7 11.7
Meat and poultry 329 52.2 14.1 08
Fish and shellfish 0.1 G.7 48.1 51.2
Eggs 0.2 8.0 61.7 30.1
157
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TABLE 33. Selected Food Groups by Chiidren and Youths Un-

of
18 Years of Age, According 1o Frequency of intake, Race, Age,

der 1
and Sex: Urited Stadss, 197174 (Cont.)
Frequency During Preceding 3 Months
2 or More 1-8
Race,' Age, Sex, Times Oncs Times Seildom or
and Food Group por Day per Day per Week Never
Percent distribution
All fruit and vegetables 6.7 288 9.4 0.1
Breads 53.1 33.0 13.7 0.2
Cereals 0.3 115 48.4 39.7
Desserts 131 320 48.4 6.4
Candy 5.1 18.1 58.1 18.7
Sweetened beverages? 13.1 28.5 443 14.0
Coffee and tea 9.5 17.1 30.1 43.4
Salty snacks 1.2 13.3 66.1 19.4
Btack, both sexes

1—S years
whole milk 8.0 5.2 11.9 49
Meat and poultry 38.3 45.7 15.9 0.2
Fish and shellfish c.0 1.0 60.0 39.0
Eggs 0.C 18.5 71.G 9.7
All fruit and vegetables 52.4 34.1 13.4 0.0
Breads 61.6 252 12.2 1.0
Cereals 23 35.2 35.9 6.6
Desserts . 14.3 43.4 36.9 5.4
Candy 6.7 28.6 49.2 15.5
Sweetened beverages? 9.4 30.4 45.8 14.4
Cotfee and tea 1.4 11.7 22.6 64.3
Salty s=acks 2.0 2.0 67.3 6.7

6—11 years
whole milk S50.7 28.9 17.3 3.2
Meat and poultry 41.7 48.3 98 0.3
Fish and sheilfish 0.0 1.6 643 34.1
Eggs 1.0 16.2 68.5 14.2
All fruit and vegetables 554 34.2 10.4 0.0
Breads 772 18.1 4.1 0.6
Cereais 1.7 26.1 63.8 84
Desserts 13.1 46.6 39.2 1.1
Candy 8.6 37.6 48.5 5.3
Sweetened beverages? 94 343 49.1 7.2
Coffee and tea 2.8 6.7 30.9 59.6
Saity snacks 49 261 62.6 6.4

12-17 years
Whole milk 36.0 333 24.5 6.1
Meat and powuitry 43.2 422 14.0 0.7
Fish and sheitfish 0.0 1.1 54.4 445
Eggs 0.4 149 63.7 21.0
All fruit and vegetables 48.7 31.8 18.9 0.6
Breads 70.8 19.5 9.5 02
Cereals 3.3 12.2 58.4 261
Desserts 17.1 29.9 49.5 3.5
Candy 16.4 29.1 36.1 18.4
Sweetened beverages® 253 27.5 44 .4 29
Coffee and tea 3.2 10.8 34.4 51.6
Saity snacks 7.5 24.0 63.4 5.2




2 o~ Move -3
Race,' Age, Sex, Times Once Times Seldorn or
and Food Group peor Day per Day por Weelk Never

Whole mili 408 354 20.0 3.7
Meat and poultry 37.5 43.8 18.2 0.5
Fish and sheilfish 0.0 1.9 545 43.6
Eggs -0.2 132 71.7 15.0
All fruit and vegetables 44.6 319 22.2 1.3
Breads 76.2 17.7 58 O«
Cereals 58 13.7 56.9 23.5
Deagperts 19.7 307 454 42
Candy 16.5 258 8.3 19.5
Sweetoned beveragesz 24.8 30.8 41.7 2.7
Coffes and tea 27 12.3 322 52.7
Sailty snacks 8.7 235 60.9 6.9
12-17 ywars, female
Whole milk 313 313 28.9 8.5
Meat and poultry 48.7 40.6 9.9 c.8
Fish and shellfish 0.0 03 54.4 453
Egos 0.7 16.5 55.8 27.0
AR fruit and vegetables 52.7 31.6 15.7 0.0
Breads 69.1 18.8 12.0 0.0
Cereals 0.8 10.6 - 598 28.7
. Desserts 145 29.1 53.6 2.8
Candy 16.3 32.5 33.9 17.3
Sweetened beverages? 28.7 242 47.1 39
Coffes and tea 3.7 9.3 36.6 50.4
Salty snacks 6.2 24.5 65.8 35

NOTE: Data are based on dietary interviews of a sample of the civilian noninstitutionalized

population.
somcawmrormsm Foodcombonproﬁleaofblackandmma
persons aged 1-74 memmmn-n by C. M. Dresser. Vital and Health Statistics.
Series 11—NoO. 210. DHEW Pub. No. (PHS)?S—‘IBSB. Pubbc Health Service. Washington. U.S.
Government Printing Office, May 1979
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TABLE 34. Consumption of Selacted Food Groupe by Women 18-44 Years of Age, According %o Fraquency of Intake and Race: United
Stales, 1971-14

Froquency During Preceding 3 Months

4 Times 1-$ Seldom
peDey  3Times 2 Times Once Times o
Rece' 72l Food Group Tota! orMoe  pwrDay  porDey  pwDay  por Woek Never

Whie Percant distribution

Whole milk 000 18 6.7 137 22 22 284
Skim mik 100.0 03 13 32 44 79 89
Meat and pouty 1000 01 06 266 £ 2 15, 05
Fish and shefifish 100.0 0.0 00 00 09 §5.2 43
Eops 100.0 00 0.0 02 149 66.1 188
Cheese 100.0 01 0 09 124 N8 107
Lagumes, seeds, ané nuts 1000 0.0 00 05 45 538 411
Fruts and vegetabes,

& kinds 1200 37 181 % U3 15 03
Frults and vegetables

fich in vitamin A 100.0 00 0.0 02 33 5.9 36
Fruits and vegetables

fich in vitamin C 1000 03 12 59 30 482 124
Bread 1000 04 124 X9 31 168 14
Coreals 1000 00 00 04 75 3.2 531
Fais and ois 100.0 04 80 26 40.7 2.0 82
Desserts 100.0 02 07 63 242 529 15.
Candy 100.0 0.1 02 08 99 4.0 49
Swoetened beveragest 1000 19 35 85 A5 U9 2.7
Artficialy

swosioned beverages 100.0 02 0.7 28 67 130 166
woffes and tea 1000 193 182 195 22 120 118
Sally snacks 100 01 01 04 4 55 315

0173




Black

Whole milk 100.0 09 38 89 181 8.7 3.5
Skitm mik 100.0 0.0 04 08 17 94 817
Meat and poutty 1000 0.3 39 %0 iS5 160 07
Fish and sheltish 1000 00 00 02 09 638 %0
Egge 1000 01 01 02 206 5.1 28
Chosse 1000 00 00 05 39 5.8 %8
Logumes, eds, and nuts 1000 00 05 00 84 .3 %8
Frolts and vegetables,

ol kinds 1000 32 113 85 381 170 1.0
Frults and vegetables

fich in viamin A 1000 00 03 13 69 69.2 22
Frults and vegetables

fich in viamin C 106.0 03 15 54 %8 5.5 146
Bread 00 12 189 3.3 3 23 10
Cormals 1000 0 01 00 6. %5 %3
Fats and ols 100.0 00 57 103 33 33 134
Desgerts 1000 01 14 6.1 B4 5.7 186
Candy 100.0 08 13 23 107 %5 #84
Sweetaned beverages? 1000 29 93 153 80 34 1.1
Artcialy

owoslened beveragest 1000 00 02 12 34 73 80
Coffes and taa 1000 ‘8 66 134 309 A8 248
Saty nacks 100.0 00 05 09 101 12 412

"Excludes women of ot races.
Toss notinclude 8conoic beverages.

mmmuammmmmmmmmmmm

MWMWMWMWWMMWMW 174 yoars, United States, 197174, by C. M. Oresser, Vil
#d Hoalth Satieis, Series 11, No. 210, DHKS Pub, No.N?MG&&MMWM.&WMWWMﬂg;&
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TABLE 35. Yool 12-17 Yoars of Age, According fo Sex and Women 1544 Yoars of AQe on & Spacial Dit, by Resson for Dit, Kind

of i, Sax, and Age: Uned Sike, 197174
Roason or D Kind o Dil
Movsln  On g Low
N S Ve N ol Cate v Lw A
Sumile Toumd Dl Lo Dabols Popay Obw Cooe hydoe Ft  Sat  Otw
Pt of pouin Purcnt of pogulaton
Male
nlyes  TA2 09 02 00 . 06 62 02 03 o1 07
Fongl |

PTyas 1208 52 31 06 04 15 28 038 15 04 W
e WSR2 64 04 06 3 55 2 3 12 3
9y O 78 54 03 05 19 46 12 26 04 2
Aoy 925 86 S8 03 12 20 50 19 20 12 2
Aumes  BE 09 T 03 09 &4 8 M 13 %

Bpeys NS 27 67 03 01 67 55 2 ¥ 13 B2

NOTE: Data are based on interviews of & sampio of the civikan noningtitutionaiized population.
§ RCE: Dnision of Heath Exumination Statistca, National Cente for Heaith Statisic: Oata fromthe Haath and Nutribon Examination Suvey.
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Years
Year
Type of Substance
Ever Used 1972 1974 1978 1977 1979
Licit substances Percent of youths
Alcohol —— 54.0 53.6 526 70.3
Cigarettes R — 520 45.5 47.3 54.1
Nicit substances -
Marihwuana 14.0 23.0 22.4 280 30.9
nhalants 6.4 85 8.1 9.0 9.8
Hallucinogens 48 6.0 5.1 4.6 7.1
Cocaine 1.5 3.6 34 4.0 5.4
Heroin 0.6 1.0 0.5 1.1 0.5

Stimulants 4.0 5.0 4.4 52 3.4

Sedutives 3.0 5.0 28 3.1 32

Tranquillzers 3.0 3.0 33 3.8 4.3

Anaigesics - - _— - 3.2

NOTE: Data are based on housshoid interviews of 2 sample of the civilian
noninstitutionsiized population.

SOURCE: Fishburne, P. M., H. I. Abgison, and 1. Cisin. Nationai on
Dvug Abuse: Main Findings. 1975.Contract No. 27-78-3508. Alcohol,
Abuse, and Mental Health Administration, Nationa! Institute on Drug Abuse.

ERIC 17 163



Past Yeear,
Age and Total Past Not Past Not Past
Type ot Substance Ever Used Month Ronthy Yeoar*
12-17 years Parcent of population
Licit substances
Alcohol 70.3 37.2 16.4 16.9
Cigarettes 54.1 2121 n.2 220
Mlicit substances
Marinuana 30.9 16.7 7.4 6.7
inhatants 9.8 20 2.6 5.1
Hallucinogens 7.1 2.2 25 2.4
Cocaine 54 1.4 2.8 1.4
Nonmedical use of
psychotropic drugs
Stirreiants 3.4 1.2 1.7 0.6
Secdatives 3.2 1.1 1.1 0.9
Tranquitlizers 4.1 0.6 21 1.3
Analgesics .z 0.6 1.6 1.0
1825 years
Licit substances
Alcohol 95.3 759 0.7 8.7
Cigarettes 828 42.6 4.1 6.9
Hhicit substances
Marihuana 68.2 35.4 11.5 214
nhalants 16.5 1.2 2.6 12.7
Hallucinogens 25.1 4.4 5.5 15.1
Cocaine 27.5 93 10.3 8.0
Nonmedical use of
psychotropic drugs
Stimutants 18.2 3.5 6.6 7.9
Seadatives o 17.0 2.8 4.5 9.6
Tranquilizers - 15.8 2.1 5.0 8.6
Analgesics ' 11.8 1.0 4.2 63

1nciudes thoee for whom most recent use could not be identified,
Mdmmnﬁ“d&mm&@&Sp«wﬁ)mmmmmmm
momunwmwwmdamammmm
populaton.
SOURCE: Fishbume. P. M.. H. |. Abslaon, and |. Cisin. National Survey on Drug Abxse: Main
Findlings, 1979. Contract No. 27-78—-3508. Alcohol, Drug Abuse, and Mentat Heaith Administration,
National Insttute on Drug Abuse, Rockville, Md., 1980. -




Age and Sex 17968 1970 1972 1974 1979
Percant of youths who are ciusrent smokers

Total, 12-18
yoars
Male 14.7 18.5 15.7 158 10.7
Female 84 119 133 153 12.7
12-14 yoars
Made 29 5.7 4.6 42 32
Female 0.6 3.0 2.8 49 43
1516 years
Maje 17.0 19.5 17.8 18.1 13.5
Female 9.6 14.4 183 202 11.8
17—-18 yeoars
Male 30.2 373 30.2 310 19.3
Fermale 18.6 228 25.3 259 26.2
‘Current smokers are defined as those who smoke One Cigarette or more
per weelc

m?muwaemrmmm
L%Tammwm U.S. Government Printing Office,

ERIC 1 '7,3 165




TABLE 39. Use of Specified Substances In the Past 30
Deys by High School Seniors, According %o
Type of Substance: United States, 1975-79

Ciuss of

Type of Substance 1975 1976 1977 1978 1979
Percent of seniors reporting use in

past 30 days
Licit substances
Alcohol 68.2 €8.3 71.2 72.1 71.8
Cigarettes 386.7 38.8 38.4 36.7 34.4
Hicit substances
Marihuana 27.1 32.2 35.4 a7.1 36.5
Cocaine 1.9 20 2.9 3.9 57
inhalants’® -——— 0.9 1.3 1.5 1.7
Hallucinogens? 4.7 34 1 3.9 4.0
Heroin 0.4 0.2 0.3 0.3 0.2
Other opiates?® 2.1 2.0 2.8 2.1 2.4
Nonmedical use of
osychotropic
drugs®
Stimulcnts 85 7.7 8.6 8.7 9.9
Sedatives 54 45 5.1 4.2 4.4
Tranquilizers 4.1 4.0 4.6 3.4 3.7

When the percent of students reporting use of inhalants is adjusted for
underreporting of amyl and butyl nitrites, the 1979 figure is 3.1.
2When the percent of students reposting use of hallucinogens is adjusted for
underreporting of PCP, the 1979 figure is 5.5.
Nnciudes only drug use that was not under a physician’s orders.
NOTE: Data are based On Questionnaires administered in schoel to a
sample of high achiool seniors.,

SOURCE: Johnston, L. D., Bachman, J. G., and O'Malley. P. M.: 7979
Highlights, Drugs and the Nation's High School Students. DHHS Pub. No.
(ADM) 80-830. Alcohol, Drug Abuse, and Mental Health Administration.
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TABLE 40. Ever Use and Recency of Use of Specified Subetances by High
School Seniors, According o Type of Substance: Unilted States,

1979
Recency of Use
Past Yeear, Not
Past Not Past Never
Type of Substance i Totali Month Past Month Yesr Used
Lidt m ST - m m
Alcohol oo 100.0 71.8 16.3 4.9 7.0
Cigarettes 740 100.0 34.4 1(39.6) 26.0
Ilicit substances
Marihuana 60.4 100.0 36.5 14.3 9.6 39.6
Cocaine 15.4 100.0 5.7 8.3 34 84.6
Inhatants 12.7 100.0 1.7 3.7 7.3 87.3
Adjusted? 18.7 100.0 3.1 6.1 95 81.3
Halucinogens 14.1 100.0 4.0 5.9 4.2 85.9
AdjustecP® 18.6 100.0 55 7.3 5.8 81.4
MHeroin 1.1 100.0 0.2 0.3 0.5 98.9
Other opiates* 10.1 100.0 2.4 3.8 39 89.9
Nonmedical use of
psychotropic drugst
Stimulants 242 100.0 9.9 8.4 59 758
Sedatives 14.6 100.0 4.4 55 4.7 854
Tranquilizers 163 100.0 3.7 59 6.7 83.7

"The combined total for the two columns is shown because the question asked did not distinguish
3%2“.90:&:90‘ - and butyt nitrites.
. .

“Inciudes only drug use that was not under a physician's orders.

NOTE: Data are based on guestionnaires administered in school to a sample of high achool
SPNIOrS.

SOURCE: Johnston, L. D., Bachman, J. G., and O'Malley, P. M.: 1979 Highlights, Drugs and the
Nation's MHigh School Studentz. DHHS Pub. No. (ADM) 80-930. Alcohol, Drug Abuse. and Mental
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TABLE 41. Population Served Wih Wih Fluorideted Water, According to Type of
Fluoridation, Division, and Stats: United States, 1975

Type of Fluoridation

Population Soth Adjusted Natural
Division and Stale n Thousands Types Water Water
Percent of population
United States 213,032 49.4 44 4 50
Northeast
New England 12,187 41.4 413 0.1
Connecticut 3.100 79.0 78.9 0.0
Mzine 1.058 39.9 39.9 -
Massachussits 5814 21.6 21.6 -
New Hampshire 812 13.1 11.3 1.8
fhode island 931 69.4 694 -
Vermont, 472 36.7 36.7 -
GO Zodantic 37.269 5.3 509 0.4
Moy Jorsey 7.333 =15 19.9 15
New York 18,076 66.7 66.5 01
Pennsylvania 11,860 46.2 46.2 -
North Central
East North Central 40,345 66.1 62.1 4.0 .
fllinois 11,197 86.1 78.0 8.0
Indiana 5,313 61.1 56.8 4.3
Michigan 9,111 75.7 74.0 1.8
Ohio 10,735 4+ 5 395 20
Wiaconsin 4,589 61.6 585 3.1
West North Central 16,690 35.0 50.5 4.5
towa 2,861 62.0 50.9 11.1
Kansas 2,280 512 44.7 6.5
Minneaota 3,921 71.0 71.0 0.1
Missouri 4,767 421 38.7 33
Nebraska 1,544 455 43.0 25
North Dakcta 637 50.7 458 4.9
South Dakota 681 61.7 53.0 8.7
South
South Atiantic 33,658 46.7 44.0 2.8
D >ware 579 38.2 38.7 0.3
Dastict of Columbia 712 100.0 100.0 -
Florida 8,277 335 25.2 83
Georgia 4,931 40.5 40.1 04
4,122 67.4 66.5 0.8
North Carolina 5,441 443 43.1 1.2
South Carolina 2,816 511 482 29
Virginia 4,981 49 8 49.7 0.7
Waest Virginia 1.799 50.5 50.4 0.0
East South Cetral 13,515 454 44.6 0.8
Alabama 3,615 31.0 30.0 09
Kentucky 3,387 50.2 49.8 0.4
Mississippi 2,341 245 22.1 24
Tennessee 4173 65.7 65.7 -
West South Central 20,867 49.3 229 19.4
Arkansas 2,110 37.0 36.1 0.9
Louisiana 3.806 22.9 18.% 4.4
Okiahoma 2,715 62.2 51.5 10.8
Texas 12,237 56.7 27.6 29.1




Population Both Adjusied Natural
Division and State n Thousands Types Wabter Waler
West
Mountain 9,625 41.5 221 19.4
Arizona 2,212 29.3 6.7 22.6
Colorado 2,541 81.4 54.2 27.2
idaho 813 2.1 5.9 26.1
Nevada 590 2.9 0.8 2.0
New Mexico 1,144 61.4 35.7 25.7
Utah 1.203 23 2.1 G.2
Wyoming 376 20.0 149 53
Pacific 28,27 22.5 18.2 43
Ala=ka 365 428 42.5 0.3
Czulormia 21,198 21.5 16.1 54
Hawail 868 6.3 6.3 -
Oragon 2,284 10.5 9.3 1.2
Washington 3.559 38.4 37.2 1.2
NOTE: Data are based on reporting by State officials. Water systemns are considered to
have dentsily fluoridation it they have 0.7 parts per milion or more naturally

natural
occurring flucride. Adjusted water systems are fluoridated at the optimal level according to the
average maxinum local daily air temperature.

SOURCES: Center for Dissase Control: Fiuoridation Census, 1975. Public Health Service, DHEW.
Atlarta, Ga., Apr. 1977; Drision of Dental Heaith, Bureau of Health Manpower: Fluoridation Census,
1967. DMEW Pub. No. (NIH) 68—428. National institutes of Heaith, Bethesda, Md., 1968; ).S. Bursau
of Census: Population sstimates and Current Popuistion Reports. Series P-25, Nos. 460
and §46. Washington. U.S. Governmant Office, June 1971 and Feb. 1977.
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) According | Solecied Characieristics: United Stakes, 1977
Inferior or Structural Deficlency
Cracki/ols  Poaling Broken
Populstion  Basement In Paitin  Plaslerln  Holes In
Characlorisic inThousands  Leaks'  Roof Lesks Walls/Colings Walla/Callings Walls/Collings  Floors
Percent of population

Total under 18 years 64,291 128 15 13 51 46 28
Age

Under 6 years 18,583 123 80 84 56 47 34

6-11 years 451 129 13 13 5.1 46 28

12-17 yaars 4276 132 13 64 47 45 23
Sex

Male 32,650 129 15 13 49 45 26

Female 3,65 128 15 13 53 4 29
Race .

White 3,813 136 6.6 55 41 36 19

Al other 10,441 9.1 120 16.2 10.3 96 14

Black 9,12 93 129 171 105 10.2 80

Famiy income

Under $5,000 6,594 102 132 168 13 9.6 82

$5,000-$9,999 10,69 9.6 124 138 89 17 59

$10,000-$14 9% 1258 KA 16 16 50 56 25

$15,000-824,999 20,550 139 52 39 28 e 10

$§25,000 or more 13,566 148 44 24 25 20 06
Sex of householder

Male head, wife pr nt 82,31 13 6.8 - 88 40 36 20

Other male head 1558 138 88 113 6.0 12 45

Female head 10,437 1.3 108 156 103 89 85




Education of householder

8 yous o g 8,785 95 128 147 10 99 68
%11 youry 10,504 99 92 109 63 73 44
12 yours 28513 139 83 6.1 43 a7 2
13-15 yoars 10,062 128 6.1 51 33 23 13
16 yoars or more 11,066 159 55 26 7 19 09
Famly aize
2 persons 1587 109 78 99 57 50 3f
3 paisons 9,048 1.0 8.1 64 44 33 4
4 persons 19492 128 6 51 33 29 20
5 persons 15484 135 A 6.1 44 40 23
§ persons or more 18117 135 104 108 78 15 42
Residence
Inside SMSA' Ul 127 68 10 49 43 23
Gontral cities of
large SMSA 1247 18 88 15 86 15 44
Suburbs of large
SMSA 18,366 128 52 48 34 29 10
Outside SMSA 19,904 132 9.0 79 55 52 38
Fegion
Northeast 13818 B3 83 89 14 60 26
North Central 17163 03 64 59 43 43 19
South 1,75 50 86 82 52 48 45
Wee 11,589 40 6.1 51 36 30 15

"inchudes only the 50 iargest SHISA's,
*wmammwwmmeamwmm

mmmmmMMmmmmmmmmmmmmm
SOURCE: U.S. Bureau of the Census: Cata rom the 1977 Amcal Housing Survey. Spacial tabulatons prepared by the US, Bureau of the Cansus, Canter for
Damographic Sudes
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TABLE 43. Chilcdren and Youths Under 18 Years of Age Living in Structes
With Specified Plumbing Deficiencies and With Specified Wate: and
Sewsage Disposal Faclilties, According 10 Selecisd Characteristicy”
United Stales, 1977

Plumbing Water and Sewage
Deficiencies Faciiities
Water Not Not Connec-
Population Whkhout Obtained ted %0 a
in Piped-in From - Public
Characieristic Thousands Total Waler a System Sower
Percent of population
Total under 18 years 64,291 2.1 0.9 21.8 34.0
Under 6 years 18,583 2.0 0.9 20.0 31 4
6-11 years 21,451 2.1 0.s 218 34..
12-17 years 24,276 2.1 1.0 23.1 35.7
Sex
Male 32.650 2.0 0.9 21.9 34.3
Female 31,653 21 1.0 21.5 33.5
Race
White 53.873 1.3 0.5 23.9 37.0
All other 10,441 6.1 3.4 11.1 18.1
Black 9,125 7.0 3.9 11.7 19.0
Family income
Under $5,000 €.594 7.6 3.9 211 31.8
$5.000—$9.999 10,696 4.9 2.2 23.0 34.7
$10.000-$14,993 12,528 1.7 0.5 23.4 35.5
$15,000-$24,999 20.550 0.4 0.2 22.1 34.9
$25.000 or more 13,566 0.1 0.1 19.0 31.4
Sex of househoider )
Male head, wife present 52,321 1.7 0.7 23.9 36.9
Other male head 1,558 4.1 2.5 19.7 32.5
Female head 10,437 3.7 1.9 11.3 193
Education of househoider
8 years or less 8.785 4.2 285 40.9
9-11 years 10,504 . 1.4 23.9 36.1
12 years 23.513 0.8 0.3 233 35.6
13—15 years 10,062 0.3 0.1 18.2 30.3
16 years or more 11.466 0.1 0.0 145 26.5
Family size
2 persons 1,587 1.6 0.5 111 18.8
3 persons 9,648 1.3 0.4 17.8 292
4 persons 19,492 12 0.6 20.8 34.0
S persons 15,484 1.6 0.6 23.6 36.6
6 persons Or more 18,117 3.9 1.9 24.3 35.5

d
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Tmummvmumuvmamummm
Sewage Disposal Faciiiies, According 10 Selected Characlerietics:
United Siates, 1977 (Cont.)

Plambing Water and Sewage
Deficiencies Facillities
Water Mot Not Connec-
Popuiation Withoat Obtalnod od o a
in Piped-in From Public
Characteristic Thousands Total Waler a System Sewer
Percent of population
Raesidence
inside SMSA?’ 44 411 0.8 0.3 141 24.3
Central cities of
large SMSA 12,472 0.3 0.0 0.7 22
Suburbs of
large - 18,366 0.9 03 13.8 27.3
Outside SMSA 19,904 4.8 2.3 38.7 55.4
Region
Northeast 13,818 0.7 20.6
North Central 17.163 0.9 271 \
South 21,756 4.9 4 24.4
West 11,589 0. 10.1

TInciudes only the 50 largest SMSA's.
NOTE: Data are based on household interviews of a sampile of the civilian noninstitutionalized
SOURCE: U.S. Bursau of the Census: Data from the 1977 Annual Housing Survey. Special

prepared by the U.S. Bureau of the Census, Center for Demographic Studies.
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= TABLE &4, Chidon and Youths Undor 18 Yoars of Age Liing In Househokds that Reporied Spectfed Condtons Existing In the
& Nolghborhood, According o Selecie¢ Characheristics: Uniied Stetes, 1617

Condttion

Population Al Lesst  Poor Streels Abar
I One  Stest Street  Hedvy Neading Street Aundown doned
Characleristic Thousands Conition Ughting  Noise  Traic  Repair  Crime LIt r Housing Odors Structures

Parcent of population

Total uncer 18 years MR M4 X8 N0 B3 20 10 169 n2 94 82
Age

Under 6 ysars 195 751 M0 RO B0 As 1M 181 125 100 83

6-11 yoars N4 T N2 M2 X4 a8 M 170 om0 99 82

12-17 yoars a6 T A3 e X6 25 163 59 04 85 77
Sex

Male VY BT MO N3 X8 24 13 169 M4 95 82

Femae N T N6 W8 u8  n6 168 169 11 43 83
Race

White 387 M7 N8 W7 Ay A7 62 151 98 92 63

Al other 041 T 57 N8 N7 V4 A6 B 186 N4 185

Black 0125 786 %4 %1 B A9 27T A3 N2 108 203

Family income

Under $5,000 654 764 86 7T N7 40 189 AT 165 108 18

$5,000-99,999 1066 61 82 1 A8 w4 191 21 134 95 NI

$15,000-824 993 080 04 N2 B85 AT A7 154 149 99 94 63

$25,000 or more 19566 684 %5 284 w4 175 164 M4 77T 184S
Sex of householder

Maje head, wie present 52321 728 0 26 43 21 10 18§ 03 10

Other male head 156 750 20 01 X4 29 w0 w1 99 86 99

Female head 1047 762 %2 R2 N3 A3 23 B9 N8 85 14

LY
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8yt o lowe &% 79 N9 B0 M0 %9 s 00 124 81 99
$11 oy 0604 T8 303 23 N6 %6 189 24 e 13 1
12 yn AN M8 W8 N0 B4 26 M ne 96 83
1315 yuny 000 T M9 N2 22 198 184 Wy 104 0 13
16 yoars or more N6 684 U BT M5 w18 117 67 80 4

Family size

IZWM 18 MU M2 M0 193 a5 wa 29 91 108
3 porsore o LU Y T T I VR 6 18 95 7
4 parsong WA T2 W B A6 w0 16 B9 108 93
§ porsong B ME o d04 w6 24 20 80 g5 AN I

W .
§ porsone ¢ more B N9 e me By s mr 14 98 100

Inaide SMSA' Wit T8 89 M1 A5 196 9 M6 120 98 46
Contral ciies of
large SMSA R85 189 B0 M1 100 %6 Al 168 119 153
Suburde of
lrge SMSA ¥ M1 R 05 me w3 g 95 86 49
Outaide SMSA B4 6 X8 o B0 a4 97 gsa % 8
Rogen |
Northeast B8 720 67 0 27 w8 w1 15 nroo82 12
Noth Contral LT U ') A TR I R R B 107 4 89
South a7 751 US My B8 M u 1R KA R 1
Woe N T B4 N4 B2 180 08 B3 16 01 50
"Inchudes only e S0 ang - SMSA'S

NOTEManMMMamdememwmmm
SOURCE: 1.5, Bureau of the Census DlhfromﬂMQﬂAnnualm&my.w "ahuiat-18 prapared by the U.S. Bursau of the Cansus, Center for
Demographic Studies.
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= TAGLE 45, Sbjoct Arves nckuded n Ble School Haskh Educaton Programs, Accordog % Saw: Unied Siae, 1978-10
o
Sublect e
Faniy Ui/ Onge Ovntal Hoath
M S Vowesl  Tobicto, e o Growth o
Sak Bhcobn Edcaton Dassse  Akohol  Hesth  Notion  Oral Hyghene Deveopmen
Northeas
New Engiand
M ..
6
M " "
" " v

M

M
6 0 0 M 0 0 0 0
¥ Y 0 0 0
¢ " M v M "
N
6 v 0 M N M M 0
M M
6 0 0
) 0 0 M 0 0 0 0
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Subject Arsa
Fomily Lite/ Drugs, Dental Health
Hoolth St Vews  Tobecco,  Menta ind  Growth and
Sioke Education  Bducaton  Dissass Aloool Hoath  Nutrtion Oral Hyglene Development
Pactc

Algkg" G
Calfornia G 0 M M 0 0 0 0
Hawal 6 M M M 0 M M M
Oregon M
Washington M

KEY: M = Mandated; O = Optional/Permesaive: § = Secondary School Lavel, E = Elementary Sehool Level, G = Ganeral (local option for selection of content and
when offec) C = Comprahansive; specified contant arsas for sach grade vl
"Subject offerings are option of local dstrict
mmm«mmmm:rammmwmnmmwmum. K=12.

Hloalth aducation not requred; one unit of physical aducation Fequiec o raduate of which one-hallunit may be haalth education
Noformal program at State leve.
Hmm:?MMMWWMWMaUMNthmeM.

One semester of heath ecucation required for raduation.

THoath nstruction e Y n gracies 1-12; o spacifc requirements

Heath education te..' "';mmwmmwhctm;mewamm.

YOrie s unit of haaitm «cucaion rauired fo graduation,

"Oboath education tau, # according o local education mandates.
“anotm;mmammmroquirodtograduateofwhochono-halfmaybehoanheducation.

NOTES: Data are based on reporting by States, Unbuotmmw.programm«tobommntafyandmwaryws.

SOURCE: Casthe, A. 5. and Jorrick, . J. Schoo! Heaith in America, 2nd od, ASurvey of State School Health Programs. American School Health Association, Kent,
Otvo. Canterfor Dissase Control Atanta, Ga, Aug. 1979,
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Aooording b mm'tmmma

Actving Companion!
Viewng Reading kv
Characiorii Toioon'  Homework  Pesws  Chores Frends ~ Parnta Sol
Average hours per day
Total 6-12 yours 21 08 06 08 16 12 26
A
Late § yours 18 04 06 05 15 14 07
T oo 21 05 06 04 16 1 06
8 yours 21 07 07 04 ! 12 0§
9 youns 20 08 06 05 15 2 06
10 yours 21 09 07 06 15 1. 06
1 yns 22 1 06 06 15 12 05
Exy 12 yoans 24 1 08 05 15 10 05
Sax
Mo 2 07 06 05 16 12 06
Fomalg 21 08 07 06 15 14 06
Race
Whie 21 07 06 05 16 12 06
Black 22 1 07 07 14 12 06
Other 24 08 08 06 11 14 07
Famly income
Under $5,500 23 07 07 06 17 13 07
$5,000-89.909 21 07 06 05 16 1 06
- $10.000-$14 999 20 08 06 05 16 12 0§
C  $15000 or more 21 08 06 05 5 12 06

1()‘)




TABLE 48, Avwrage Hours par Day Spent In Speciied Actvites and With Speciied Companions by Children 6-12 Years of Age,

@ According o Seecied Charachwishice! Uned Staks, 1978 (Cont)
Activity Companion’
Vieving - Roading for
Chacheishc  Toevsor' Homwork  Peaswe  Chow Fends Pt Sef
Average hours per day

Edueaon of most ducatod

parent

B yoars o loy 23 08 05 06 16 1 06
11 yory 21 08 06 05 17 1 08
12 yoans 22 08 05 05 15 12 08
13-15 yean 21 08 07 05 15 12 08
16 yoars ot more 19 07 07 04 15 1 06
Number of chiden n arily

1 chid 22 09 06 05 15 13 10
2 chidren 2 08 07 05 15 13 07
3 chidren 21 08 06 05 15 1 06
4 chiidren or more 20 08 06 05 16 11 03
Communtty type and

popution siz

Wiin SHSA

Central cy

1000300 or more 21 09 06 06 17 12 06

250000-9939%9 20 07 08 05 15 1 06

50,000-249.9% 21 07 05 04 20 08 03
Subus

A 20 07 05 04 17 1 06

Norffuen 21 08 07 05 17 13 06
Cuiside SHSA

Cies and tows 08 0§,y 08 16 1 05
Rurd 22 07 . 0l 08 0 06




Regn

Northeast 2 08 07 05 15 12 06
North Central 20 09 05 0.5 16 11 06
South 22 07 07 0.6 19 11 06
West 22 06 06 0.6 18 12 0.5
'Estimatosfor each characteristc e acjustedto sinutanecusy partal out e effcts of al othe characteristic.
IActivition are not mutually exciusive, . o

TTine soent with congankons may be whie engaged i any of the spactied actvien.
mmwmm%mm%mmmmm

NOTEMmMmMMmMmmmmammmmuw

[
®
b

SOURCE: The 1676 National Sutvey of Chidren: Spacialtabulations prepared by Chvd Trands, Inc., Washington, 0.C., 1980,




o TABLE 47, Infants Weighing 2,500 Grame o Lesa at Bith, According 1o C:Sor or Race, Divislon, and Stale: Unlted States, 1985-87,
N 197072, and 1675=17 Annual Averages

190547 1970-12 1975-17
A
Division and Strte Tol  White  Other  Tola®  Whie  Black  Tols®  White  Black
Percont of live births
Uned States 8 72 187 18 66 86 T2 61 133
Northeast
New Engiand 79 76 142 12 68 141 6.6 6.2 128
Connecticut 84 8] 151 16 68 143 10 6.2 137
Maine T4 74 132 68 6.7 93 517 51 67
Massachusetts 18 15 133 12 68 136 6.5 6.2 11
New Hampshire 78 15 93 63 67 *100 62 6.2 "1
Rhode Island K 18 147 I 6.7 172 68 64 132
Vermont 18 18 27 A 0 WS 6.5 65  "25
Nidde Atantic 86 14 165 b2 69 144 1 64 134
New Jorsey 84 1 150 §1 6.7 146 76 6.2 136
New York 90 4] 152 84 12 142 80 6.6 132
Pemnsyivania 81 10 166 1 6.7 148 12 62 139
North Central
East North Central 78 63 145 15 64 139 10 59 134
Iiois 82 68 144 80 64 14.2 76 59 138
Indigna 78 69 140 69 64 121 6.5 58 19
Michigan M 69 WS 18 65 M4 T 61 W
Ohio 19 A 150 15 6.6 138 10 6 132
Wisconsin 69 65 135 64 6.1 125 58 53 126
West North Central 69 64 131 6.6 6.1 133 61 56 132
lowa 62 61 133 A 53 129 56 835 108
Kansas 10 66 129 &8 63 127 6.5 59 134
Minnesota 63 6.2 97 Y §9 125 54 52 120
Q (- l 9 d
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Disrct of Columbia

North Carolna
South Carcing

Weet Vg

East South Contra

Tonnessee

West South Contral

8
88
64
83

90
130
92
96
92
9
97
83
84
50
90
83
N
9.1
87
88
101
n
84

88
18
104
12
80
95
101

66
85
64
6.

15
13
14
15
13
15
Iy

16

14
82
T4
I8
Iy
68
15
13
4
11
10
14

85
14
101
12
80
89
100

17
128
"
L

137
187
145
137
137
151
133
127
134
137
130
124
142
123
149
138
121
14§
14
140

"
99
158
100
85
130
10

15
66
57
6.0

87
83
126
L
91
81
83
91
83
78
85
87
18
93
83
82
18
93
]
80

78
70
94
635
18
91
92

196

604
83
57

8

6.3
64
IR
68
10
6.5
10
6.8
6.8
13
69
6.7
12
6.6
69
6.8
6.6
6.7
10
69

)
68
91
8.5
15
84
02

135
128
10.1
34

13§
183
138
131
139
134
139
129
136
132
128
127
134
124
136
136
120
136
49
139

143
19
152
)
149
168
154

1
38
52
55

126

I
64
87
57
6.7
18
84

ek
83
80

5)

63
6.2
64
63
64
8§
63
6.
6.
I
64
62
6.6
6
6.5
6.5
64
63
64
65

63
6.2
84
ch)
6.5
67
8

137
19
118
8.7

129
138
138
127
129
132
128
130
124
108
123
19
126
123
129
132
127
128
133
135

133
17
148
69
*10.0
138
125



o  TARLE 7. Infants Woighing 2,500 Grame or Lose ot Birth, According to Color or Race, Divison, and Stae: Unied Staes, 196537,

s

1070-72, and 1978=T7 Annual Averages (Cont)
1065-87 1470-12 1975-n

Al

Divislon and Stale Toldl  Whie  Othe'  Tols®  Whie  Black Tob® W  Biak
Porcent of live births

Ush A 0 106 64 63 108 54 54 154
Wyoming 92 90 129 9. 89 188 87 85 164
Pacific 17 6.7 1.3 66 6.0 123 6. 54 115
Alaska IR 83 87 6.3 6.0 103 54 50 01
Caltfomia 15 88 120 6.7 60 122 6.1 55 116
Hawal 90 15 9.6 8.1 64 11.6 76 6.0 93
Oregon 6.3 6. 108 59 57 140 54 53 116
Washington 68 8.5 109 64 6.1 126 56 53 98

'mwmmfmmmmmmmmm.mmmmmmmmwmwmwmumm
black. Inthe Middle Atisntc, East North Central, South Atiantc, East South Cantral, and West South Centraldvisions, more than 95 parcent of the births In the "l other”
color Catagery were bAack. Howewer, n the Mountain and Pacific States most of the irths n the “alt oher” color Catagory were not lack. Inrecent yeurs the proportion o
m@ummmmmwmmwmmwmnmm«mauommynotbecomwmtommmm
Anchudes B other races not shown a8 & separate cateqory.

NOTE: Data are besed on the national vital registration system,

me Nl}%l Center for Heath Statatics: Heath Unied Stas, 1979, DHEW Pub. No. (PHS) 80-1232. Pubic Heaith Servce. Washington. U.S. Goverment

oA
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TABLE 43 Ions Welghing 2,500 Grame or Lose at B, Accordeg o Age, Race, and Education of Mothe and Yrimeser Prnet
Care Bogar: Unied Ses, Maporting Ares, 1477

Age of Mother
Nl A Under 10 Yoars 1830 Yoans & Yours or More
Peroent Poroont Porcent Percont

Reoe and Educaion of Nomber of ~ Woighing  Numbar of Woighing  Numbor o/~ Welghing  Number of  Waighing
Nober, and Trimesier  Diha ln 2500 Granw  Bitw i 2500 Grame  Biethe n 2500 Gromg  Bithe (n 2,500 Grams
CoroBogn  Thousends orlew Thoussnds orless  Thoussnds  or Loss Thousands  or Lows

Tota! 3321 A %5 10 3076 68 & 90

Race
White 2691 59 18 88 258 57 0 A
Black S 128 " 152 462 124 5 131
Education!
8 yours o loss 126 06 % 126 % 88 3 99
§-12 yoars 1697 18 18 1.1 1,538 15 1 9.7
13 yoars or more T4 53 ' ‘ % 53 5 8.6
Trimester prenatal
Care began'2
First 182 6.3 % 104 2,48 8.1 14 84
Second 592 82 N 10.5 N7 19 0 9.3
Thied and no care 589 87 5 121 521 83 § 102

"inciudes other races not shown a3 a separate v 16,485 births for which birth weights were not reported,
Mmzmmmmmmwa%mwmmmmmmwmm.mmmmmmwﬁmm

mnm«mmmmacommmmmmmm.mmmmmmm idaho, New Mexico,
Ponnayivania, and Virginia. |

NOTE: Data are based on the national vl regiatraion system.

mw&mmmwmmmsnmsmamwmmmuoynmtmwmmmmmw
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Male Female
Percentile Percentiie
Age* 10 SOth S0th 10th SOth S0th
MHeight in inches at percentile shown
2 yoars 2.9 342 38.2 2.3 34.2 38.2
3 yours 356 374 39.4 35.2 37.0 39.0
4 years 38.3 40.5 42.6 38.0 40.0 42.0
S years 40.8 43.3 45.4 40.4 42.7 44.8
€ years 43.1 45,7 48.0 “2.7 45.1 47.6
7 years 453 47.9 50.4 44.7 47.5 50.2
8 years 47.3 50.0 52.6 46.7 49.8 52.8
9 yoars 49.3 52.0 54.9 48.8 520 55.4
10 yeoars 51.2 541 57.3 5$1.0 54.4 58.0
11 yoars 3.2 56.4 599 S53.4 57.0 60.5
12 yours 552 58.9 62.8 56.0 59.6 63.0
13 yoars 57.4 61.6 65.7 58.3 61.8 65.1
14 yeoars 598 64.2 68.4 59.6 63.1 66.4
15 yoars 2.3 66.5 70.4 60.3 63.7 67.1
16 yoars 64.5 68.3 71.8 60.7 63.9 67.4
17 yoars 68.0 69.4 72.6 8t1.1 64.2 67.4
inciudes only children with birthday age plus or minus 3 months. aft other
chiidren exciuded from table.

NOTES: Daia are based on physical examinations of sampies of the
civillan nonimatitutionalized population. Figures are smoothed values of
mmmmmmwm.cmnmﬂ
1cyd-l.1971 71'4 the -
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Age st Selecied Perceniliss of the Waeilght
Dletribution, According 10 Sax and Age: United
Stales
Male Female
Percantile Percentiitlie
Age® e ' 1 SOt 90th 108h SOt S0th
Weight in pourncis at percentile shown
2 years 2416 2720 31.70 2275 26.01 29.94
3 years 27 223 3736 2703 31.08 3646
4 yeurs 36.9" 4259 30.51 35.18 41.73
S years 35.18 41,16 4784 3364 3893 4680
6 yeoars 3908 4561 5359 3888 4303 5267
7 yoars 4305 5038 6032 4054 48.15 60.38
8 years 4716 5578 6848 4508 54.76 70.64
9 years 5143 G202 7842 50.55 62.74 82.89
10 years $S6.268 6931 89.95 5679 71.76 96.34
11 yeoars 62.10 77.82 10267 6387 8146 110.14
12 yoars 69.36 87.70 11625 71.72 91.56 123.44
13 yeoaurs 7848 99.10 130.34 80.14 101.63 13547
14 years 89.60 111.93 144.56 8843 11085 14559
15 years 101.54 12502 15853 95.64 11834 153.31
16 yeoars 112,78 13697 171.89 10093 12322 158.02
17 yeoars 121.87 146.19 184.26 103.70 124.98 159.57
inciudes only children with birthday age plus or minus 3 months; all other
chiidren exciuded from table.
NOTES: Data are based on physical examinations of samples of the
civilian noninstitutionalized population. Figures are smoothed values.

mmmmwsm.cyauumm.mssm
1mmmmwwm&w,mu:.
1 -74.

SOURCE: National Conter for Health Statistics: Health, United States,
1976-1977. DHEW Pub. No. (HRA) 77-1232. Health Rescurces Administra-
tion. Washington. U.S. Government Printing Office, 1977.
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1976-~-78 Annual Aversge
Percelved Lavel of MHealth
Popuiation In Falr or
Charsctaristic Thousands Total Excelleet Good Poor
Percent distribution
Total under 18 years' 85,722 100.0 59.4 36.2 4.4
Under 8 years 19,217 100.0 60.5 35.0 4.5
6-11 yeoars 21,47 100.0 59.1 36.8 4.1
12-17 years 25,034 100.0 58.9 36.6 4.5
Sex
Muale 33,438 100.0 60.0 358 4.3
Female 32,286 100.0 58.9 36.6 4.5
Race
White 54,967 100.0 62.6 33.6 .8
Bilack 9.831 100.0 42.1 50.1 7.8
Other 924 100.0 53.9 42.5 .7
Family income
Under $5,000 7.707 100.0 41.7 495 8.
$5,000-$9.999 13.634 100.0 50.5 441 55
$10,000-$14,999 15,647 100.0 61.3 348 3.9
$15,000 or more 23,776 100.0 70.3 27.3 2.
Parental presence
Both parents present 52,732 100.0 62.2 34.3 3.6
Mother only present 10,126 100.0 48.1 44.0 7.9
Neither parent present 2,204 100.0 459 46.3 7.8
Education of family head
8 years or less 10,945 100.0 41.¢ 51.1 7.4
9-11 years 11,582 100.0 49.6 44 .4 6.0
12 years 23,053 100.0 619 343 3.7
13—15 ysars 8,946 100.0 692 27.9 2.9
16 years or more 10,578 100.0 76.0 220 20
Family sire
3 persons or fewer 11,593 100.0 59.9 34.9 53
4 persons 18,6842 100.0 61.8 342 4.0
5 persons 15228 100.0 63.1 33.2 3.8
€ or more persons 20,059 100.0 542 Aa1.1 4.7
Residence
wWithin SMSA 47,907 100.0 60.5 353 4.2
Large SMSA 26,192 100.0 61.7 343 4.1
Core counties 17,203 100.0 59.1 36.3 4.6
Fringe counties 8,989 100.0 66.5 304 3.2
Medium SMSA 15,196 100.0 59.7 358 4.5
Other SMSA 6,579 100.0 57.9 38.0 4.1
Outside SMSA 17.815 100.0 56.5 38.7 4.8
Adjacent to SMSA 11,795 100.0 57.3 38.0 4.7
Not adjacent to SMSA 6,020 100.0 54.8 40.1 5.1
.
2U1



TABLE $1. Parental Asscssment of Mealth of Chiidren and Youlhs Under 18
Yeare of Age, According o Selected Characlerisiics: United Stales,

1976~78 Annual Average (Cont.)

Percelved Level of Health

Populstion n Falr or
Cheracleristic Thousands Total Excellest Good Poor

Region

Northeast 14,700 100.0 60.9 354 3.7

North Central 17,545 100.0 680.7 355 3.7

South 21,644 100.0 5.0 39.5 5.4

West 11,833 100.0 63.7 3.0 43
inciudes Children ving with father only, and with unknown family income and sducation of head, not

shown as separate categories.

NOTE: Data are based on household interviews of a sampie of the civilian noninstitutionalired
SOURCE: Division of Health interview Statistics, National Center for Health Statistics: Data from
the Health interview Survey.
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TABLE 82, Linitation of Acivly Among Chikdren and Youthe Under 10 Yours of Age, According 1o Degree of Limitaion and Selected

- Charsowiobics: Unied Siles, 1976-18 Arewal Aversge
° Degree of Actvly Limtaton
Linied
| Unbed,  hAmud  Unede
Popuiation Nl M ok b Cam
" Uedln bl oM oM
Clarscioistc Townds Tl Ay Aty Actly Aty
Pavoent dstrbution
Toal under 16 yoary 812 1000 %2 19 17 02
Ae
Under 6 yours 19217 1000 08 00 20 04
11 your 2141 1000 %0 23 15 00
1217 yony 2% 004 1000 %3 10 16 0f
W
Moo B4% 100 %9 21 19 02
N R 1000 %5 (7 16 02
Race
Whits 54,067 1000 %1 20 17 02
Back 01 1000 %4 Y 20 02
Other 4 1000 979 11 10 0]
Famly income
Undar 5000 0 1000 ) 2 28 03
$5,000-89,909 13,604 1000 %9 19 19 03
$10,000-$14.99%9 15647 00 %3 19 6 0
$15,000 or more B 1000 %6 19 1 01
Paronial presence
Both parants presen 0 1000 %5 19 15 02
Molhwr crly present 10428 1000 9 22 27 02
o Nethe parent proset 2904 1000 v.o Y 25 05
1)

BR



8 yous Or o 1048 1000 90 18 14 03
11 yon 11,582 1000 %9 21 19 09
12 yn 308 100.0 9.1 19 14 02
1313 yony 8.046 100 9.2 20 14 02
16 yoars or mony 10578 1000 90 1.1 13 04
Famlly oo
3 porsons o lower 1150 1000 %4 21 23 02
4 parore 10,042 1000 9.3 18 18 02
§ porsore 18,228 1000 963 19 14 02
& or more peraone 20,08 1000 9.5 19 14 02
Residence
Wethin SMSA e 1000 96.2 18 18 02
Large SMSA A1 100 %2 18 19 02
Core countes 17728 100.0 8.0 18 2 02
Fringe counties 898 1000 %6 18 15 02
Medum SMSA 15,196 1000 08.1 18 19 02
Other SMSA 8519 1000 0.5 19 14 02
Outeide SMSA 17815 1000 962 22 14 02
Adacent to SMSA 11,786 1000 982 24 15 02
Not adiacent to SMSA 8,020 1000 962 22 13 02
egion
Northeast 14,700 1000 %9 2 19 02
North Central 17,545 1000 984 18 16 04
South .64 1000 .5 16 18 03
Wt 11,83 1000 656 23 19 02

mmmmmm.mmmwmmmammm-mm
moumummmmuammmmwm
mmammmmmmmmmmmmmw.

-
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TABLE S53. Seleciad Chwonic Conditions Causing Limitation of Activity Amcag
mmvmuu-rwvmdmmbm
Limitation: United Stales, 1

Degres of Activity Limitation

2

.Limited In
Limited, Amount or EJnable to
but tot in Kind of Carry on

Clwonic Condition Total Limited Major Activity Major Activity Major Activity
Tctal under 17 years Number of persons
limited in activity 2,266,695 1,087,587 1,058,928 120,180

Perceont of population in limitation category
limited because Of specified condition

Arthritis and

rheumatism *1.0 -1.3 *“0.7 1.7
Heart conditions 2.4 *=3.0 1.9 -1.4
- heart involvement *0.3 *0.5 -0.2 -_
Diabetes 1.0 1.4 =0.7 -
Mental and nervous

conditions 6.7 6.1 7.5 .57
Asthma 20.1 19.1 22.6 7.1
Impairments of

back or spine 3.2 54 =0.7 4.2
Impaiments of lower

axtremities and hips 6.9 83 4.2 9.0
Visual impairments 3.7 43 .1.7 *15.1
Hearmg impairments 52 56 4.9 *3.2

NOTE: Data are based on household interviews of a sampie of the civillan noninstitutionalized
population. :

SOURCE: National Center for Health Statistics: Heaith United States, 1978. DHEW Pub. No. (PHS)
78-1232. Public Health Service. Washington. U.S. Government Printing Office, Dec. 1978.




Unlled Stales, 1975-78 Annual Aversge
Pooulats Type of
Disadility Day
Popuialion 18
in Years In Restricted School
Characleristic Thousands Thousands Activity Bed Loss’
Days per person per year
Total under 18 years? 65,722 42201 1.0 4.8 52
Under 6 years 19,217 12.3 5.0
6—-11 ysars 1,471 21,471 10.6 4.8 55
12-17 years 25,034 20,729 103 45 4.8
- Sex
Male 33,436 21,469 10.8 4.5 48
Ferale 32,286 20,732 11.2 5.1 55
Racs»
White 54 967 35,419 11.4 49 53
Black 9,831 6,272 8.7 4.2 31
Othex 924 509 9.7 54 6.0
Family income
Unde: $5.000 7.797 4,483 13.2 6.0 6.6
$5.000—89,999 13.634 8,304 113 5.0 58
$10,000-$14,999 15.647 9,653 10.9 4.3 4.9
$15,000 or more 23,776 16,457 10.3 4.5 4.7
Parental presence
Both parents present £2,732 33,755 10.7 4.5 5.0
Mother only present 10,126 6.645 126 59 s.2
Neither parent present 2,204 1.268 12.7 58 59
Education of family head
8 years or less 10,945 7,600 10.6 4.7 58
9-11 years 11,552 7.515 115 5.0 53
12 years 23,053 14,566 10.7 4.8 5.0
13—-15 years 8,946 5,473 11.0 4.8 4.7
16 years or more 10,578 6,622 11.1 4.5 4.9
Family size
3 persons or fewer 11,593 5,572 13.2 56 6.0
4 persons 18,842 11,023 12.1 50 56
5 persons 15,228 10,667 10.9 4.5 52
6 or more persons 20,059 14,938 88 4.3 4.5
' Residence
Within SMSA 47,907 30,609 11.4 50 5.4
Large SMSA 20,192 16,917 11.2 4.8 53
Core counties 17,203 10,939 11.5 51 55
Fringe counties 8,989 5,978 16.7 42 50
Medium SMSA 15,196 5,562 11.3 4.9 54
Other SMSA 6,519 4,130 12.0 5.8 6.0
Outside SMSA 17.815 11,592 10.0 42 45
Adjacent t0 SMSA 11,795 7.702 10.5 4.4 4.5
Not adjacent to SMSA 6,020 3,890 9.0 4.0 4.4
193



TABLE S4. Disabliity Days Among Chiidron and Youths Under 18 Years of Age,
: According %0 Type of Disablility Day and Selectied Characleristics:
United Stale=, 1975—-76 Annual Average {(Cont.)

Type of Disabillty Day

Poputstion
Population c-~16
n Years In Restricied School
Characlieristic Thousanxis Thoussnds Activity Bed Loas?
Region
Northeasi 14,7 9,651 115 $90 5.8
North Central 17,545 11,202 102 4.5 4.6
South 21,644 13,848 9.6 42 45
West 11,833 7.490 14.1 6.0 64

1Schook-loss days relate only to children and youths 6-—-16 years of age.
Incrades children aving with father only, and with unknown family income ang education of head, not
shown as sepa~ute CRIeQHOries.

NCOTE Dzia are based on household interviews of a sample of the cCivilian noninstitutionalized

population

SQURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from
*ne Health Interview Survey.
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TAILESS.WMMMMWWMYWUWITYmdM,MWMMM&LUlual

Activty, and Family Income: Uniied Stales, 1676
Acute Condltion
Infoctive
Al od  Digeativ
§, Usual Activty, Acule Bepinry Parasitic  Sysm Al
wod Famlly Income  Conditions  Tota! Upoor Influenza  Other'  Injures  Diseases Conditions Other
Acite conditons per 100 persons per year
Total under 17 years? 18 1898 W2 611 104 30 84 151 45
Sex and usual activity

Male : 48 1591 92 85 104 45 474 194 34
Working or going to school 2688 1401 77 N4 85 w0 e g

Al other activities® B 108 187 548 162 466 618 1.1 623
Female 09 1809 1055 &9 105 9 84 W1
Working or going fo school 2832 16891 912 19 100 2% %0 158 ;g
Al other actvities? M4 060 161 B85 15 %9 B3 124 955

Famiy income

Less than $5,000 M1 M8 1122 563 114 309 4.1 156 a7
$5,000-89,999 B9 1581 04 562 15 By 67 4 %5
$10,000-$14,99 M6 M3 R 4w g 64 19 &5
$15,000 or more R18 1151 1084 621 98 4.1 483 15 822

'mawummmm.mmmmmmmmammm.

mmmmwmmmwm.thmmmm

ﬂndudummkeopingmmwoﬂlv).mwmmmwmm”m).andpmonsundersyearsotagelorwhomnoacﬂwtylsspociﬁod.
mrs:mmmmwmmmwmwmmmwmmm

SOURCGE: Natiorl Cnter o Health Statsis:Haath Uit Ste, 197, KW b, No. (PHS) 75-1232 Pubc Heat Sarvica, Washington, .S, Govemmen
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Age and
Product Uniled Staies, 1979-80
Age
0—4 Yeears S—14 Yeors
injuries per Injuries per
100,000 100,000

steps, ramps, and landings related eguipment (3227
(40, 42—43) 470.4 3244, 3269)

3 Chairs, sofas, and scfa Baseball, activity and
beds (79, 80, 40174124, related equipment
4052—-4053) 441 4 3228, 3240, 3270)

4 Beas (excluding water
beds) (01, 61, 94)

5 Ptayground equipment
(34, 4244, 3219, 3246,

3273)
(32163217, 3255)

3 Bicycles and accessories Basketball, activity and
(02) 2628 related equipment (3226,

3242, 3267)

7 Desks, cabinets, sheilves, Stairs (including folding)
racks, and footiockers steps, ramps, and landings
(04, 30-31, 64, 75, 92-93, (40, 42—43)

4028—-4029) 180.4

8 Nails, carpet tacks, screws, Nails, carpet tacks, screws,
and thumb tacks (19) 112.0 and thumb tacks (19)

9 Bathtub and nonglass Glass doors, windows, and
shower structures (10, 11, paneis (23, 2526, 36, 67,
4030) 107.7 69, 73, 75, 8288, 0609)

10 Glass doors, windows, Fences, nonelectric or
and paneis unspecified (34, 51, 56)

(23, 25-26, 36, 67

Playground equipment (34,
392.6 42—44, 3219, 3246, 3273)

318.0 (excluding ice hockey)

69, 73, 75, 82-83, 0609} 103.2

424.6

230.4

2871

267.7

237.9

2153

103.6

101.7

NOTE: Data are based on reporting by a sampie of hospital emergency rooms.
Electronic Injury Surveillance System: NEISSDataHgmigms.Vol 4, No. 1,

SOURCE: National
U.S. Consumer Product Safety

. Washington, Jan.—Mar. 1980
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 TABLE 7. Sudent Ao Rolesand cho Dy Lot bom o oy o S n e -1, Accrdog o rde

S, and Locaon nd Achvy: Uned o, 1577-78 Sehool Your
Sax, Localion, Days Lost
 d Ay TR Kndugwier' Grdes 13 Grades 48 Gades 70 Grade 10-12  pr Iy
- Accients par 100,000 stdrt days D
Muho g~ 93 6% SR 8% 2R 0% 1
Shops nd las o600 00 06 15 1% oM

Buldng-general gounds 135 201 12 21 1Mo
© Unorganoed achivies 1.4 20 A 3% 0% 0 104

Othr 037 00 0% 04 0% 0% 13
Physica aducation 29 W0 2 1 T T
Spors

Inramural spors 012 000 00 o 0 0 1
Nashoastc gots 115 00 00 o 151 W15
Specal activiten 005 0 0% o 0 05 0
Travel 1 school

Nt vbice 018 0o 011 021 025 1%
Nonmolor vehic 016 00 0% 02 020 00 15
s

Al et jurisdictons o W e w4 113
Shope and labs 014 00 00 oM 0 09 0

Budog-goneral grounds 1.2 09 0% 108 %1 1w
Unorganized activiies 119 19 2 2 08 09 12

Othr 02 02 020 025 02 023 1.64
Physical eduzation 214 0.4 0.64 208 425 205 105
Sports
Intramural sports 0.04 0.00 0.00 0.02 0.1 0.04 081
Interacholastic sports 023 0.00 0.00 0.02 0.4 0.1 110
Spacial activities 005 008 003 0.06 0.07 0.05 18
Travel to achool
Motor vehicle 0.16 022 0.09 0.07 0.2 027 198
Nonmotor vehicle 008 0.18 007 0.09 0.12 0.4 118
‘Aoddumnmoucwg(1)nnloudawdayammolschodm(2)meIoaofom-halfdayormroofacﬁvitydurhgnorw\ooltim. and/or (3) any
O Dropertydamage asa resuitof a school juwisdictiona accident,
N Totalinchudes other accidents not shown a8 a separate category.
ndergarten rates adjusted for one-half day.
NOTE: Data are based on reporting by schools.

SOURCE: Nationa Sty Councl: Acciden Facs, 1979 Edtion. Chcage, 1978, 2 0
' ]
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Under 1S5 Years of Ags, According 1o Avaliability of immunization
and Dissese: Unlled States, 1960-78 Selecied Yeears

AvaliabliRy of ' Yeoar
msnunizalion
and Dissase 1980 1965 1970 1975 1976 1977 1978
- Reported cases per 100,000 popufation
Dissases with
immunization available
Mea3sles -— -— -— 38.2 37.7 68.9 27.1
Mastps -— —-— ——— -— -— 18.0 16.2
Rubelia — —— —_—— 11.8 52 9.5 6.8
Pertussis — -—— —-—— -—— —-— 3.6 3.1
Diphtheria . 1.2 02 0.6 0.1 0.0 0.0 0.0
Poliomyelitis, total 42 0.1 0.1 0.0 0.0 0.0 0.0
Poliomyelitis, paralytic 3.4 0.1 0.1 0.0 0.0 0.0 0.0
Dissases with no
immunization available
Venereal diseases
Gonorthea 87 7.6 13.0 232 22.6 23.4 23.5
Syphilis, primary
and secondary 0.3 0S5 0.4 0.5 0.4 03 0.3
Salmone¥osis -— —— —_— - -—— 259 26.2
Shigellosis -—— -— -— -——— -—— 19.0 220
Hepatitis A 138.7 11222 26.3 14.9 12.0 10.5 109
Hepatitis B 138.7 1222 0.2 0.7 0.6 0.6 0.5
Tuberculosis 7.9 9.8 5.7 3.7 3.4 3.0 29

11in 1960 and 1965, data on hepatitis A and hepatitis B were not collectad separately.

NOTES: Data are based on repocting by State health departments. The total resident population
under 15 years of age was used to calculate all rates except that for primary and secondary syphilis
for which the civilian resident population was used.

: Canter for Disease Control: Reported morbidity and mortality in the United States.
Morbicity and Mortality Weekly Report (Annual Summary) 9(53). 1960; 14(53). 1965, 1X(S3), 1970;
24(58), 1975; 25(53), 1976. 26(53), 1977 27(54), 1978. Tuberculosis data from the Tubercuiosis
Controt Division, Bureau of State Services; venereal disease data from the Venereal Disease Control
Division, Bureau of State




TABLE 5 Mean Famogiobin Leveis of Children and Youths Under 18 Years of
Age and of Women 15-44 Years of Age and Hemogiobin at
Selectad Percentlies, According o Age and Sex of Childien and
Youthe: United States, 1971-74

Percentile
Mean
Hemogiobin
Sex and Age Level 5th 30th 25t SOth 75th 90th 95th
Under 18 yeaars Grams per deciliter at percentile showr:

Males

1 year 119 7.9 98 112 121 130 136 139

2 years 12.3 10.6 10.7 11.6 12.4 13.0 13.7 14.0

3 years 12.6 11.0 11.3 11.9 12.5 13.1 13.8 143

4-5 years 12.7 11.2 11.5 12.1 12.7 13.3 140 14.4

6-11 years 13.2 11.7 120 126 13.3 13.9 14 .4 14.8

12-17 years 14.6 125 130 137 145 155 164 16.7
Females

1 year 12.0 95 105 114 121 126 133 13.7

2 years 12.4 10.7 11.0 11.6 12.5 13.1 13.5 14.2

3 years 12.4 108 11.2 11.8 12.4 13.1 13.9 14.0

4-5 yesars 12.8 11.2 11.5 12.0 12.7 13.5 140 14.6

6—-11 years 13.2 11.6 11.9 12.5 13.1 13.8 14.2 14.8

12-17 years 13.6 120 123 129 136 143 149 154

Women 1844 years

18-19 years 13.6 11.8 123 130 136 143 150 153
20-24 years 13.6 11.9 123 129 136 143 149 153
25-34 years 13.7 119 123 130 137 145 152 156
3544 years 13.7 11.7 12.2 13.0 13.7 144 152 15.7

NOTg:DaambasedmmmmofamofmedeMmmmm
popuiation.

SOURCE: National Center for Haalth Statistics: Hamogiobin and seiected iron-retated findirg of
persons 1—74 years of age: United Smtes 197174, by C. L. Johnson. AdvanceDamfrodealand
Health Statistics. NO. 46. DHEW Pub. (PHS)79-1250 Public Health Service. Hyarsville, Md

21 2 199
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TABLE 60. Chiidven and Youths 1--18 Years of Age With

All incomes? 43.5 16.1 52.7 53.6
Less than $5,000 512 209 64.2 64.1
$5.000-39.999 49.1 18.7 60.4 63.8
210,000-8$14,999 39.7 128 49.4 48.6
$15.000 or more 31.8 8.1 34.6 392

Needing dental care:

All incomes? 528 16.6 63.5 67.5
Less than $5.000 59.4 211 73.8 77.8
$5,000-%59,999 578 19.2 71.0 77.5
$10,000-$14,999 49.3 13.6 62.2 61.5
$15,000. or more 420 8.4 43.3 54.5

Vinciudes uNkNOWwN INCOMe.

NOTE:Dmaanbasedonexmrinaﬁonsotasampiedtrncivﬂian
population.

SOURCE: Division of Health Examination Statistics, National Center for
Heaith Statistics: Data from the Health and Nutrition Examination Survey.
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TABLE 61, Docayed, Nonhnctionsl Carious, and Filed Primary Teath Among Children 1-5 Yoars of Age, According b0 Race snd Ser

United Stales, 197114
Al Racw' White Black
Both Both |
Namber of Testh Soss  Male  Fomele Surss  Mae  Femsle Serw  Mae  Fomske
Docayed, nonfunctona Average number &t age 5
carious, and filed teeth 22 22 21 21 2 2 23 20 25
Nomber of . ,
Wm Parcont distribution of chidran ages 1-5
and flec teeth 1000 1000 1000 1000 1000 1000 1000 1000 1000
0 . 7 45 769 758 148 no .1 44 o
1 80 63 56 6.1 63 6.0 4§ 60 30
2 56 58 S4 58 6.1 56 43 37 48
3 or more 127 134 121 123 128 114 155 159 152
Tinciudes other races not shown a8 a separat category.

NOTES: Deta aro based cn dontal exsminations of & samgle of the civikan noninsttuonaized popuiabn. Filad teeth inciude only those with satistactory flings.
mrm&wmmmwmmmmmmammmmmeMmmmmum

SOURCE: Naticnal Cante for Heath Statistics: Decayed, missing and fld theth among peraons 1-74 years:nited States, 197174, by J. ety and C. Harvey. Vitg nd
Health Statistis. Series 11. In prees.
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S TABLE 12 Decepe, Msoig, and Filed Tooh Ancog Chikn an Youts 017 Yer of A, Accoring o Race, S, g e
N Unted Sizes, 197174

Races' While Black
Age and Number Both Both Both
of Tooth Sts Moo Fenee  Serss  Male  Femse  Sus  Mse  Femsk
Tosth docayd Average number at age 11
missing, or filed 27 25 30 27 26 29 28 24 3
Namber f deceyed toeh Porcant distrbution of children ages 6-11
0 @7 84 81 8 N M5 %4 8 560
i 19 105 134 116 109 125 133 84 18.2
2 9 15 78 &8 102 12 W 1 1
3 or more N 96 9 88 88 88 19 181 12
Number of missing teeth
0 a6 N7 RS RS w6 W4 M w5 @
1 5§ Y 54 52 58 4 T4 53 93
2 or more 28 36 21 23 28 19 ) 82 28
Number of filed teeth
0 B3 Ty 62 665 02 &5 M5 g4 196
1 a7 ] o 97 & 109 36 28 43
2 13 64 82 79 12 86 38 24 45
3 o more Wr 8 189 159 W0 180 84 83 116
Tosth ocaped, , Average number at age 17
missing, or filed 87 8 94 88 82 96 n 73 82
0 460 415 44 494 %04 484 U9 83 A5
1 B2 158 186 165 60 0 134 w0 17
2 100 104 9 0 104 86 129 107 152
R M3 9 180 138 128 W 2 A5 A0
ERIC 5 or more 9 4 N3 108 14 M2 BS  B/S %6

Provided by

fa W N\ 4 W
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N
e
W

M2

70

103

780

810 49 8§30 614 4“6
1 94 82 108 82 14 89 189 112 05
2 85 16 93 15 b4 86 141 148 134
3 or more 19 82 96 63 52 16 170 126 A5
Number of filed testh
0 23 U0 306 265 85 A4 698 102 69.3
1 67 6.1 13 68 64 A 58 46 11
2 84 82 86 89 82 96 34 92 1.6
K 192 A0 172 208 82 183 17 48 106
&8 U4 29 59 %7 52 85 97 95 97
10 or more 90 18 104 103 85 121 16 17 1.7
inchudes other 1G98 00k $hown 3.2 separate Caleory.
NOTES: Data are based tn dental of asample of the civilian ion, Filled teethi tooth with sati ‘
Pt e s e e e 3
. ' ) filed toeth 1= | 1971=74 by J. : .
m%m&#mmmmm among persons 1-74 years: United States, 19 by J. Kellyand C. Harvey. Vital
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Children $-12 Yeurs of Ag. mmmb
Type of m States, 1963-85 (Ages $--11) and 1976
(Ages 6-12)
and Use of

Avaiiabiitty and Resowurces
Chiiciren
m Assources Resocurces
w Avaliable Avallable, Resources
w and Used Not Used Not Avallable
Type of Handicap 196365 1978 1963-85 1978 196385 1976 196385 1976

- Percent of Percernt of
chiicren those recommendcied
Slow learmers 13 13 29 60 14 13 57 27
Speech impairments 6 6 47 75 19 13 33 12
Emotionally disturbed 3 4 22 26 23 26 55 48
Mentally retarded 1 2 65 78 16 10 19 12
Hearing hancdlicaps 1 1 34 53 14 1 52 26
Visual handicaps 1 1 35 52 14 - 50 48
Orthopedic handicaps o 1 44 3 23 15 33 S50

Total identified as

needing one Or more
special resources 214 206 .

NOTE: Data are based on teachers’ assessments of a sampile of the civilian noninstitutionalized

sew anw

Center for Health Statistics: Data from the National Health Survey. Series 11,
Health Administration.

SOURCES: National
No. 113. DHEW Pub. No. (HSM) 72-1040. Health Services and Menta:
Hyattaville, Md. U.S. Government Printing Office, Feb. 1972;1%&976Nm&rveyof0hldrm




Uneerved in the United Stales and Nomber mmbmmcum.mm
80d Stale: United Stales, 1977-78 School Yoor
Kandicapping Condition :

egion, Division, A Loarming Sponch Emoonally Mentally

nd Stale Conditions Disabled lmpaired Disturbed Relarded Other
United States Nomber in thousands
In need 6,080 1513 1,764 1,013 1168 807
Served 376 %7 1224 %8 %3 K’}
Potentialy unserved Yy M7 40 1% 25 %1
Number potentially unssrved

Northeast 49529 182,484 12,51 126,00 81,187 KIps)
New Engiand 98 a9 37,600 16,331 1,112 5400
Connacticut a0 =37 10,289 5318 6483 5305
Maine 9310 1444 338 238 5n 152
Massachusatts 5608 15,850 12,000 W 238 3452
New Hampshire 13219 2645 5,460 3204 1,650 %1
Rhode lsiand 11,469 1,640 3,826 3,09 2,700 206
Vermont 620 612 1,936 2189 600 93
Midde Afiantic 45,611 161,265 84,91 109,143 8415 3183
New Jersay T3 12210 5,124 2454 18,133 11,642
New York 28933 95,506 AT 448 263 1,762
Pemsyivania 139,960 83,549 16,101 Q821 8,649 16,435
North Central 660,209 173,339 124,60 207,881 49,674 104,682
East North Central 480,824 142,1% 90,902 142,673 31,766 13291
Hinois 19.7% 17,666 18,632 2,909 11,181 10412
Indiana 69,801 31,52 %3 4,276 1,654 11,364
Michigan 120,112 3,631 16,668 X031 18,560 18,882
Ohio 133,148 0,282 2865 917 21 yAVY
e Wisconsin 17,95 17,082 &9 16,99 8,598 9,359




N TABLE 4, Chliron 30 Youte S-17 Yours of Age W Kandcapping Conditons, Serwd In Educational Faclites and Poentaly
8 Unserved In the Unied Sizies and Number Polentally Unserved According to Nandicapping Conditon, Ragin, Divskon
aod Stk United Staes, 1977-78 School Your (Cont)

Handicapping Condtion

Region, Division, N Leaning Spoech Emollonally Mentally
nd Sise Conditions Disabied Impaired Dtwbed ~ Retvded Other

Wost Noth Cantd 17081 Rl B4 65,208 17508 31,31
jowa 0515 1760 78 1110 3069 663
Kavess 207 6684 4605 820 24 446
Mimesoa 8% 240 11476 15871 674 7213
Masour 41,080 10701 4 17208 1692 997
Nebraske 16367 365 2766 6046 559 383
Noth Dakola 9956 230 1748 290 1489 149
Souh Dakota 1096 353 1.5 R 1561 19
Souh 8528 w16 260508 10219 .01
o South Atante 39 893 B892 11817 455 58,185
Deawre 2867 - 270 2 2 46
Datict of Counbia 11,918 396 14 2240 1687 B2
Florda B3 1478 DS 2608 6361 10812
Georga 54710 18,067 039 14083 2648 8919
Maryand 3685 2048 4654 16,050 793 7087
North Carola 56T 17910 048 % 4 15245 9782
South Caroira 12867 909 3 Yl 180 514
Virgiia 5979 16,468 9491 0108 5705 020
Wt Virginia 19087 5868 %0 758 217 28m
East Souh Centid 143196 Yo o 59527 2763 258
Albana 545 1879 15611 15,80 A7 50
Kenhcky 61 15418 6034 14691 4554 5906
Mississip 0 1014 10482 12067 2404 6169
Tomesses 19662 4080 975 16926 4078 49
West South Contrdl 153113 314 %3 B4 508 2087 15,018
Akansas AT 2% 8508 9606 5061 4510




N
Q
N

Lousans 31,26 16,118 3841 en «1,675 6,007
Okdshoma 807 54 4,186 11,45 81 512
Totns 197 21,041 %82 44,780 259712 621
West 828 68,402 121,40 123,430 106,657 22,065
Mountgin 101,524 2,42 0,288 26,097 2,037 16,553
Arizone pb. =2, 358 9,804 6,951 4 564 4,33
Colorado 28,070 681 9,666 7,306 5726 4492
Idaho 6,964 "l 1812 34n 1,028 2
Montana 11,678 1,786 3197 3,34 2112 1479
Nevada 8,661 M 1150 2,564 117 0
Now Mexico 20114 1,647 8216 4817 281 o548
Uah 1512 4 42 §,025 5,581 1,941 2369
Wyoming 3031 536 1,158 1,264 1118 178
Pacifc U675 70,044 87452 97.3% 8,620 5512
Algske 250 -1,049 1813 1,70 1,062 -1,035
California 54,744 59,01 %174 1919 70,146 3,724
Hawdi 13,955 52 %7 3947 2306 1,883
Oregon 25,965 188 1584 82n 430 387
Washington 49,592 10,427 16,604 10475 6,986 5101
NOTEMmMmMWthMWMMMWMmMMMWSm
: Buresy of E for the : Toward a Free and fe Education: A Report to the on the of PL $4=142
m r Al Wwpodmmdm mpmoa 78-05003, U.&m Education. Wuhl.pnog,tton Us. Wm(io\mnmont Pﬂqm«. Jan, 19M,




TABLE ¢5. Adjusied Netional Arrest Rates'per 100,000 Youthe 11-17 Years of
29e, According o Typs of Crime: Unlted States, 196477 Violent

Vioiert Crimes Property Crimes
AgQggre- Motor
vated Larceny—  Vebicle
Year Murder Rape Assault Robbery Burglary Theft Theft
Arrests per 100,000 youths 11-—-17 years of age
1964 3 10 65 59 506 1,011 357
1965 3 13 71 75 532 1,089 360
1966 4 11 85 76 529 1,094 57
1967 4 12 S0 93 599 1.136 369
1968 5 13 85 112 652 1,149 379
1969 6 14 90 126 650 1.265 367
1970 7 15 96 136 664 1,381 338
1971 7 16 110 149 698 1.472 319
1972 7 17 118 152 677 1,412 290
1973 7 18 118 155 T44 1,347 307
1974 8 19 138 189 940 1.829 320
1975 6 16 142 179 926 1,668 267
1978 6 16 134 155 852 1,603 245
1977 6 16 136 150 867 1,580 275
~IRates- calculated Dy - arrest frequency . adjustment factor.

population ages 11-17
The adjustment factor was applied to compensate for jurisdictions not included in the Uniform Crime

NOTE: Data «re based on reporting by jurisdictions and updates of decennial census.

SOURCE: U.S. Department of Justice, Law Enforcement Assistance Administration: Reports of the
mm AmfccnmAwmtofmemw
the Juvenile Justice System: The Need for a Rational Response, Vol. Il. Washington. U.S.

Govermnmmer . Printing Office, Apr_. 1980
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Rease for Disquaification
Mentally
Modcaly ad  Merlaly Administ
Race, Reglon, Number Tol  Discusied Medcaly Discualifed v
Diviolon, and Stake  Examined Tolo W Diouaiffed ~ Only  Discualted  Ony  Aoasong
M nce Percent cistribution

Uniied State 45461 1000 80 {10 %4 32 67 13
Northeast 108,522 1000 @87 513 4§06 24 K 10
New Engiand %00 1000 87 93 85 18 25 15
Connectiout 6,821 1000 57 93 U3 23 21 06
Maine o5 100.0 3 67 K 20 29 25
Massachuselts 12,50 100.0 08 504 Uh 16 24 16
New Hampshire 147 1000 2 48 é1 (K] 20 24
Rhode laiand 200 1000 §13 7 U8 09 51 21
Vermont in 100.0 525 415 4 22 a0 08
Middie Atiantic 8,467 1000 é1 519 86 26 48 09
New Jorsey 15,1% 100.0 N 59 25 20 58 06
New York 3,56 1000 Q2 58 2 33 53 10
Pemeyivania rif.vr) 100.0 45 65 30 20 37 08
Noth Contrai 127,49 1000 803 X7 K<k 18 (1| 10
East North Centra R 1000 87 03 M 21 4 10
_ Moos JA1% 1000 602 38 % 17 48 12
Indiana 11,82 1000 899 41 24 19 46 12
Mchigan 2,0 100.0 87 43 %3 22 3 06
Ono 2,8% 1000 817 3 M8 26 42 07
Wisconsin 10,162 1000 %3 Q7 IR 11 32 17
West North Contral 39,156 1000 839 %1 %2 11 18 10
lowa 734 1000 626 34 29 12 21 12
Kansas 482 100.0 83 %17 %1 08 17 15
Minesota 9,676 1000 648 %2 21 08 11 1.2
Missouri 9817 1000 88 %2 M 11 2 06
Nebraska 410 1000 692 1L a2 07 18 11
North Dakota 147 1000 8.6 a4 38 14 21 -
South Dakota 1906 1000 52 11 18 08

L 2

000



™ TABLE O Rewuts of Pronduction Exaninaton of Drawes, According o Race, Region, Divison, and Stae: Unted Staes, 1072
° (Comt)

Reason for Disgualifcation
Mentally
Mdcly Mty Administo
Race, Pagin,  Numbe Fud Tl Disuailed Medkaly Discualted b
Dioon, o Sike  Evamiond  Toll  Accwpiade Disaed  Onty  Disaid  Ony  Aessons
Souh 00 100 M8 M2 M8 55 128 1
Soulh At HS M0 B %2 M0 48 11 13
Diawwe 0 M0 M1 59 ¥ A 65 10
DerctolCownda 128 1000 4086 S %2 19 125 18
Forda M W0 45 RS ™S 8 80 13
Georga A W0 M R B 50 198 14
Maryand % M0 €2 N8 M2 25 4 20

North Carolna 13631 1000 4 ub 28 52 152 14
South Caroina 66% 1000 36 604 %4 K 25 02

Vi MM M0 B0 R0 ud 45 s 16
West Vg Wm0 Wy s M 19 w0
EiSothCotal 374 1000 M7 %3 M0 82 62 09
Nabana Wm0 kS S5 ;6 103 .y 13
Kantucky B8 100 &9 St BB 75 100 08
Mastsgl. . 621 . 00 41 B9 A1 B8 X 06
Tonones oM M0 @8 %2 M0 68 185 04
WostSouth ool 44 1000 S0 489 M4 49 87 08
Aansss 00 4 6 X8 56 108 14
Lovisang 2 M0 0 B0 B5 65 m 08
Okihomg B9 00 M6 454 M9 35 63 07
Touas X 100 S @7 M 46 83 09
Wen BAROOM0 %2 M8 %S 26 3 28
Nowntai 22 w0 %7 &3 ®S a4 20
Nzora 519 00 468 B2 82 M 4 2
Cokorado S5 00 S 40 B 15 a0 15
Kaho 200 W0 %7 4 M3 13 23
Mot om0 B8 M2 A 08 12 28
Nevics 1O M0 % & ®5 9 4 M

" 939
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580
100,835
B4
8449
259
11503
1488
2087
&
75,686
1379
%79
28102
120112
B215
a0
11,088
19363
2085
910
i)
[
4850
9,59
85
4o
1471
147

vy

1000
100¢
104
1000
1000
1000
1000
1000

1000
100
1000
1000
1000
1000
1000
1000
1000
1000
100.0
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000

.1

87
%8
$4
U8
0.3
88
83

U8
04
§1.0
80
83
5
.1
514
86
$8
99
89
%0
812
08
617
6.6
%3
88
§12
842
8
&8
49
845
85
86
83

094

hal S
U

3
U2
58
LY,
07
%2
Q7

42
%6
90
&0
7
%8
M9
428
T4
§12
.1
5.1
40
38
42
%3
34
L
42
28
%8
2
%2
%1
%5
%5
"
L

LA

N
3.
%
i1
3.2
32
¥
%7

9
Wi
Q8
U2
0.2
.3
82
3.0
23
61
ub
93
87
U4
3.2
84
8.0
%2
87
38
R4
81
80
&1
32
a4
9
A

v
12
06
0
60
19
i
07
22

22
19
16
16
A
18
K
08
&
&0
14
o4
17
13
18
12
17
13
19
14
09
1\
06
08
12
08
14
11

W
28
18
40
38
L
10
20
18

34
30
23
17
2
21
20
48
2
33
36
39
28
22
28
26
33
20
3
23
18
19
13
10
18
14
21
18

v
17
20
21
ol
ol
18
43
20

13
10
15
05
25
16
24
&0
08
08
05
09
08
09
09
11
12
06
06
16
10
11
13
12
06
11

09
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Reason for Disqualification

Nentally
Medcoly  ad  Nebly  Adninkis
Race, Nome Rud T Disqueied Medesly Diuafld  twe
Dok, ond Ot Cusoed  Toisl  Acooplable Diuaied  Only  Disquaifed Oy  Aessons
e
Souh

12,10 1000 825 1% %8 36 83 11

Mantc S0 100 M0 40 B8 29 59 14
e B 00 M1 88 %0 2 3 10
DetctolConde 33 1000 M1 @9 &3 19 47 .
Pl B2 10 @3 T M0 20 M 1)
Guorga B 100 M4 85 X6 28 85 16
Merynd W M0 &7 N3 M5 15 28 2

Nt Cwoko 10188 100 @2 M8 A3 21 13 15
South Caroira G800 M8 4 Wm0 40 %2 o
Vigni B M0 &1 My A M 54 18
West Vignia G 100 B ME WS T 81 08
EmSohOmid 245 100 @3 07 %2 56 89 10
e S0 100 49 1 W 50 75 15

Kenkucly B9 100  ®S  R5 ¥ 0 93 08
ey 38 000 B9 a1 B 48 66 06
Tomeme % 100 % 48 ®T 50 103 09
WlSoh Gt 300 100 5 45 B0 3 55 09
Niaooes M0 N8 42 W0 5 42 15
Lovsan S 100 @7 B3 &8 3% 60 09
Okshoma B 100 %4 Mg W4 20 48 06
Tos 2 M0 B a0 ;2 M S 08
Wt W W0 B6 M4 B 18 8w
Moutzi ATH M0 K 61 B 19 M 18
Maona M5 10 M0 B0 88 2 3 2
Coloradd S 100 . M7 83 ® 13 15
Kaho 20 M0 R 4y M5 12 B2
Mortang om0 T 8 M2 M 08 11 28

[ 22




€IT

§§5255f§§§§§2

§§i§§§§§§i

-

1819

108
2m
0%

%61
1M
41
1.9

8811
13%
7%
110
169
6,518
AV

1,681
118

m
1)

1000
1000
1000
1000
1000
1000
1000
1000
1000
1000

1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
100.0
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000
1000

58
%4
%3
88
%3
K4
83
3
80
§16

a8
L
#3
A8
I
54
83
%6

42
UK
%5
Nk
$2
Mg
&0
§2
&9
Us
%8
N
M9
%9
826
%2
8
800
(K]

Q5

“i
W
40
Q7
26
U
47
%0
Q4

R3
56
87
N
29
UL
UN)
U4
1000
83
87
88
84
838
%4
8.0
098
50
5
162
49
50
41
1%
£8
62
#0
67

2%

09
M
81
%7
%1
03
%4
ok
82
%8

16
a0
%4
68
86
%2
34
166
1000
82
21
82
85
&8
24
199
206
A6

‘U

A7
%2
29
22
00
%8
193
0
6.7

a3
38
11
06
1\
89
16
40
07
19

118
98
o7

10

6.2
83
o8

98
82
16
12
N
50
6.3
87
1§
108
115
A
108
10
78
A
4

2
CK
o4
1\
33
36
34
106
18
1\

31
A3
122
105
LK
138

22
23
83
22
A
04
22
&4
22
183
188
86
13
181
158

13

98
162

3
09
1\
2
28
28
&8
18
LK
19

14
1§
X
11

1\
o8

18
1
1§
16
19
18
4
23
0§
18
4
2
12
41
23
13
43
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Rosson for Disqualification
Montally
Nedcaly —od  Meolaly  Administe-
Race, Reglon, Nomber Foud  Tolal  Dioquaitied Medkcally Discuelled  tw
Obiblon, and Slale ~ Examined Toial  Acooplable Discuaitied  Ony  Disquaithed  Ony  Ressoms
South X056 1000 30 6.0 133 134 %3 10
South Atiantc 16,840 1000 %0 848 W 14 9 12
Doiewre m 1000 4 ) 189 10 a1 06
Distrct of Coumdla 910 1000 LK %1 an 100 156 24
Florida 2% 1000 38 624 18 105 %8 13
Goorgia k. 1000 X 699 88 104 03 06
Marylind 142 1000 LY 83 X 1L 18 41

North Carolia S5 1000 %3 87 14 126 8.6 11
South Carolig 25 1000 a3 167 94 152 80 01

Vigia 20 1000 Q3 §17 10 109 U9 10
Wast Virgioia a8 1000 U2 8.8 a4 183 164 21
East South Contra 1268 1000 88 n2 "4 A &0 07
Agbame 2401 1000 &7 (K 8.6 24 25 08
Kantucky % 1000 R 83 %2 1[N 28 12
Mesiosipp! AL 1000 %2 18 19 135 §3 08
Tonnne 154 1000 %6 84 167 165 Y4 08
Woet South Contral 644é 1000 3.1 89 134 11N %6 08
N Ol 1000 01 89 104 136 %4 08
Lovisiana 21 1000 33 87 124 133 23 07
Okishoma L) 1000 K8 %2 L} 127 a3 13
Ton 28 1000 32 &8 150 151 38 03
Woet o2 1000 86 %4 &0 83 192 39
Mountain & 1000 8 %9 a3 98 189 49
Nizora 15 1000 2 §18 X8 "7 162 1
Colorado 1% 1000 8. %0 &1 94 123 22
Idaho § 1000 800 ¥0 - X0 - 20

e L2




AN R

T ik 2 00
Nevach mow
New Mexko 8 1000
Utah 'y 1000
Wyonwg 0 100
Pacit oM 100.0
Naska i1 1000
Calfomia o0 1000
Hawel § 1000
Oragon % 1000
Waghington 14 1000

NOTE: Dot re b onroporting by Amed Foroes Enrance and Examining Sttons
mmmm"&umummmmmw(mwwmwu

N
~
L)

80
Al
81
33
00
Q7
5
Q8
%00
8
%4

2

00
104
L
LY
%00
%3
5
%1
00
492
834

20
a8
L
00
%4
%3
&%
a0
a1
Al

1
143
80
9
13
X0

a0

00
A9
el
190
100
193
91
197

03
130

64
a3
8
3
36

68
(R
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Plasnieg Vi I Lask 3 Yours, Aooordig 1 Race or Evwil e Age: Unted B, 1973 and 1570

1 1)}
Place of Vie Place of Vieh
Number of Number of
Women ¥t Orgenized Women Wi Organized
Race or Riniolly ik in Al Om  Medesl  Vistin [ Om  Nedkal

ind Ap Thoussnds Moo Physician Sorices  Thousmds  Placss  Physin  Servicws

Toul Pt disriution Porcent distrbuton
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1824 yous Wm0 ms 25 0 1m0 M g
1519 youn MO0 M6 W Wm0 @8 %2
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344 e W00 87 13 M w0 ®7 13
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o 1544 yoan M0 8 @2 M Wm0 @0 %0
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23 yours B0 60 M0 W8 M0 &0 30
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Number of Monih of Pregnancy Prenatsl Care Began
Live Birthe 1 No
Raoce and Age n Report- ordnd Id 4h-8h Th-0th Prenstal
of Mother ng Aress Tolel Month Monih Month Monith Care
Percent distribution
Al raca®® 3,003,784 1000 474 28.6 20.4 4.2 1.4
Under 15 years 10,389 1000 148 17.3 48.5 15.6 58
15-19 yeoars 504,906 1000 286 254 35.3 8.1 2.6
15 years 27,940 1000 195 211 43.4 12.1 3.9
16 years Q472 1000 21.7 2.7 41.4 10.0 3.2
17 years 107,908 1000 254 24.7 38.4 8.7 2.8
18 younrs 138,723 1000 286 25.9 385.0 7.9 2.6
19 years 172,957 100.0 344 26.9 30.0 6.5 2.2
20-24 yeoars 1,035,508 1000 4886 27.3 20.6 4.1 1.4
25-29 years 917,300 1MNOO 58.1 26.6 140 2.5 0.8
30-34 years 403,307 100.0 54.9 26.6 14.8 2.7 1.0
3539 years 100,182 1000 4868 26.9 20.4 42 1.7
40 years and over 23,013 1000 37.0 26.4 26.8 68 3.0
White 2,425,741 1000 S5S03 27.1 18.0 a5 1.1
Under 15 years 4,236 1000 152 18.3 43.6 16.7 6.2
15-19 years 353,713 1000 30.4 26.5 3.2 7.6 23
15 yeoars 15271 1000 205 220 41.5 12.2 3.8
16 yoars 30,874 1000 224 25.0 39.8 9.9 2.9
17 yours 89,738 1000 264 25.6 37.0 8.4 26
18 yeours $9.225 1000 300 26.8 3.4 7.5 23
19 years 129,805 1000 385 27.7 28.0 5.9 1.9
20-24 yoars 838,631 1000 492 27.8 18.4 35 1.1
25-29 ysars 782,512 1000 58.0 26.8 125 2.1 0.6
30-34 years 341,415 1000 588 26.8 13.3 23 0.8
35-39 years 87,4917 1000 489 27.1 18.7 a8 1.5
40 yoars and over 17,743 1000 384 26.9 25.6 6.5 2.6
Black 495,747 1000 344 24.6 31.4 6.8 2.8
Under 15 years 5980 1000 145 16.8 48.8 14.5 54
1519 years 141,011 1000 24.1 23.0 40.4 9.1 3.4
15 yoars 12,153 100.0 18.3 20.0 48.0 11.7 40
16 yoars 22,333 1000 206 21.4 44 .4 10.0 3.6
17 years 30,190 100.0 232 22.7 41.5 9.3 33
18 yeoars 38,622 1000 24.7 23.6 39.5 8.8 3.4
19 years 39,713 1000 280 24.4 36.4 82 3.0
20-24 years 173,654 1000 350 25.3 30.4 6.6 2.7
25-29 years 107,345 1000 43.7 25.4 24.0 48 2.1
30-34 years 46,452 1000 433 25.6 24.1 48 22
35-39 years 17,023 1000 36.3 258 28.9 6.0 3.0
40 ysars and over 4282 1000 31.1 24.7 31.7 83 4.2
n 1977, month of which care was i 44
m of i ngl.'xhg prenatal began roquu'nd by .

Penneyivania, and Virginia.
Anciudes all other races NOL $hown &8 & SSParate category.

NOTES: Data are based on the national vital registration system:. Percents are based only on
records that state the month of pregnancy prenatal care began.

SOURCE: National Centar for Heslth Statistics: Advance Report, Final Natality Statistics, 1977.
Monthily Vital Statistice Report, Vol. 27, No. 11, Supp. DHEW Pub. No. (PHS) 79-1120. Public Health
Service. Hyattaville, Md., Feb. 5, 1979.
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Segan
MNumber of
Dirthe In 3vd Trimester
Race and Cheracleriglic Thousands® Tet Trimmester or Mot at AN
Percent of birthe
Totald 3,327 71.4 9.0

Wediock status*

In wediock 1.703 75.7 7.4

Out of wediock 320 45.3 19.1

Not stated 12 83.2 2.6

Not on birth certificate 1.292 72.1 as
Education®

8 years or less 126 49.9 18.1

9-12 yoars 1.697 8.5 9.4

13 ysars Or more 741 84.0 4.8

Not stated 52 38.3 5C.2

Not on birth certificate 710 71.4 5.5
Live birth order

First birth 1.271 71.6 8.1

Second or third birth 1,557 743 7.8

Fourth or iater birth 464 64.0 11.9

Not stated b L 33.5 53.8
Age

Under 18 years 225 44 .2 17.3

18-39 years 3,076 73.4 8.4

40 years or more 25 60.6 13.7

White 2,691 74.8 7.8

Wediock status*

In wediock 1,495 77.4 6.8

Out of wediock 129 43.5 20.4

Not stated 10 55.7 30.5

Not on birth certificate 1.057 751 7.5
Education®

8 years or less oS4 52.2 17.4

9=-12 years 1.322 72.9 7.7

13 yoars or more 640 86.1 4.0

Not stated 38 39.0 50.2

Not on birth certificate 597 72.6 8.c
Live birth order

First birth 1.041 74.9 7.1

Second or third birth 1277 77.5 6.6

Fourth or later birth 348 67.7 10.5

Not stated 25 359 54.5
Age

Under 18 years 143 46.8 16.2

18-39 years 2,528 76.5 7.3

40 years or more 20 62.7 12.8

Q. 232 219




t on birth certificate 197 57.1 13.9

Ecucation®

8 years or less 27 422 19.8

912 ysars 343 52.6 154

13 years or mors 80 69.7 10.9

Not stated 13 27.7 50.7

Not on birth certificate 82 63.3 9.1
Live birth order

Firat bixth 195 552 131

Second or third birth 238 585 138
. Fourthh or later birth 101 52.8 182

Not stated 9 26.9 £2
Age

Under 18 years 78 39.7 19.1

18-39 years 462 58.4 140

40 years Or more S 52.3 17.8

Tinciudes 12,766 births to women who rasided in States that did not require of data on

mammmmmmmmmummmwbmﬁ
mmmmmmmmm.mm. Pennaylvania

and Virginia.
2inciudes births for which the trimester prenatal care began was not reported.
separate category.
anediock status was reported by 37 States and the District of Columbia.
spiothers education was reported by 44 States and the District of Columbia.

NOTE: Data are based on the national vital registration system.

mmwmmwmlm.sswsmng. Md., Mar. 1580.
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in wediock 76.7 715
Out of wediock 482 46.0
Educations
8 years or less 8527 49.6
9-12 years 708 63.4
13 years or more 84.1 80.0
Live birth order
» First birth 762 69.2
= Second or third birth 75.0 67.7
Fourth or later birth 64.3 59.0

ERIC

Aruitoxt provided by Eic:

74.
86.
78.4

78.(
68.(

9
~
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TABLE 70, Birhs for Which Pronstal Care Bogan in the First Trimestar According 1o Race, Birth Wekgh, and Seeclad Characiaistic
of the Mother: Unfied Sakes, Reparting Areas, 1677 (Cont)

Race
Races! Whits | Black

Al Loss Than 2501 Al Less Than 2,501 Al Loss Tan 2,501
Bith 2501 Grams Bt 2501 Grams Bith 2501  Grams
Age and Charscleristic  Wolghts®  Grams  or More  Weights  Grams  or More  Woeights  Grams  or More

Percent of births with pranatal care in the first trimester

40 ysars or okder 606 %5 61 7 89 & 3 80 %26
Wediock status
In wediock 63 %88 67  t46 610 M9 RS M0 K5
Out of wediock “6 Q1 41 R4 RS RS ' ‘ '
Education
8 yours or Jess 63 47 85 &7 ke &7 ' ’ '
9-12 years 61. 5 6§ M5 15 M8 N9 N4 W7
13 years or more 48 B4 I WO N0 764 ' ¢ '
Lve bith order

Frstteough third bith 718 667 724 780 &7 73 ' ¢ '
Fourh or later birth 3 R9 &8 N9 M6 600 %0 513

Yincludes 12,765 births to women who reside in States that do not collect data on prenatal care, which occurred in States whers thess data are collected. In 1977, reparting
dmammmwmmmmwxwummmmmwm States not requiring reporting were Alaska, Arkansss,
Idaho, New Mexco, Pennsyvania and Virginia

Hncludes 8l Other races not shown 85 2 Seperate category.

Sncludes 6,485 births for which birth weight was not reported,

Wediock status is reported by 37 States and the District of Columbia.

% ducation of mather i reported by 44 States and the District of Columbia,

NOTE: Data are besed on the national vital registration system,
SOURCES: Division of Vital Statistics, National Center for Health Statistics: Selected data. Special tabulations prepared by the Information Sciences Ressarch Institute,
mw‘ m0w|1m|
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Frimester
Prenatal Care Began
Average Thire
Region, Residence by Physiclians Annual Trirmmester,
County Characteristic, per 100,000 Number of First No Care, and
and Race Populstion Live Births' Trimesier Not Reported
Percent of births
United States® 135.2 2.908.771 70.5 9.3
White 2,353,359 74.1 82
Black 477.659 543 15.1
Within SMSA 158.7 2.096.862 71.3 9.5
White 1.664,9504 75.2 8.1
Black 375,724 55.0 15.5
Large SMSA 178.6 1,141,194 71.4 9.4
White 872,314 758 7.8
Black 237.627 55.6 15.5
Core counties 2041 823,174 68.5 10.3
White 586,674 735 83
Black 210,811 54.9 15.8
Fringe counties 117.2 318,019 78.9 7.2
Wwhite 285,640 80.7 6.5
Black 26,816 61.3 13.5
Medium SMSA 135.3 669,772 71.3 9.9
White 550,189 74.7 8.7
Black 99,370 53.2 16.7
Other SMSA 126.6 285,897 71.3 83
White 242,400 74.0 7.5
Black 38,728 55.6 12.4
Outside SMSA 7G.4 811,909 68.4 9.3
White 688.456 71.4 83
Black 101,935 51.6 13.9
Adjacent 68.3 411,576 6S.1 9.4
White 354,070 71.9 8.5
Black 50,864 50.7 14.9
Urbanized 88.9 179,807 70.7 9.1
White 158,796 73.0 8.3
Black 17.412 51.3 153
Less urbanired 54.9 199,360 68.0 9.6
White 168,059 71.1 8.6
Biack 28,710 50.8 14.7
Thinly populated 35.3 32,409 66.5 9.9
White 27,215 69.9 8.9
Black 4,742 482 155
Not adjacent 72.6 400,333 67.8 |92
White 334,386 70.9 8.1
Black 51,071 52.4 12.9
Urbanized 104.4 129,352 69.7 7.9
White 105,327 73.4 6.8
Black 19,472 £3.2 11.7
Less urbanized 64.6 207,037 67.1 9.6
White 174,894 69.9 8.8
Black 25,748 51.7 13.5
Thinly populated 36.7 63,944 66.3 10.2
White 54,165 69.4 8.7
Black 5.851 52.9 13.4

V)
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Trimesier
Prenatal Care Began
Average Third
Region, Residence by Annusl Trimesler,
County per 100,000 Number of First No Care, and
and Race Live Biriths' Trimester Not Reported
Percent of births
Northeast 178.4 477.945 70.4 10.7
White 394 .811 75.4 83
Black 75,276 457 22.6
Within SMSA 188.9 412.551 69.8 11.5
White 331.436 75.6 8.9
Black 73,910 45.6 22.8
Large SMSA 212.6 264,011 66.2 14.0
White 199,476 73.6 10.5
Black 58,91S 42.7 253
Core counties 234.1 183,594 60.1 16.6
White 127,022 68.5 124
Black 52.148 40.9 26.8
Fringe cournties 170.3 80.417 798 7.7
White 72,454 82.1 7.2
Black 6,767 56.8 13.5
Medium SMSA 148.6 126,586 76.7 7.3
White 111,956 791 €.5
Black 13.246 57.7 13.0
Other SMSA 130.8 21.954 74 8 6.4
White 20,004 77.0 59
Black 1.750 50.0 14.4
Outside SMSA 105.2 65,394 73.8 59
White 63,376 74.3 58
Black 1,366 55.0 12.7
Adjacent 96.2 43.645 73.8 6.2
White 42,069 74.4 59
Black 1.180 542 13.2
Urbanized 98.6 34.269 74.9 57
Whiite 32,841 75.7 54
Biack 1.085 541 13.0
Less urbanized 87.7 8.985 69.8 7.4
White 8.839 70.0 7.3
Black a5 55.3 15.2
Thinly populated 84.8 392 65.4 12.3
White 390 65.4 12.3
Black 0 0.0 0.0
Not adjacent 124.5 21,748 73.9 55
White 21,307 74.1 5.4
Black 186 60.2 9.8
Urbanized 1583 10,661 77.8 45
White 10,428 78.0 4.5
Biack o1 €8.4 4.4
Less urbanized 92.0 9,147 9.6 6.6
White 8.956 €9.8 6.5
Black o1 522 15.1
Thinly populated 4.7 3.940 71.9 57
White 1,923 72.0 57
Black 2 43 ey 4 54.6 9.1

-



Trimester
Prenatal Care Began
Average Third
Region, Residence by Physicians Annual Trisnester,
County per 100,000 Number of First No Care, and
and Race Populistion Live Births® Trimester Not Reported
Percent of births

North Central 117.8 867,431 742 6.7
White 745,293 76.7 59
Black 109,511 58.8 12.0
Within SMSA 141.1 591,701 75.1 6.6
White 480,619 78.7 S5
Black 103,471 59.0 119
Large SMSA 152.2 352,433 753 6.0
White 267.944 80.0 4.7
Black 79,272 59.7 10.0
Core counties 186.4 232,925 72.4 6.9
White 156,844 78.7 852
Black 72,124 55.0 103
Fringe counties 85.7 119,508 80.8 42
White 111,101 81.8 3.9
Black 7,148 66.1 7.0
Medium SMSA 116.3 155,872 74.1 9.4
White 136.341 76.6 7.9
Black 18,055 553 20.7
Other SMSA -38.5 83,396 76.3 4.4
White 76,333 77.7 4.0
Black 6,143 60.7 8.9
Outside SMSA 67.2 275,730 72.4 6.9
White 264,674 73.2 6.6
Black 6,040 558 12.6
Adjacent 68.2 138,381 73.9 6.9
White 133,642 74 .4 6.7
Black 3,511 57.7 12.0
Urbanized 924 58,908 756 7.0
White 55,570 76.6 6.7
Black 2,851 58.4 11.7
Less urbanized 52.3 70,308 72.8 6.8
White 69,104 73.1 6.7
Black 622 54.4 13.6
Thinly populated 33.4 9,165 71.3 7.1
White 8,968 71.8 7.0

Black 38 61.4 12.
Not adjacent 66.2 137.349 70.8 6.9
White 131,032 71.9 6.4
Bilack 2,529 53.2 13.6
Urbanized 98.9 35,476 72.4 6.0
White 33,435 735 56
Black 1,245 57.9 11.9
Less urbanized 63.5 76,356 70.8 7.0
White 73,785 71.6 6.6
Black 1,142 48.4 15.3
Thinly populated 32.1 25517 €68.7 8.1
White 23,812 70.5 6.9
Black 142 50.1 15.4
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Number of Births and Percent for Which Prenatal Care

Population,
quhmTMMbmmby

County Characteristics, and Race: United States, Reporting Areas,
1975 (Physicians) and 1975-77 (Births and Prensial Care) (Cont.)
Trimesier
Preonatal Care Began
Average Third?
Region, Residence by Physiclans Annual Trimester,
Cournty per 100,000 Number of First No Care, and
and Race Population Live Births' Trimesier Not Reporied
Percent of births
South 113.1 978,966 66.1 12.4
White 715,624 71.0 1.2
Black 250,064 52.5 15.7
Within SMSA 142.5 617,472 &67.3 12.6
White 452,611 72.2 11.1
Black 156,727 53.3 16.6
Large SMSA 163.4 224,652 9.0 13.3
White 155,731 75.0 1.3
Black 66,153 55.1 17.8
Core cournties 200.8 150,747 66.6 13.3
White 93,460 73.9 108
Black 55,625 54 4 17.5
Fringe Counties 89.9 73,905 74.0 13.2
White 62,271 76.7 12.2
Black 10,528 58.3 19.6
Medium SMSA 134.3 258,017 66.6 12.3
White 193,424 71.7 10.8
Black 61,123 71.7 10.8
Other SMSA 119.8 134,804 65.7 12.0
White 103,456 69.0 11.8
Black 29,451 54.3 13.3
Outside SMSA 60.9 361,494 64.1 11.9
White 263,013 8.8 11.0
Biack 93,337 51.1 14.0
Adjacent 56.6 181,838 64.0 12.3
White 133,345 69.1 11.1
Black 45,352 49 9 15.4
Urbanized 77.0 54,379 63.4 13.6
White 40,075 68.2 12.6
Black 12,716 48.8 16.5
Less Urbanized 50.9 107.315 64.5 11.6
White 78,047 69.7 10.5
Black 27,935 50.7 14.7
Thinly populated 328 20,144 63.1 11.8
White 15,222 67.9 10.7
Black 4,700 480 15.6
Not adjacent 65.4 179,656 64.1 11.5
White 129,668 68.6 11.0
Black 47,985 52.3 12.7
Urbanized 93.3 60.717 66.8 9.5
White 42,064 729 8.4
Black 17.876 52.7 11.7
Less urbanized 57.5 92.245 62.6 12.7
White 66,951 66.7 12.2
Black 24,420 519 13.4
Thinly populated 33.7 26,694 62.9 12.5
White 20,653 €S8 12.7
Black 5,689 53.0 13.3



TABLE 71. Non-Federal Physicians in Direct Patient Care per 100,000
Population, Number of Births and Percent for Which Prenatal Care

Trimester
Prenatal Care Began
Average Thirdg?
Region, Residence by Annual Trimester,
County Characteristic, per 100,000 Number of First No Care, and
and Race Populstion Live Births' Trimester Not Reported
Percent of births
West 155.5 584.430 724 7.5
White 497.631 73.5 71
Black 42,809 67.3 7.6
Within SMSA, 170.0 475,138 73.1 7.0
White - 400,238 73.9 6.9
Black 41.616 67.5 7.5
Large SMSA 185.4 300,098 73.0 7.0
White 249,163 73.6 68
Black 33,287 69.2 6.8
Core counties 197.5 255,908 71.7 7.4
White 209,348 72.1 7.4
Black 30,915 68.9 6.9
Fringe counties 121.3 44 190 80.5 4.5
White 39,814 81.1 4.3
Black 2372 72.8 S.8
Medium SMSA 145.5 129,297 72.0 8.1
White 108,467 73.2 7.7
Black 6,946 59.6 10.7
Other SMSA 119.1 45,743 76.7 52
White 42,608 77.6 4.9
Black 1.383 67.1 6.7
Outside SMSA 86.7 109.292 69.6 8.8
White 97,393 71.7 7.5
Black 1.192 59.8 12.5
Adjacent 83.9 47,712 69.5 838
White 45,014 70.1 8.4
Black 821 61.2 11.2
Urbanized 89.9 32.251 69.3 9.1
White 30,310 €9.8 88
Black 760 67.0 11.0
tess Urbanized 75.9 12,753 €8.9 8.7
White : 12.069 69.8 8.1
Bilack 58 62.1 13.2
Thinly populated 542 2.708 74.7 5.3
White 2.636 75.2 5.2
Black 3 90.0 0.0
Not adjacent 89.0 61.580 59.6 88
White 52,379 73.0 6.7
Black 371 56.7 15.6
Urbanized 112.7 22.499 693 8.7
White 19,400 72.1 7.1
Bilack 261 56.1 16.4
Less urbanized 81.5 29,289 70.3 83
White 25.202 73.2 6.6
Black 95 59.6 13.2
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Trimester
Prenstal Care Began

Average Thira?
Region, Residence by Physicians Annusl Trimesier,
County Characieristic, per 100,000 Number of First No Care, and
and Race Population Live Births’ Trimester Not Resporied
Percent of births
Thinly populated 48.2 9,793 68.3 10.3
White 7777 74.6 59
Black 15 S0.0 17.5

'memmmwmrmwmmmmmmw care began.
These States were Alaska, Arkansas, idaho, New Mexico, Pennsytvania, and Virginia.
mmummmmmmmmmw.
mw:mwmmmmmrMMtMasammm.
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wvital registration system.
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Trimester
Prenstal Care Began
Average Thirck
Physicilans Arnspsussl Trimesler,
per 100,000 Nonber of Firat No Care, and
State and Race Poputation® Live Births Trimesier Not Reported
Percent of births
United States> 133.9 3,212,873 70.5 9.3
White 2,603,560 74.1 82
Btack 523,427 543 15.1
Northeast
New England
Comnecticut 175.9 36,060 77.9 11.5
White 31,486 80.8 10.1
Black 4,195 56.5 22.8
Maine 105.7 15,479 74.6 62
White 15,256 74.6 6.2
Bilack 65 68.0 3.7
Massachusetts 181.5 67.431 843 4.6
White 62.342 85.2 4.2
Black 4,285 71.8 10.8
New Hampshire 131.2 11,454 80.2 3.7
White 11.294 80.2 3.7
Btack 73 70.4 1.7
Rhode isiand 159.7 11,052 85.2 3.6
White 10,275 86.1 34
Black 637 742 6.9
Vermont 155.3 6,835 72.6 54
White 6,783 72.7 54
Black 19 49.1 10.5
Middie Atantic
New .Jersey 138.8 92,258 67.2 13.1
White 73,592 72.4 10.5
Bilack 17,497 45 .4 24.0
New York 201.8 237,375 66.4 11.9
White 183,783 72.7 9.0
Black 48,526 43.0 23.1
Permnsytvania 138.0 150,357 - -
White 129.659 ——— -—-
Bilack 19,574 —— -—
North Central
East North Central
Bimnois 130.5 172,357 71.6 6.1
White 132,834 759 48
Black 36,658 56.2 105
indiana 96.2 82,781 62.4 21.3
White 73,629 653 19.3
Black 8,715 382 38.4
Michigan 119.2 134,602 74.6 . 54
White 110,358 77.8 4.3
Black 22,930 59.6 11.1
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Populalion, Number of Biriths and Percent for Which Prenstal Care
mhwrmmba-h‘“mm
mwm1mm)m1mm-ﬂ
Prensial Care) (Comt.)

Trimesiar
Prenstal Care Began
Average Thircl
Annual Trinmesier,
per 100,000 Number of Fleat No Care, and
Siste and Race Live Births Trimesiar Not Reported
Percent births
Ohio 1222 158,633 77.8 4.4
White 136,807 79.7 40
Black 20,729 653 7.7
wWisconsin 114.4 66,232 82.6 3.1
WwWhite 61,306 83.8 2.7
Btack 3,852 67.8 6.8
Wast North Central
iowa . 94 8 42 653 82.1 2.8
White 41,378 82.6 2.7
Biack 890 68.6 7.0
Kansas 111.3 35,436 76.6 4.8
White 32,100 77.6 45
Biack 2,629 67.9 6.2
Minnesota 137.8 57.764 71.2 7.3
White 55,162 72.0 6.9
Biack : 1,173 578 13.9
Missouri 1158 70,190 75.9 5.5
White 58,815 782 £9
Black 10,730 633 8.9
Nebraska 108.3 24 . 227 by > Sre 53
White 22,760 =9 4.9
Black 1.045 5854 9.0
North Dakota 89.3 10,903 728 5.0
wWhite 10,070 74.3 4.1
Black 101 &67.8 6.3
South Dakota 76.5 11.653 65.2 8.0
wWhite 10,073 69.3 4.8
Black 58 54.3 8.7
South
South Attantic
Detaware 126.0 8.320 73.6 85
White 6,402 78.0 7.1
Black 1,837 58.9 135
District of Columbia 341.5 9,834 41.6 39.4
White 1.468 54.4 328
Black 8,260 39.2 40.6
Florida 132.0 107,103 553 24.5
White 79,141 60.3 22.9
Black 27.822 41.5 28.3
Georgia 104.6 81.271 62.0 16.6
White 52,044 68.4 15.7
Btack 28,559 50.7 18.2
Maryland 162.7 53,788 74.5 9.3
White 37.900 79.8 7.8
Black 14,807 81.5 13.0
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TABLE 72.

Trimester
Prenstal Care Began
Average Third?
Physicians Annual Trimesier,
per 100,000 Nuomber of First No Care, and
State and Race Population® Live Bisths Trimester Not Reported
Percent of births
North Carolina 103.6 82,039 72.4 4.9
White 55,896 799 3.1
Bliack 24,045 553 89
South Carolina 891.0 48,134 66.9 7.5
White 28,784 76.1 50
Black 18,999 53.0 11.3
Virginia 1156 71,485 -—— -—
White 83,575 -— -
Black 16.583 -— R
Waest Virginia 99.9 28,922 61.2 9.7
White 27,704 62.0 92
Black 1.108 43.3 19.4
East South Central
Alabama 85.5 59,343 69.4 7.1
White 38,533 78.9 4.6
Black 20,614 51.9 11.9
Kentucky 100.0 56,178 64.4 14.7
White 50,993 65.7 14.5
Black 4. 885 51.4 16.6
Mississippi 79.9 44 078 69.0 7.3
White 22,989 79.7 5.0
Black 20,784 57.4 9.8
Tennessee 112.7 63,901 5.9 11.9
White 45,865 70.5 11.1
Black 13,679 54.0 15.5
West South Central
Arkansas 85.1 34,785 -——- -——
White 25,766 - -
Black 8,722 - -——-
L ouisiana 104.9 70,901 % 123
White 42,548 76.8 11.4
Biack 27,808 55.0 13.4
Oklahoma 93.9 43,952 66.0 9.9
White 35,657 70.0 8.1
Bilack 4.315 49.4 15.2
Texas 1093 221,202 68.2 10.8
White 186,694 70.4 10.5
Black 32,544 552 12.5
West
Mountain
Arizona 137.7 40,465 59.6 14.9
White 34,066 63.3 12.5
Black 1,592 49.4 17.1
Colorado 147.5 41,428 74.2 6.6
White 38.61€6 74.8 6.3
Black 1,864 66.2 9.4
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TABLE 72.

Trimesher
Prenatal Care Began
Average Third®
Answusl Trimesier,
per 100,000 Number of First No Care, and
State and Race Populiation® Live Births Trimester Not Reporied
Percent of births
idaho £88.3 17,488 -— —
White 17,088 -— ---
Black 58 —-— -——
Montana 100.0 12,658 77.0 4.6
White 11,324 79.2 35
Black 60 78.2 56
Nevada 1C7.7 9,635 72.3 7.1
White 8,152 749 6.1
Black 984 56.6 12.6
New Me:=xico 99.8 22,052 -——- -
White 18,405 -—— -—-
Black 574 -—— ——
Utah 129.7 34.939 B80.7 6.6
White 33.801 81.4 6.3
Bilack 163 65.1 15.2
Wyoming 88.2 7.544 74.9 5.6
White 7.208 75.6 52
Btack 83 57.7 10.2
Pacific

Alaska 75.7 7,933 -—— -
White 5,709 -— -—-
Black 257 -—— -——
California 170.4 332,499 72.0 7.2
White 278,205 724 7.3
Black 34,924 69.1 6.6
Hawaii 137.0 16,336 69.6 6.1
White 4,326 70.5 54
Bilack 366 62.8 7.9
Oregon 137.8 35,258 74.8 5.9
White 33,344 754 5.6
Black 794 62.3 10.3
Washington 134.7 53.669 75.4 6.2
White 48,588 7€.9 5.6
Btack 1,979 595 11.8

IInciudes births for which information on the beginning trimester of prenatal care ° ot reportec
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vital registration system.
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- Peoce: Unlted Siates, Reporting Arees, 1975 (Physicians) and
197577 (Birthe and Prenstal Care)’®
Reglon,
Residence by Average Physician Specialty No Prenstal
County Answenl Obetelrics Care Befovre
Cheracteristic Number of AR Generald and Third
and Race Live Birthse Physicians Praciice GOynecology Trimesler
Physicians per 100,000 wosnen Percent
15—44 yoars of age? of births
United States> 2,908,771 609.9 1069 41.7 9.3
White 2.353.959 8.2
Bisck 477,659 15.1
Within SMSA 2,096,862 702.7 99.6 49.6 95
White 1,664,904 8.1
Sack 375,724 155
Large SMSA 1.141,194 790.7 1012 55.7 9.4
White 872.314 7.8
Biack 237,627 155
Core counties 823,174 905.4 110.2 &82.8 10.3
White 586.674 8.3
Btack 210,811 15.8
Fringe counties 318,01¢€ 516.4 79.9 38.6 72
White 285,640 6.6
Biack 26,816 13.5
Medium SMSA 669,772 600.9 98.9 43.3 99
White 550,189 8.7
Black - 99,370 16.7
Other SMSA 285,897 £56.5 93.8 380 83
Whilte 242,400 7.5
Black 38,728 12.4
Outside SMSA 811,909 3349 128.3 i8.4 9.3
White 6E8.456 83
Btack 101,935 13.9
Adjacemnt 411,576 3238 126.1 188 9.4
White 354,070 8.5
Black 50,964 149
Not adjacent 400,333 347.0 130.7 18.0 92
White 334.386 8.1
Biack 51.071 12.9
Northeast 477,945 8143 96.8 55.1 10.7
Whiite 394,811 83
Black 75,276 226
Within SMSA 412,551 858.0 93.8 58.4 11.5
White 331.436 89
Biack 73.910 228
Large SMSA 264,011 956.6 95.6 64.4 139
White 199,476 10.5
Black 58.91S 253
Core counties 183,594 1,047.3 96.4 69.3 16.6
White 127,022 12.4
Biack 52,148 26.8
Fringe counties 80,417 775.2 S4.0 545 7.7
Whhite 72,454 7.2
Black 6,767 13.5
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TABLE 73. Number of Births, Non-Fedaral Physicians In Direct Patient Care
p.r100.000*mn15—44¥molm-mwa8lmnbr
Which Prenatal Care Did Not Begin Before the Third Trimester,
mbm,mwmmmm
Race: United States, Reporting Aress, 1975 (Physicians) and
1975--77 (8irths and Prenatal Care)®' (Cont.)

Region,
Residence by Average Physician Spacialty No Prenatal
County Annual Obatetrics Care Before
Characteristic Number of Atl General and Third
s#nd Race Live Births Physiclians Practice Gynecology Trimester
tMedium SMSA 126,586 685.9 90.1 49.0 7.3
White 111,956 6.5
Black 13.246 13.0
Other SMSA 21,954 60F .2 92.8 36.5 6.4
White 20,004 5.9
Black 1.750 14.4
Qutside SMSA 65.394 497.8 118.7 30.8 59
White 63.376 5.8
Black 1.366 12.7
Adjacent 43,645 459.4 117.2 32.3 6.2
White 42,063 59
Not adjacent 21,748 577.8 121.9 27.7 55
White 21,307 5.4
Black 186 9.8
North Central 867,431 537.9 110.8 35.2 6.7
White 745,293 59
Black 109,511 12.0
Within SMSA 591,701 625.5 99.0 43.6 6.6
White 480,619 55
Biack 103,471 11.9
Large SinSA 352,433 578.5 84.4 49.2 6.0
White 267,944 4.7
Black 79,272 10.0
Core counties 232,925 835.6 107.1 58.8 6.9
wWhite 156,844 52
Black 72,124 10.3
Fringe counties 119,508 377.8 70.0 30.7 4.2
White 111,101 3.9
Black 7.148 7.0
Medium SMSA 155,872 514.8 111.0 35.1 9.4
White 136,341 7.9
Black 18,055 20.7
Other SMSA 83,396 602.7 96.8 35.5 4.4
White 76,333 4.0
Black 6,143 89
Qutside SMSA 275,730 328.0 139.1 15.2 6.9
White 264,674 6.6
Black 6,040 12.6
Adiacent 138,381 327.6 137.8 16.2 6.9
White 133,647 6.7
Black 3.511 12.0
Not adjacent 137,349 328.4 140.5 14.1 6.9
White 131.032 6.4
Black 2,529 13.6
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TABLE 73. Number of Births, Non-Federal Physicians In Direct Patient Care
per 100,000 Women 1544 Years of Age and Percent of Births for
Which Prenatal Care Did Not Begin Before the Third Trimester,
According %o Region, Residence by County and
Race: United States, Reporting Aress, 1975 (Physicians) and
197577 (Births and Prenatal Care)'(Cont.)

Region, -
Residence by Average Physiclan Specialty No Prenatal
County Annual Obstetrics Care Before
Characleristic Number of Al General and Third
and Race Live Births Physicians Practice Gynecology Trimester
South 978,966 506.9 95.7 38.7 12.4
White 715,624 . 11.2
Black 250,064 15.7
Within SMSA 617.472 622.9 85.9 49.6 12.6
White 452,611 11.1
Black 156,727 16.6
Large SMSA 224,652 712.7 85.4 59.4 13.3
White 155,731 11.3
Black 66,53 17.8
Core counties 150,747 882.8 94 .1 73.3 13.3
White 93.460 10.8
Black 55,625 17.5
Fringe counties 73,905 385.9 68.7 32.7 13.2
White 62,271 12.2
Black 10,528 19.6
Medium SMSA 258,017 587.3 87.3 44.6 12.3
White 193,424 10.8
Black 61,123 16.8
Other SMSA 134,804 5249 83.9 41.5 12.0
white 103.456 11.8
Biack 29,451 13.3
Outaide SMMSA 361,494 286.1 11< .4 17.8 11.9
White 263,013 11.0
Bilack 93,337 14.0
Adjzcent 181.838 266.6 114.7 15.9 12.3
White 133.345 11.1
Black 45,352 15.4
Not adjacertt 179,656 306.5 114.2 19.9 11.5
White 129,668 11.0
Black 47,985 12.7
West 584,430 687.5 129.7 43 .5 7.5
wWhite 497.631 7.1
Black 42.809 7.6
wWithin SMSA 475,138 743.8 124.8 48.2 7.0
White 400,238 6.9
Black 41,616 7.5
Large SMSA 300,098 809.8 127.3 51.5 7.0
White 249,163 6.8
Black 33,287 6.8
Core counties 255,908 B866.1 134.0 549 7.4
White 209,348 7.4
Black 30,915 6.9
Fringe counties 44,190 518.9 92.6 33.9 4.5
White 39,814 4.3
Black 2,372 58
235
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TABLE 73. wamwwmnﬁmmcﬂ-
por100.000Wmn15—44Ymo¢Ag.u:dPﬂmntolBlmw
Which Prenatal Care Did Not Begin Before the Third Trimester,
mnm,mwmmmm
Race: Unhled States, Reporting Aress, 1975 (Physicians) and
197577 (Births and Prenatal Care)'(Cont.)

Region,
Residence by Average Physician Specialty No Prenatal
County Annusl Obstetrics Care Before
Characleristic Number of AN General and Third
and Race Live Births Physicians Praclice Gynecology Trimester
Medium SMSA 129,297 639.2 120.2 442 8.1
White 108.467 7.7
Black 6,946 10.7
Other SMSA 45,743 521.9 118.8 33.7 52
White 42,608 4.9
Black 1,383 6.7
Outside SMSA 109,292 403.6 154.2 19.9 _ 88
White 97.393 7.5
Black 1,192 12.5
Adjacent 47,712 386.9 144.7 231 88
White 45,014 8.4
Bilack 821 11.2
Not adjacent 61,580 4173 162.1 17.3 8.8
White 52,379 6.7
Black 37 15.6

1Excludes data for those States which did not require reporting on the month prenatal care began.
These States were Alaska. Arkansas, idaho, New Mexico, Pennsyivania, and Virginia.
cian data not applicable according to race.
3The total for each area includes other races not shown as a separate category.

NOTES: Data are based on reporting by physicians, estimated population counts, and the national

wnal registration system. Data on month of pregnancy prenatal care began are for 2 years only for
Alapama and Massachusetts.

SOURCES: Bureau of Health Manpower, Department of Health, Education, and Weilfare: seiected
data; National Cancer Institute: Selected data; Division of Vital Statistics, National Center for Health
Statistics; selected data. Special tabulations prepared by the Information Sciences Research
Institute, Sitver Spring. Md., Mar. 1980. -
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Indorval Since Last Contact Contacts par Year
Por
Population Porgon
n Under1 14 5 or Mon Por With
Characleristic Thousands  Tolal Yo YunAp YewsAp New Poson  Contact
Porcant distribution of population
Tota! under 18 years! 85,122 1000 KN A0 22 04 4 58
Ke
Under 6 years 19217 1000 884 104 08 04 64 12
611 yoars A4 1000 694 IR 23 04 33 48
12-17 yoars 25,004 1000 66.0 2.3 37 04 30 46
" :
Mgl 30,436 1000 7 %0 21 04 42 58
Fomale 3,286 1000 736 %0 23 04 40 54
Race
Whte 54.9%7 1000 749 21 18 03 43 5.1
Black 9,831 1000 66.3 8.1 37 07 32 48
Other o4 1000 7.3 187 30 11 %2 5.6
Famlly income
Under $5,000 7,107 1000 106 40 33 08 43 6.
$5000-$9,999 13,634 1000 6.7 o7 33 07 37 53
$10,000-$14,999 15,647 1000 740 %2 18 03 41 55
$15,000 or more B8 1000 6 Q4 14 04 44 5.1
Parontal prasence

ohparons present. 272 00 ws w0 g g g 55
Mothr only presant 0w om0 om0 om0 05 g e

W Mbeontoet 2% Wm0 M3 oW g3 g g 60
N
Educaton of famiy head
8 yoars or less 10,45 1000 62.6 %9 53 13 28 44
11 yoas nEm0 om0 w o oy s
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| Inforval Since Last Contact Contacts per Yeer
N
- P
Population Parson
n Under 1 -4 5o Mo Por With
Characloriatic Thoussnds  Tolal Yo YoursAo Yes A MNewr  Pwson  Confact
| Parcant distnibution of popuiation
12 yoars 28,053 1000 752 %0 16 02 41 55
13-15 yoars 8,346 1000 806 184 09 02 48 60
16 yoars or more 10,578 1000 83 149 07 01 54 64
Famlly se
3 persons or fewer 11,593 1000 86 143 12 02 59 1
4 porsons 18,642 1000 Y] 183 11 02 48 60
§ persons 15,228 1000 70 A2 18 04 38 52
8 or more persons 0,059 1000 67 35 41 07 2 43
Residence
Within SMSA 4907 1000 753 2. 18 04 44 58
Large SMSA 5,192 1000 167 07 15 03 44 58
- Gore counties 17208 1000 760 U0 17 04 43 56
.. Fringe counties 8,58 1000 780 22 11 02 48 6.1
Modium SMSA 15,196 100.0 45 21 22 05 43 58
Other SMSA 6,519 1000 K| %1 25 03 41 58
Outside SMSA 17815 1000 633 %3 32 05 35 50
Adacent to SMSA e 0 M B4 a2 04 36 51
Not adjacent 0 6,020 1000 677 8.0 32 06 34 49
SMSA
“Ragion
Northezst 4,700 1000 782 196 14 02 45 §7
North Central 17,545 1000 T4 yali] 17 03 41 55
South 21,644 1000 69.3) wy 86 3 06 3 53
Wou n o0 neilas o s 5 g

nchde chldren i ith thr oy, and ek il e and o of e, o shown st catgoris
mummmmmmmwmmmmmmmm
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Youlhs Under 18 Years of Age, According o Age, Family income,
and Race: Uniled States, 197576 Annual Average
Souwrce or Place of Contact
Hoepital
Outpatient
Clinic or
Age, Family incoine, Physician’s Emergency
and Race Total Office Room Telephone Home Other
Percent distribution of contacts
Total under 18 years' 100.0 63.4 142 16.9 0.6 4.9
Age
Under 6 years 100.0 59.7 13.4 21.0 0.5
6-11 years 100.0 4.4 14.4 16.7 0.6 3.9
12—-17 years 100.0 68 .4 152 10.5 0.9
Family income
Under $5.000 100.0 55.8 23.0 1.1 0.2 9.9
$5,000-39,999 100.0 57.4 20.7 13.3 0.4 82
$10,000-%$14,999 100.0 65.1 12.5 183 0.3 3.8
$15,000 or more 100.0 67.1 9.3 20.0 0.9 2.7
Color
White 100.0 65.3 11.9 18.2 0.7 3.9
All other 100.0 50.9 29.1 8.5 0.3 11.2

*Includes children with unknown tamily income., nOt ShowT as a separate category.
mmembwmmmMMawofmmmmmm
poputation. Health Statistics: Data from the Health Interview Survey.
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from
the Heaith interview Survey.
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N TABLE 78 Rosson fo Laet Contact W o Physicin by Chicon and Youhe Undov 18 Your of Ag, Accoding fo Sooced
3 Characiiobcs: Unied Saes, 1475

Reason for Contact

Diagnosls Em  Pronstl or
or Gonerl  lwmonk  Examb  Posthelal
Characeristi Toid  Tosbtwnl  Checkip  zation hetion Cone Other

Parcent distribution of contacts
Total under 18 years 1000 804 130 48 06 05 08
e
Under & years 1000 754 159 16 03 0.0 08
611 yoars 1000 815 81 33 10 0.0 01
12-17 yoars 1000 815 131 1.7 07 16 15
S
Male 1000 806 136 41 06 0.0 06
Female 1000 80.1 124 48 06 09 10
Race
White 1000 808 131 45 06 03 08
Black 100.0 84 126 62 05 13 10
Other 1000 79 146 103 0.0 0.0 14
Famiy income
Under $5,000 1000 818 104 6.1 0.0 11 09
$5,000-$9,999 100.0 795 128 53 08 06 10
$10,000-$14,99 1000 806 124 6.2 03 03 03
$15,000 or more 1000 805 142 34 08 02 10
Parental prasence
Both parents present 100.0 843 109 10 03 06
o Mother only present 100.0 84.6 03 2 :33 03 08 07
ERIC Neither parent present 100.0 730 V32 0.0 A 24




N
-3
-

8 youns x lons 1000 U2 1 59 1 09 08
B=11 yoans 1000 80 108 56 00 09 08
12 yun 1000 784 138 49 06 04 10
1315 youny 1000 198 159 KN 05 01 03
16 yoars or more 1000 78 154 38 08 02 10
Famiy sze
3 porsons or fower 1000 183 14 49 06 08 10
4 porsons 1000 %7 136 40 08 02 08
$ pvsons 1000 18 130 6. 06 04 04
§ or more persons 1000 826 108 43 07 08 08
Residence
Within SMSA 1000 805 134 " 06 04 04
Large SMSA 1000 80,1 140 40 08 03 10
Core counties 1000 803 139 36 07 05 10
Fringe countes 1000 16 N 43 05 00 04
Modium SMSA 1000 815 126 44 05 05 05
Other SMSA 1000 80 126 54 06 06 08
Quiside SMSA 1000 800 19 62 08 06 07
Adjacent o SMSA 1000 8.0 124 49 09 08 10
Not adjacent fo SMSA 1000 19 1M 85 00 02 03
Region
Northeast 1000 19 "3 3 08 03 08
North Central 1000 184 "5 52 09 05 06
South 1000 809 12 59 03 07 11
Wes! 100.0 833 15 39 05 02 06

mmmmmmmmmmwmwmwmmtmummam

nomoanmmadmnommtmmmwommmmmmm.
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Sex and s
Family income Total Hoepital Office Telephone Other
Both sexes' Percent distribution of contacts

Al incomes 100.0 469 30.7 15.3 6.8
Under $5.000 100.0 59.0 26.6 5.1 92
$5.000-$9,999 100.0 57.9 25.2 10.6 54
$10.000-$14,999 100.0 43.4 30.6 19.1 62
$15,000 or more 100.0 37.2 36.7 19.0 7.0

Male*

Al incomes 100.0 49.8 28.4 14.3 68
Under $5,000 100.0 556 335 - 10.9
$5,000-39,999 100.0 68.2 18.4 10.6 1.5
$10,000-$14,999 100.0 42.8 31.9 17.8 6.5
$15,000 or more 100.0 429 30.7 17.7 8.7

Female’

All incomes 100.0 42.3 34.2 16.9 6.6
Under $5,000 100.0 62.2 20.4 9.7 7.7
$5.000--39,999 100.0 39.3 37.6 10.6 12.5
%£10,000-$14,999 100.0 44.3 28.6 21.4 57
$15,000 or more 100.0 279 46.6 211 4.4

inciucies chiiciren of unknown family income, Not shown as a separate category.
NOTE: Data are based on houssehold interviews of a sample of the civililan noninstitutionalized

SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from
the Heaith iInterview Survey.
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According 10 Selecied Characlaristics: United Stales, 1674
Source or Place of Cane
Privale Hospltal
Population Plysician's Public W c«:my
o O Grow Ouipetiont Emergency Health  Health

Industy
Concisle ~ Thowsnds o Cinkc Prctce Taephow  Clkc  Room Gk Celer  Home Gl

Number using spactfiad source or place in thousands
To wnder 18 years' G147 3105 1296 MBS 5540 0805 24 95 88 17

Percant of population

Toi under 18 ysary 6747 553 193 20 82 162 36 14 13 03
A

Under 6 yoars 9649 658 X6 W w09 21 1 28 18 03

6-11 years 2% 1 1B 10 67 17 22 0 12 0f

12-17 yoars B4 N0 w9 12 8 W1 19 08 09 (4
Race

White %48 B8 N5 48 6 183 3 09 13 09

Black 9,628 34 118 64 161 16.2 10 41 11 04
Haatth status

Excellont and good 078 M9 193 a7 o8B % 12 12003

Fair and poor 38 M4 9 X2 83 A 67 W 0 02
Famly income

Less than $5,000 808 08 19 120 M3 85 89 45 1y 06

$6,000-$9,999 1532 480 156 179 93 188 80 17 08 02

$10,000-$14,999 1889 4 N3 %4 M8 W0 1 10 02
$15,000 or more A8 82 B9 M 9 M8 15 03 19 02

N
Y
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- TARE T8, Sources or Places o Physician Contacts by Children and Youths Unds: 18 Yoars of Age During the Past 12 Monty,

mummwmmm
§ource or Place of Cane
Privals Hospltal Neighbor- Company
Populaion Physician's Public  hood of
h Ofke  Grow Ouipationt Emergency Heath  Hoalth
Charsclorioic ~~ Thowsends or Clinic  Practice Tolephone Clikc  Room  Ciinkc  Conler  Mome  Clinke
Resdence Number using specifiad source or place in thousands
SMSA 60T 562 20 A9 83 M3 M 16 15 0d
Contral clty 827 40 181 96 126 81 50 28 16 05
Ouside corraicy 2661 613 24 20 68 67 23 07 4 02
Outaide SMSA A% 85 M8 9 60 B8 41 09 08 O
Fegion
Northeast 1580 618 152 i 94 93 27 15 4 04
North Central 1930 %5 28 A3 &7 %8 21 10 12 02
South nM6 S8 16 192 86 58 St 16 08 03
Wost 08 87 B3 15 4 N6 ¥ 11 08 03

Yinciudes children of other races and unknown family income, not shown s sepavate categories.

NOTES: Data are based on househokd interviews of & sample of the civilan nonigttutionalzed population. Percents add to more than 100 bacause some chikren
Peceived Care & more than one place during the yeu.

SOURCE: Division of Healthinterview Statisics, National Center for Health Statistics: Data from the Heath interview Survey.

0™

Uil




* TARLE ™ Poces Whore Ctkivn and Youhe Undr 10 Yo of AQe Hod faen o

038

Physician Within the Past 12 Montha, According to
Type of Place and Selecied Characleristics: Unied Stsles, 1974
Privale Physicisn Ingifutions! Only
Privae
With
Free: Fros-
Privale,  sianding, standing,
Population Piie W Whho W or
n No Physicien Hospital  Without Hosptsl - Without
Churacloritc ~ Thousands  Tol  Veh  Tolsl  Ony Only  Hosphal Tolal  Ony  Hospita
Parcent distribution of papuiation
Todunder 16yers' 67247 1000 312 60 M6 13 32 6.8 81 18
Ao
Under 6 years 19649 1000 164 T2 42 105 6.5 84 5 30
611 yours 28 1000 BT 81 B 110 20 6.2 8 13
1217 yoars B4 100 W6 %2 M4 132 16 B 50 11
12-15 yours 1076 1000 %8 553 47 132 15 9 49 10
1617 yoars 86 1000 B3 sS1 0 K0 132 20 6.6 50 14
Race
White 640 1000 N3 658 &7 152 29 49 1
Black 968 100 40 41 %2 00 89 118 123 55
Hoath status
Excolent and good G759 100 M6 617 49 138 30 6.7 50 17
Far and poor 3129 1000 20 02 B4 A9 69 87 56 29
Famiy income
Under $5,000 809 1000 %4 H5 N0 122 12 W 88 53
$5,000-39,.9%9 1632 1000 %6 M7 w4 13 37 87 68 29
$10,000-$14999 1889 1000 X4 M8 465 153 29 58 46 12
$15,000 or more N8 00 %4 07 K8 154 11 29 2 03
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mumummmmmucm
Privale Physician Instiutionsl Only

Privae

With
Freee Froe.
Private,  standing, sianding,
Population Pivie Wh Who With or
i No Physiclan Hospital ~ Without Hospital - Without
MMMTMMMMMMWMW

" Porcant distribution of popuiation
SMSA 007 1000 A3 69 w9 g 3 78 9 19
Contra city 021 000 X7 %3 W5 138 & 10 86 34

Otoowmcly 261 00 29 M2 8 89 23 4 4 o
Outside SHSH 200 B0 ) b M a5 g5 1y

Ragion
Northesst DT 00 %8 68 w2 M2 3 1 6 18
North Centra BB 000 N7 M9 ey 10 26 LU K I 1
South aMs 00 B4 Be w5 18 4y g2 5§ 23
Wes! A W0 R3O W e s 3 1385 17

'mmammwmwm.mmmmmm
m:oamwmmmmmmmmmmmwmmm
SOURGE, canion of Hoath Interview Statisics, National Canter for Heath Statstics: Data rom the HealthInterview Survey
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Pl ey
Gonrsl
Ofkes ' Praciice
Vs o Obeletrice
| por Poracn Famlly Intornal (] Al
o A por Your Too  Pefcs  Medce  Medce Omecooqy Ot
Tota e 18 Poromnt distribution of visiy
yours 20 1000 ik 38 X 2 a4
Under 6 yoars 29 1000 5. 28 09 1 15
Under 1 yeur 59 1000 598 G 08 14 19
15 yun 24 1000 &S a7 09 07 132
611 vy 15 1000 " 38 19 08 5
1217 yoars 16 1000 169 W7 50 45 R4
12-15 yoany 15 1000 N %7 4 22 Gk
1617 youry 19 1000 12 408 64 82 Ud
Mae, wnder 14
o 20 1000 " 27 22 06 22
Under § yesrs 30 1000 5.6 82 10 08 124
Under 1 your 60 1000 51 09 07 10 93
15 yoars 25 100 %9 85 11 07 138
8-11 yours 15 1000 00 31 X 06 %2
1217 yuns 15 100 190 2 4 03 %2
1215 yows 15 1000 40 %4 37 "3 26
16-17 yoars 15 1000 94 us 54 02 04
Female, undur 18
yours 19 1000 %3 38 26 3§ 07
Under 6 yeurs 28 1000 A 05 07 1 106
¥ Under 1 yowr 58 1000 61.5 A3 09 20 63
N 15 yoars &3 1000 %0 3 06 07 126
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TABI.Ew.OﬂluVIslthhyﬂclmemngqumPmntDlstrlbuﬂondOlﬂconslhbyChlldnnandvoumUnder18
Yoars of ke, Accarding o Physician Specialty and Sex and Age of Patient: United Stales, 1975-76 Annual Averara (Cont,)

Physician Speclalty
General
Offics Practice
Visits o Obstetrics
S per Person Family Intermal and Al
ad Age por Your Tolal  Pedistics  Modicine  Medkcine Gynecology ~ Other
Percent distrbution of vitts
611 yaars 14 1000 421 304 18 1.1 U8
12-17 years 17 1000 15 403 57 B4 3
12-15 years 15 1000 22 30 45 42 3
16-17 years 22 1009 57 43 T 138 N

NOTEDataarobasodonreporﬁngbyasampleofofﬁc&wphysician&
SOURCE: Division of Heath Resourcas Wizaton Statistics, National Center for Health Staitics: Data fromthe National Ambulatc  *4adical Care Survy.




TABLE 81. Office Visits to Physiclans per Person per Year and Percent
Distribution of Office Visits by Chiidren and Youths Under 15 Yez:s
of Age, According to Whether Principal Diagnosis wsas Disease,
injury, or Examingtion Witho:* Diagnosis and Sex and Age of
Patient: United States, 1975—: 7 Annual Average

Examination and

Observation
Office Diseases
Visits and Extermal Prenatal
per Conditions Causes Total Care
Person ICDA Nos. ICDA Nos. ICDA Nos. ICDA No.
Sax and Age per Year Total' 000796 EBS00-E992 793, YO0-—-Y13 YO8
Total under 18 Percent distribution of visits
years 2.0 100.0 65.6 82 25.4 *C.8
Under 6 years 29 1000 62.5 4.6 32.4 .
Under 1 year 59 100.0 48.0 1.9 494
1-5 years 2.4 100.0 69.3 58 24.4
6—11 years 1.5 100.0 71.8 95 18.0
12-17 years 1.6 100.0 65.1 123 213 3.3
12-15 years 1.5 100.0 66.4 12.8 19.6 1.5
16—17 years 1.9 100.0 63.1 11.6 239 6.2
Male, under 1¢
years 2.0 100.0 64.5 10.C 24.6
Under 6 years 3.0 100.0 62.9 52 31.4
Under 1 year 6.0 100.0 49.8 25 46.9 .
1-5 years 25 100.0 €9.0 6.4 242
6—11 years 1.5 100.0 .7 10.9 16.5
12-17 years 1.5 100.0 60.6 16.8 21.5
12-15 years 1.5 100.0 61.9 16.3 20.7
16—-17 years 1.5 100.0 58.3 17.7 23.0
Femaie, under 18
years 1.9 100.0 66.7 6.3 25.8 *1.2
Under 6 years 28 100.0 61.9 3.9 33.5
Under 1 year 58 100.0 46.1 1.2 52.1 .
1-5 years 23 100.0 69.6 52 245 ..
6—11 years 1.4 100.0 71.8 7.9 19.7 ..
12-17 years 1.7 100.0 69.1 8.2 211 6.3
12-—-15 years 1.5 100.0 71.2 9.0 18.5 3.0
16—17 years 22 100.0 66.5 7.2 24.5 10.5

'lnciudes unknown diagnoses, not shown as a separate category.
are coded according to tha Eighth Revision International Classification of Diseases,
Adapted for LJse in the United States.
NOTE: Data are based on reporiing by a sampile of office-based physicians.

SCURCE: Division of Health LUhilization Statistics, National Center for Heafth Statistics: Data from

~ 249
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TABLE 82. Ofce Vit o Pryicians by Chidwn and Youths Under 15 Yeas f A, Accordg f Phiysican Spociy nd Mot
Common Principe Diagnone: Unked Stais, 1675-76 Amual Avrage

Physiclen Speclaty
Offica Obsle-
Vislts Goneral trics
pri0o0 Al ad ad

Populston 8:ask Fanlly Iniemal Peclal- Gye  Other Other
Principal Diagnosis ICOA Code' per Yor  des  Practico Medicine rics cology Medical Surgical  Other

Percent distribution of visits
Total visits by popuiation
under 15 years 7921 1000 M6 17 411 10 29 138 20
Modical or spacial exams YOO %02 1000 A7 07 01 07 I "3
Acute URR except influenza 460-465 366 1000 425 20 408 06 *00 3 18

Dissases of ear and mastoid -39 1891 100 BS 0T ME 03 %06 140 "2
process

Infoctive and parasitic diseases 013 1618 1000 361 23 47 08 13 %4 "3

Infoctions and inflammations of skin  680~698 9 100 02 M8 483 14 109 28 g

Bronchts, emphysema, asthma 490-493 83 1000 22 %22 %1 05 77 M3 wmy

Hay fover 507 & 100 195 %4 488 02 27 %53 “i2

"Diagnostic proupings and coda number inclusions are basad on the Eighth Revision Intemational Classfication of Diseases, Adzpted for Uss in the United States.
ﬂmmmmmmmajtotwdiagmmmmammtemw
Upper respratory infections,

NOTES: Data ars basad on reparting by a sample o ofice-based physicians, Rales are basad on the avefage annual iviian noninstitutionszed populaton, excluding
Aaska and Hawail,

SOURCE: National Canter for Health Statistics: Healtr Untad States, 1975, DHEW Pub. No. (PHS) 76-1232. Public Health Servce, Washington, U.S, Government
Printing Office, Dec. 1978,




N
U]
-

TMI.Eﬂ.OMaVlﬂthhysldmbyC!llldMMYmUndﬂSYmolm.MlngbPrlorVIOIISlam,Seﬂoumol
MMMCMMMWW:UMMWH&MM Average

Prior Visit Statug Seriousness of Problem

Visils Pationt Seen Befors
por 1,000  Patint Serious

Population Never Sean Cument  Anatier orVery Slghtly Nt
Principal Disgnosis ICOA Code'  PorYoar  Botowe  Protiem Frodem

Serlous  Serlous  Sevious
Percent distnbution of visis  Percant distribution of wisits

Total vists by population
under 15 years 19821 145 1 5 I KT I Y
Medical or special exams YO0 2 109 80 08 28 %5
Acute URP except influenza 460465 8 128 20 &5 88 438 41y

Diseases of ear and mastoid process  380-3 W s ms W 81 X2
Infectve and parasitc iseases 000-136 LCE I I VA R R TT B0 494
Infections and infammations of skin 630-638 #0540 45

05 39 576
Bronchits, emphysema, asthma 490-493 $9 W 863 %8 155

80 285
Hay fover 07 411 WS 856 89 8 U1 %85
"Otagrosti groupings and code number incusions are bised on the Eighth Revision Intermatonal Classficaton of Disazsss, Adapted for Use n the United States
:Jndudesomcovisiih;'tophysiciamforallotherdiagnosesnotshmasaseparatecategory.
pper respiratory :

NOTES, D;t:;re based on reparting by a sample of ofice-based physicians, Rates /6 based on the average annual civilan noningtitutionaliced popuiaton, excluding
Alsaka and Hawaii,

SOURCE: National Center for Heath Statisics: Haaith United States, 1975, DHEW Pub. No, (PHS) 78-1232. Public Health Senice. Washington, US. Government
Printing Otfica, Dec. 1978,
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TABLE . Office Vistts to Physicians by Children and Youths Under 15 Years of Age, According to Length of Time With Physician
and Most Common Princioal Disgnosis: Uniled tates, 1975-76 Annugl Averags

Time Wit
- Longth o Physicn
Vits 3
por 1,000 5 640 15 1600 Minutes
Principal Disgnosl KOA Code' Populaton  Toa®  Micies Mincles Mindles Minies or Nore
Parcsnt distibuton of visis

Total vsts by popuiation
under 15 yeas ng1 00 182 X1 %2 ng 19
Medical or special ecams YO %02 100 89 M6 49 uE M2
Acuts URK except infuenca W46 W6 M0 196 3 29 66 03

Diseases of ear and mastoid process  380-389 1091 1000 B9 48 a0 AT T
Infective and parasitc diseases 000-136 158 1000 177 L0 B4 ng M0
Infections and inflammations of skin  630-698 99 1000 N0 7 W7 64 NS
Bronchits, emphysema, asthma 490-433 89 1000 188 Q3 B 08
Hay fever X7 g1 000 199 %4 M1 9 %2

Diagnostic groupings and code number inclusions are based on the Eighth Revision Intamational Classification of Dissases, Adapted for Use in the Unied State.
2Parcants may not add to 100.0 owing 10 exclusion ofvisits with unknown duration.
Unchudes offce visis to physicians for all ther diagnoses not shown as a separate category.
Jpper respiratory infections.

NOTES: Data are bised on reporting by a sample of office-based physiciars. Rates are based on the average annual civiian noninsiitutionalized popuiation, excluding
Alaska and Hawail,

SOURCE: National Center for Health Statistics: Haalth United States, 1978 DHEW Pub. No, (PHS) 781232, Public Health Service, Washington. U.S. Government
Printing Office, Dec. 1978,
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_ Thorapuc Senin Proridd i Most Common Pl Dlgooi: Unkad S, 17515 A g

Selacted Diognostic Sorvce® ~ Selectad Therapautic Sarvice

Offics Injocto”,
Visits I 23
pw 1,000  General  Blood b, of

Pouston  Hislos Presss Clikal  Dg  Modcal Desensit
Pricipel Diagnosis ICOR Code'_por Yo' o Exam  Chock  Lab Teat Proscbed Counelg st

Percont of visits

Total visits by population

under 15 years 41,3821 26 18 168 414 131 2%.2
Medical or Special exams YO0 302 N8 152 %6 6.1 79 5%
Acute URK except infuenza 460465 3266 141 48 V6 M2 22
Dkaases of ear and mastoiq process 380389 169.1 130 %2 66 723 W 144
Infoctive and parasitic diseases 000136 1518 176 68 21 46 40 142
Infections and inflammatns of skin 680-698 99 1 % 67 604 131 316
Bronchitis, emphysema, asthma 490-433 8.9 119 28 81 630 18 4
Hay fover 07 471 "7 "2 M35 06 78
" Diagnostic groupings and code number incsions are based on the Eighth Revision Intemational Classification of Disaasss, Adaptad for Use in the United States
?lncludnaﬂsemnotshownasaseparatocatagoty.
More than one senvice was possibi,
ﬂnduduofﬂmbimophywamfaanomudhgmnotshomasamtecatogw.
Rnper respicatory infactions

m'ﬂw Data are based on reporting by a sampie of offica-based Physicins, Rates ara based on the average annual civilan nominsttionalzed population, excluding
and Hawail

Omsgpg(e;ca r;atnoml Centr for 4ealth Statistcs: Health Unid Sates, 1978, DHEW P No. 8-+ 232, Public Health Service. Washington. U1, Government Printing
,Dac. 1978,
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TABLE 06 Office Visits to Physicians by Chidren and Youhs Under 15 Years of Age, According fo Selecied Disposttion of Vish and
Nost Common Principal Disgnosls: United Stales, 107576 Annual Average

Oftce Solocied Dispostion’
Visis
por 1,000 Rekurn of Retum

| -  KDA Populston No Specified i Telephone
Principel Disgnosis Code' oo Yo  Followsp Time Nesded  Followp

under 15 yoars 19821 199 0 %0 3
Medica or specil exans Y M2 M6 B4 110 "3
Acute UR, except intuonza WS s A6 % 4 119

Diseases of ear and mastoid process  380-389 169.1 158 46 U8 23
Infoctive and parasific diseases 000-136 1518 25 %0 39 K

infections and infiammations of sk 680-6%8 99 1A {87 %5 1
Bronchits, emphysema, asthma 49048 89 ) 85 32 *6.6
Hay fover 7 411 '8 16 190 21

Diagnostic groupings and code number inciusions are based on the Eighth Ravision Infernational Glassification of Dissasas, Adapted for Use in the Unitad States.
Zlore than one disposition was possibie,
NmbmmwmmmbyambofommmmRatewebandmﬂwav«ageamuﬂdvllianmdwﬂhﬁmalmdpoptﬂaﬂm.ududng

SOURCE: Nationsai Center for Health Statistis: Health United States, 1978, DHEW Pub. No. (PHS) 78-1232. Public Health Service, Washington, U.S. Govermment
Printing Office, Dec. 1978,
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TANE.. bl Soc L Vi 6 Dok i e o Yo o P g Yo by Chn a ot 17 Yo
Aon Kcaning o Solced Characoit: ntd St 1975-18 Al Avrge

Inforval Since Last Vist Visits por Your
Population Undw 12 4 5o Moy Pet Pt Porson
Characlorstc 1o Thousands  Toty! 1Y Y Yu Yo Nevwr  Person  With Vighs
Percent distrbution of population
Total 4-17 yoars' 53541 1000 619 129 86 23 144 19 30
&5 yoars 10% 100.0 415 69 18 0.0 {7 11 24
611 yoars 4% 100 646 129 7 1 138 16 25
12-17 yoars 24,972 100 639 WS 12 38 65 23 36
Sex
Male 2149 000 605 132 9.0 24 149 17 29
Female 26,240 100 636 125 8.1 A 137 20 3
Race
White 4 697 1000 654 123 80 20 123 20 31
Black 7951 100 428 162 116 35 %0 09 20
Other 670 1000 597 121 104 26 153 "9 32
Famiy income
Under $5,000 5871 00 466 136 107 33 268 12 26
$5,000-89.9%9 10,645 100.0 495 142 13 33 Al

-3, . 13 2b
$10,000-$14 99 12363 1000 596 187 96 24 147 1.7 28
$15,000 or more 0,5% 100 759 13 57 12 67

25 34
Parental presence

Boh parents present 42657 W0 89 123 802 137 19 30
Mother only prasent 8,358 W0 %7 150 104 o 162 18 23
Noiher parent prosent 1,800 00 47 150 17 35 21

13 29
&
@ Education of family head
8 years o losy 9,378 00 #2444 45 266 12 23
811 years 9482 00 89 150 108 o 13 14 26




TABLE 87, kwarval Since Last Visk fo o Dentist and Number of Vishs per Parson per Yoar by Children and Youths 4-17 Years of
A, According Yo Selecied Characleristics: Uniled Stales, 1975-76 Amnual Average (Cont)

N
g: infotval Since Last Vish Visits por Yoor
Population Under 12 &4 5 or More Por  Por Person
Chorscloristic  nThousands Told  1Yew  Yews  Yeas  Yoas  Nevww  Porson  With Viglh
Percent distribution of population
12 yoars 18,62 00 60 132 8.7 18 123 18 28
1315 yoars 709 M0 708 19 64 16 94 23 33
16 yoars or mors 8459 1000 822 88 32 05 53 29 35
Famiy s
3 persons or fower W18 100 63 121 82 23 121 21 32
4 parsons 14,668 00 67 13 68 15 133 20 30
§ persons 13150 1000 6.4 131 18 19 123 20 3
6 o more persons 1799 1000 51 142 109 31 177 18 29
i
Witin SMSA 33,989 1000 641 128 82 20 129 20 3
Largs SMSA 21,464 100 &3 129 82 20 127 22 34

Core couny B 1000 M3 129 82 20 27 20 A
Frnge county 49 10 M2 121 68 11 88 U4
Medium SMSA 02 100 82 128 84 26 W1 19 3
Other SMSA 4 100 %3 132 96 23 16 1§ T
Outside SSA us2 00 %3 11 7 28 w1 15 2T
MuomtbSMSA 966 100 5S4 128 98 27 3 16 28
Mtadacstlo SMSA 46 1000 S0 M7 94 30 188 13 2

Ragion
Northeast o 100 MO M9 89 13 99 A 29
Noth Contra Y6 10 &4 127 80 19 M0 20 3
Sout oS 000 R4 133 102 32 A9 4 2
Wost 58 M0 &8 135 85 23 f1 2 35

chados chiren fing with athr oy, & ko il ncome and ducationof head, ok shown a3 eparlecalsries
NOTE: Dt are b on s nerviows of e of e ivlennovineittonalzed popution,
SOURCE: Dvison of ealtherview Stashcs, Naticrl Caner fo Haahh Staisics: ata o the Hoalthnkrview Sy,
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Tive of Service
Inpatient Prychiairc Services
A
Inpetient Siake Gonoral Hospital Outpatient
Mo Ser, Race,  Prychiatic nd Paychiarc
0nd Eoicly S P Cy T e Nonpubllc  Senviens
Number of cliants
Tt under 16 yeas 3368 REE 5RO e me me 358,061
Age
Under 5 years 6 ' ' ' ' . 117%
59 yoary 2470 - ET % 85 ‘ 11743
1014 yoars 2583 WM sy 8691 134,200
1517 yoars 54,648 03 n% e o 2w %360
Sax
Male 451 L X R T Y 2741
Female 047 TS A 2m e o 130650
Race
White 65928 L 11 T T B " Ny 280,501
Black 16548 W e 420 %8284
Other 2 166 m 49 ' ' 9266
Ethiciy
Hispanic origin 5304 5% W 1 2189 16,731
Percsnt distribution
B Tot unde 18 yeay 1000 00 100 w0 1000 1000 1000
N




TABLE $4. Adniasions of Chidren and Youths Under 18 Yours of Age to Seiected Inpatien and utpatient Peychiatric Services and

142 32 68 42 32 ' 6446

N Adniseion Rate por 100,000 Populstion,' According fo Type of Servics, Age, Sax, Race, and Eticly: Untted Stalss, 1975
» (Cont)
Type of Service
Inpatient Psychistric Services
Al
Inpabient Stae Genere! Hospital Outpatien!
Age, Sez, Race, Peychiatric and Paychistric
and Etholctty Services Private County Tolal Public  Nonpublic Services
Number of clients
Age
Under 5 yars 05 ’ ’ ’ ’ ' 50
§-9 years 30 36 47 11 50 ' 312
1014 years 310 X1 X5 263 23 215 315
1517 yoars 8.6 663 8.3 M3 636 M3 %4
Sex
Male 506 493 646 468 50.7 422 835
Famale 414 5.7 364 532 403 578 %5
Raca
White N4 88 635 809 68.7 &2 7.3
Black 198 92 24 180 X8 136 19.1
Other R 10 1 11 ’ ' 26
Ethnicity
Hispanic origin 64 35 29 94 166 69 44
Rate per 100,000 population’
Total under 18 years 158 83 3.1 644 167 a7 5404
Age BURT
o Under5 26 ' v hig ' ' 11§
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10-14 yogrs 165 al

WCEWMMNMM.D‘MMWMEMW Unpublished data,

@8 5.0 124 826 8573
1517 yoars 334 811 1108 PO £1.1 1804 1485
&x i
Male 1300 25 483 591 196 36 6735
Fomale 1215 A1 a5 100 137 5.2 4021
Race
White 1188 %0 e 62.2 137 485 §05.6
Black 113 148 8 8. %38 49 5.2
Othr 15 121 25 &3 ‘ ’ 5.1
Ethnicly
Hispenic origin 1068 107 149 81.1 31 41 3168
'mmmmmmdmm & private mental hospital, from non-Federal with jatn
W%MMMMWWWW‘ mwm%mmmm%m.mm
wm wumnmmmmmmcmmmmmmwmcmwm No. 614: and Series
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TABLE 89. Adwissions of Childven and Youths Under 18
Years of Age 1o Selecied Inpetient and
Outpatient Psychiatric Services,’ According fo
Type of Service and Primary Peychistric
Disgnosis: United Stales, 1975

Type of Service

Number of Clients and
Primary Psychistric Disgnosis  Inpetient Outpetiont

Number of clients 83,368 358,061
Percent distribution
Total 100.0 100.0
Mental reterdation 24 42
Aicohol anc. drug
disorders 4.3 .
Depressive disorders 135 20
Schizophrenia 16.8 21
Neuroses 5.5 1.7
Personality disorders 9.1 3.7
Adustment reactions 30.5 454
Behavior disorders 129 148
Other diagnoses 5.0 258

from non-Federal
outpatient psycluatric clinics and outpatient services affiliated with other
mental heaith facilites. excluding federally assisted community mental
health clics.
NOTE: Data are based on reporting Dy specialty mental health facilities.
SOURCE: National Institute of Mental Heaith, Division of Biometry and
Epidemioiogy: Unpublished data.



TABLE 90. Wheilher Hospitalized During the Psst Year and Hoepital Days per
Person per Year for Children and Youlhs Under 18 Years of Age,

According o Selected Characleristics: Unlted Stales, 197576

Annual Aversge
Hoapitai Days
per Year
Wihhedher
Hoepitalized Per Person
n Per Hoepital-
Characlerislic Thousands Total Yes No Person ization
Percent distribution
Total under 18 years' 65,722 100.C 57 943 0.33 5.80
Under S years 19,217 1000 80 920 0.48 6.02
6-11 years 21,471 100.0 44 956 0.20 4.61
12-17 years 25,034 1000 S50 950 032 6.49
Sex
Maie 33.436 100.0 60 94 034 572
Female 32,286 100.0 54 946 0.32 5.89
Race
White 54 967 100.0 58 942 0.31 5.40
Btack 9,831 100.0 53 94.7 0.46 8.68
Other 924 100.0 32 968 - -
Family income -
Under $5,000 7.707 100.0 7.2 928 0.61 8.49
$5,000-89,999 13.634 100.0 6.3 9893.7 0.41 6.52
$10,000-$14,999 15,647 1000 59 941 0.32 542
$15,000 or more 23,776 1000 49 951 0.19 3.85
Parental
Both parents present 52.732 100.0 5.3 947 0.28 5.37
Mother only present 10,126 100.0 68 932 0.52 7.59
Keither parent present 2,204 100.0 93 90.7 0.57 6.09
Education of family head _
8 years or leas 16,945 100.0 54 9S4.6 0.33 6.10
9—11 years 11,552 100.0 64 9S3.6 0.53 8.32
12 years 23,053 3000 58 942 033 5.66
13-15 years 8,946 100.0 59 94. 0.3 533
16 ysars Or more 10.578 100.0 49 951 0.14 2.77
Family sirze
3 persons or fewer 11,593 100.0 6.1 o4.0 0.49 .05
4 persons 18,842 1000 S50 950 0.40 8.09
S persons 15,229 100.0 46 954 022 4.88
€ or more persons 20,059 1000 45 956 0.25 555
Residence
Within SMSA 47,907 3000 56 944 0.32 5.68
Large SMSA 26,192 100.0 53 947 0.26 4.98
Core counties 17,203 100.0 53 947 0.30 571
Fringe counties 8,989 100.0 53 94.7 0.19 3.59
Medium SMSA 15,196 1000 53 947 0.35 6.64
Other SMSA 6,519 1000 60 940 0.46 7.
Q
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Hoepital Days
per Year
Whether Por
Hospitalized Person
Pupulation in Past Year With
In Per Hoepital-
Characheristic Thcusands Total Yoo No Person izction
Percent distribution
Outside SMSA 17.815 100.0 60 940 0.37 6.08
Adjacent to SMSA 11,795 100.0 62 93.8 0.41 6.63
Not adjacent to SMSA 6,020 100.0 56 944 0.27 4.90
Region
Northaast 14,700 100.0 53 947 0.38 7.17
North Central 17.545 100.0 62 938 0.33 5.37
South 21,644 100.0 60 940 0.34 5.67
Waest 11,833 100.0 4.9 95.1 0.25 5.07

‘Includes children living with father only, and unknown family income and education of he.d, not
ahown as separate categofies.

NOTE: Data are based on household interviews ot a sampie of the civilian noninstitutionalized
population.

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



TA&EM.W“M:Mthmmmmm"
Age Discharged From wmmm
1975~-78 Annual Average

Sex, First-Listed Diagnosis, and ICDA Code'

Al
Diseases of the heart 390-3¢ 47 ., 410-414, 420429
ischemic heart disease 410-414
Malignant neoplasms 140--209
Fracture 800-829
Detivery 650-662
Neuroses and nonpsychotic disorders 300-309
Cerebrovascular disease 430438
Pneumonia 480-486
Psychoses 290-299
Diabetes mellitus 250
Artiwitis and rheumatism 710-718
Diseases of arteries, arterioles, capillaries 440448
Benign neoplasms 210--228
Bronchitis, emphysema, asthma 490-493
Dcseaaes of central nervous system 320-349
531534
Spfains and strains 840-848
Eye diseases and conditions 360-379
inguinal hernia 550,552
Congenital anomalies 740-759
Disorders of menstruation 626
Intercranial injury 850-854
Appendicitis 540-543
Lacerations 870-907
~ Gastritis and duodenitis 535
b5 j 400, 401, 403
27>
4
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TABLE 1, Discharges 400 Days of Cave po 1,00 Populaton, and Avcage Length of Stay for Chiéren and Youths Undar 15 Years of
Age Discharged From NonEedera ShorkStay Hosphais, Acconding 1o Sex and Loacing Diagnostic Catagory: Untnd Staies,

1975-76 Annual Average (Cont)
Average Langhh
Sax, First-isted Diagnoals, and ICOA Code' Discharges  Days of Core  of Stay
Mo uder 15 years Number per 1,000 population  In days

Al diagnoses? - 785 347 45
Disaases of the heart 300-308, 400, 404, 410-414, 420-429 05 30 '3

lschemic heart disease 410-414 *0.1 *0.9 1.2
Malignant neoplasms 140-209 05 %9 04
Fracture §00-829 45 283 6.3
Neurosas and norpsyciveve Jisyiders 300-309 07 10 96
Cersbrovascular disease 430-436 0.1 '08 15
Preumonia 480-486 50 289 5.8
Disaases of anteries, arterioles, capillaries 440448 0.0 0.3 *6.2
inguinal hernia 550,552 30 83 Al
Psychases 20-299 *0.1 "1 U2
Uleer 531-534 *0.1 *04 5.0
Dicbetes mellitus 20 04 25 *6.6
Bronchitis, emphysema, asthma 490493 30 139 47
Dissasas of central nervous system 320-349 12 102 8.6
Artnritis and theumatism 710-718 0.3 2.1 "7
Sprains and Strains 840-848 *02 '09 %2
Lacerations 870-907 15 *58 *%0
Intercranial injury 850-854 21 80 30
Eye diseases and conditions 360-379 15 K 28
Congenital anomalies 740-789 "9 A7 6.1
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Famale under 15 years

Al diagnoses? 639 2662 45
Dissases of the neart 390-398, 402, 404, $10-414, 420429 04 36 104
Iochomic heart disaase 10414 0.1 "5 214

Delivary 650-662 06 29 "5
Malignant necpiaams 140-209 04 238 "1
Fracture 800-829 2l 162 (N
Neuroses and nonpsychatic disorders 300-309 08 A 85
Corebrovascular dissase $30-438 0.1 *09 *102
Artts and heumatism 10118 ‘02 "4 4
Peychoses 200-299 *0.0 "4 5.0
Diabetes melitus - &0 04 29 "3
Benign necplasms 20-228 08 "3 33
Preumonia 480-486 39 A7 60
Disorders of menstruation 6% 02 06 "4
Bronchits, emphyseme, asthma 490493 20 83 42
Diseases of arteries, arterioies, capillaries U0-448 *0.0 03 69
Dissases of contral nervous system 30-49 10 9.2 88
Spraing and straing 840848 0.1 939 262
Eye diseasss and conditions 360-379 13 %0 23
Ukcer 831534 "0 08 "2
Congenital anomalies T40-759 25 14 5.7
Hypertonsion 40, 401, 40 %0 05 "15

Dlagront roupingssnd code rumber iclsions are besed n he E1ghth Rovision ntmatinal lassicaton of Dissas Adapted for Usa in the Unted States, Coces
760-m.m.andmmnotuudinmeﬂoopiwoischargeSumy.

*lndududllgmnotshownasauparatmtogory.

NOTES: Dataare based on 2 sample o hosptal racors, Ratas are basad on the average amual cvilan oninsttutioralzed population.
SOURCE: National Center for Heath Statisties: Hagt Uniad Stats, 1978. OHEW Pub. No. (PHS) 78-1232. Pubie Health Service. Washinglon. U.S. Government
Printing Offca, Dec. 1978,
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8 TASLE 2. Qparations par 1,000 npatents Undor 15 Yoar of Age Discharged Fron NonFedaal ShortSay Hospas, Accoding f
Ser, i Surga Procwdee: Uned Stas, 196548 ¢ .175-1 Annual Avrges

ICOA Codes' Both Sexes M Fomale

Severth Eighth 1585  1075-76 106588 197576 190588  1975-76
Surgical Procedure Revision Rovison ~ Average®  Average  Average  Average Az Average

Operations per 1,000 population under age 15

Al operations’ 411 07 43 B4 U5 U7
Tonsillectomy with or without

adenoidectomy Ji12  AI-A2 162 85 163 85 160 86
Myringotomy 170 39 45 14
Repair of inguinal hemia 00401 B2-83 23 20 40 34 06 06
Closed reduction of fracture

without fixation 820 420 2. 19 29 24 15 14
Appendectomy? B Y 411 23 18 25 20 21 17
Adenoidectomy without

fonsilectomy a3 2.3 06 15 07 1 05 14
Resaction and recession of

¢y0 muscle 12113 105106 1.1 10 12 1.0 11 1.0
Dilation of urethra 64.5 515 05 03 %02 03 08 15
Excision of lesion of skin

and subcutaneous tissue 81 %1622 10 09 10 09 10 08

'Smsum and Code number inclusions are based on the Seventh Revision and Eighth Revision Intemational Classiication of Dissases, Adaptad for Use in the
tad States.

Yncludes data for which sex was not stated.

Yncludes operations not listad in table, Including operations appicable to one sex.

“These codes &re modfications of ICDA codes for usa nthe Hspital Discharge Survey.

"Limited to estimated number of appendactomies, excluding those performed incicental to other abdominal surgery.

NOTES: Data are based on a sample of hospitalrecordl, O2tes are basad on the ivilan nonintitutonalized papulation, exclucivg newbom infants

SOURCE: National Cantr.or Health Stasicy: Healt  vtad Sttes, 1975 HEW Pub. No. (PHS) 78-1232. Publc Health Senvice. Wastington, U, Goverament
Priting Office, Dec. 1978,
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TABLE $3. Cesarean Sections as a Percent of All Dellveries In Non-Federal
Short-Stay MHospitals, Accordisig 10 Region and Age of Mother:
United States, 198578 Selected Years

Year

Reglon and Age 1965 1970 1971 1972 1973 1974 975 1976 1977 1978

Percarnit of deliveries
United States
All ages 4.5 55 58 70 7.9 91 104 121 13.7 152
Under 25 years 33 46 44 S 68 78 89 111 121 127
25-29 years 4.3 5.9 6.5 7.7 8.1 96 111 123 148 164
30 years and
over 7.0 7.8 89 100 112 12t 139 145 160 198
Northeast
All ages 4.6 6.2 7.4 7.3 g0 728 11.8 146 159 176
Under 25 years 3.3 4.7 5.7 52 7.2 8.7 94 132 128 138
25-29 years 4.3 6.5 7.0 7.8 9.4 10.2 12.4 148 16.7 192
30 years and
over 6.8 90 11.7 109 12.7 139 163 16,9 209 220

All ages 4.1 4.7 52 57 70 83 9.3 106 123 13~
Under 25 years 26 40 40 49 58 6.8 7.8 100 111 112
25-29 years 39 5.4 65 55 7. 99 101 109 132 13.
30 years and

over 7.8 55 7.2 84 101 103 13.0 1.6 141 193
South

All ages 3.5 5.8 5.1 7.4 80 92 105 121 136 152
Under 25 years 2.9 5.0 3.7 68 69 81 2.0 116 =25 129
25-29 years *38 6.4 6.1 9.6 87 99 120 121 1153 17.7
30 years and

7.6

over 5.0 9.0 96 11.2 127 135 145 143 185

West
All ages 6.5 5.7 5.6 8.3 80 81 104 11.3 133 146
Under 25 years 55 4.5 4.9 7.0 7.9 7.1 102 9.8 12.1t 122
25-29 years *6.C *4.7 6.2 82 6.8 79 98 11.7 144 150
30 years and
over 8.7 105 =+*71 122 102 116 121 150 147 194

NOTE: Data are based on a sample of hospital records.

SOURCES: National Center for Health Statistics: Health United States. 1978, for data years 1965—
76€. DHEW Pub. No. (PHS) 78-1232. Public Health Service, Washington. U.S. Government Printing
Office. Dec, 1978; data for years 1977—78 aggregated from P. J. Placek and S. M. Taffel: Trends in
cesarsan section dehivery rates. Public Health Reports. To be published.
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Degree of Dissatinfaction
Type of Service With Hospitals end Clinics
Hoapitale Yoy
Public nd Bothersome and
Populstion  Transpor- Health Nt Somewhat S0 Bothersome,
Charschistic ~ In Thousands tation  School Shopping Pollce  Clinks  Botarsome Bothersome Wish b0 Move
Percent of population in househoids Parcent of paulation in houssholds with
dlssatisfien with Spacifiad sarvice spacified dagroe of dlissatisfaction
Total under 18 ysars M1 02 69 W9 16 179 65 51 60
Age |
Under 6 years 188 M3 58 wE 13 19 o 50 63
6-11 yoars A48 N9 69 153 121 ) 65 53 62
12-17 yoars A6 25 18 uE 13 178 66 5.1 55
S
Male R0 402 68 152 17 180 66 5. 60
Fomale S8 0 M M6 14 63 5. 60
Race
White 87 85 69 143 109 183 89 53 58
Al other 041 29 71 182 151 158 4 42 72
Black 916 29 13 w1 160 155 38 41 73
Family income
Under $5,000 65 X9 68 10 M4 178 52 48 73
$5,000-$9,999 1066 M1 62 164 139 187 60 47 75
$10,000-$14,999 12528 30 11 B4 121 194 16 50 85
$15,000-824,999 N80 @1 66 144 106 186 69 56 5.1
$25,000 or more 13566 462 18 58 49 39

128; 9@ 14
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Mo wopmant 821 s LU I TR T 69

53 57
Other male head 1.9 B3 15 56 9y A3 63 12 14
Fomale head 10437 B8 M w2 158 45 39 10
Education of houssholder
8 yours o lons 8,785 CLIE VA T BT 183 69 49 60
811 yoars 10,504 I 65 187 4 185 63 47 69
12 yours 8513 WS 66 154 1 186 66 55 62
1315 yoars 10,062 Q1 83 w2 14 179 62 52 6.2
16 yodrs or more 11466 68 8 w2 1 155 6.0 48 44
Famly size
2 persons 1,587 A o om 149 49 42 55
3 porsons 9,648 N9 66 w5 1y 184 59 56 6.5
4 persons 19492 “e 69 us 1y 182 67 . 6.0
§ persons 15484 NGV K R TT T T 6.8 50 59
6 persons or more 1817 B4 12 189 14 174 64 50 57
Residencs
Ineide SMSA' W1 U9 12 YA IR TY 6.0 47 51
Contra iy of |
large SMSA 1247 BS 8 128 1§ 114 30 30 52
Suburh of large
SWSA 18,366 B 64 1y 8 155 6.1 45 46
Outside SMSA 19,904 N9 64 s 1 A9 15 8.1 80
Rogron
Northeast 13,618 302 66 146 108 144 44 41 55
North Central MR Q5 59 B8 108 180 69 56 52
South A7% 48 73 162 124 12 5.5 11
West M98 B3 81 44 20 175 6.7 50 56

"incudes only the 50 argest SMSA's,

NOTE:Dtuuoundmrmmmbyaampledmedwlhnnmimmwuedpopulam

SOURCE. US. Bureau of the Consus: Data from the 1977 Amual Housing Survey. Special tabulations prepared by the U.S Bureau of the Cansus, Canter for
Demagraphic Studies,
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TABLE 95, Modical Personnel per 10,000 Resident Populstion, According fo Profession, Regiun, and Location by Counly

'g’ Charachraics: Unied s, 1972-70 Sebeced Yaan
Proiossion

Liomed

Rghied  Prcta

Geographic Aaghn Aty Aetw Licsnsed Norses Nures

d Location Nofos  Nonfeesl Owil  Emgomdh  Enplowtn

by Counly Pyscin'  Dentel¥  Hgeesy Mg Nuning
Chanscisc 1 1 1o i 1

Personne! Jer 10,000 rasidant population

United St 162 0 19 02 92
Witin SHA 193 0 22 %0 19
Large SHSA 20 65 22 8 157
Core countie 25 7 22 02 192
Fringe coutes [ 63 23 24 12
Modium SHSA i 6 22 5 28
Oter SHSA " 0 2 8 n
Outide SHSA ;. 12 12 70 0
Adacan 1o SHSA 78 12 13 %8 192
Utanzed 99 18 16 %9 107
Loss utariond 64 7 0 "4 00
Thily populted 37 18 05 120 114
Not adigcant 1o SHSA B4 13 11 22 210
Utanized 124 W0 17 %5 28
Less ubariond 12 12 09 23 219
Thinly poulled 02 23 07 13 128
Notesst 05 55 24 514 199
Witin SHSA 22 58 24 7 198
Large SHSA %4 62 21 us 103
o Countie 20 59 20 2 104
Frie counies 10 66 24 22 182
Medium SHSA 168 50 29 05 26
Other SHSA 105 4 28 59 25

l
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Outside SMSA
Adacoant 10 SMSA

Urbarized
Loss wbenized

Thinly populated
Not aclacent o SMSA
Urbanized

Loss urbanized
Thiely poguiated

North Contral
Wihin SMSA
Large SK5A
Core cov 2
Fringe cour:
Medum SMSA
Other SMSA
Ouiside SMSA
Adiacent to SMSA
Urbanized
Less urbanized

Thinly popuiated
Not adjacent to SMSA

Loes urbanized

Fringe counties

109
98
96

14
67

135

180
96

106

142
13
189
A4
104
138
166
15
n
107
CY)
(K
13
1.2
6.
36

138
176
A4
&9
121
166
145
12
65
88
39
33

39
39
A
32
3
38
{)
38
40

‘“
48
5
39
(K
44
44
38
3
39
3
25
3
43
38
23

36
LK
47
§
40
42
36
235
24
32
22
13

o5
&2
o2
23
11
32
3
o
43

17
2)
2
2!
21
19
18
10
11
16
09
04
08
14
09
05

18
20
21
1
18
20
20
10
10
13
09
05

an
7
a8
UH
A
%3
%8
Q5
39

34
%1
U6
87
&9
35
426
86
B84
39
838
168
%8
410
N8
203

%8
32
1
30
262
%2
3.2
16.7
174
<k
1.
99

09
A1
02
a7
K
230
%3
83
198

182
184
161
188
107
ik
A3
19
169
186
162
107
189
2.1
21
126

Q1
199
187
15
126
2.0
%5
a9
29
AR
28
1.7
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N TABLE 95, Medical Porscnel por 10,000 Resident Population, According to Prolession, Reglon, and Location by County

Characlorisics: Uniied Sizios, 1972-76 Solecied Yoars (Cont)
Profession
Loensed
Regiviered Practical
Geograpinc Region Active Active Lioenesd Nuress Norses
nd Location Non-Federsl NonsFoderal Dentsl Empioyed In ~ Employed In
by County Physiclane' Dontiste! Hyplenisty? Nursing? Nursing
Characlaristic 19 1976 1N 1m 19
Parsonnel par 10,000 resident population
Not adjacent to SMSA 19 26 09 00 30
Urbanized 122 34 15 284 256
Lass urbanized 6.6 24 07 16 246
Thinly populated 39 1.1 08 115 130
West 179 55 21 365 10
Within SMSA 02 58 23 353 168
Large SMSA 23 59 25 %0 160
Core counties 28 59 4 e 169
Fringe counties 140 6.0 KK 33 114
Mdium SMSA 1.2 X 18 29 175
Other SIKS4 136 58 20 %5 03
Outside SMEA 88 43 12 88 18.2
Adjacent to SMSA 87 42 12 6.3 173
Urhanized 107 43 12 a3 178
Less urbanized 82 43 12 U9 169
Thiny popuiated 58 31 13 214 129
Net aciacent 1o SMSA 04 Y 12 06 184
Urbanized 119 50 15 326 2.1
Less urbanized 84 4.2 11 06 18.2
Thinl popuiated 56 3 1 %3 110
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;‘mcluau 29,681 phywcians not clasaed in 1978

donbets 47 dental Pygrniay liconsad In State of reaidonce, Excludes Pannaytvana from the ficansed donta hyglenists Dntal regiter data tor Pennsylvanig
W0 101 aviiable for 1974

YExchaden uaterad nuries wih addroases urknown rom the location catagores. Thess nurses are included it region 10tals and the Unded States total

NOTES: Data are based on ragerting by medical personnel 1 on "agpstors. Counties are grouped accoramg to the Agr 1973 Office of Management and Budge!

0pOan dewignations. Alaska is excluded from ¥ . lacation Catogories; howaver, the Alxska State tols! s included 1 the West lota and the inted
Sututoulforwofmmpt dentisty,

SOURCES: Nationa! Canter for Heath Statisbes: Computed by the Divison of Analysis from Goodman, L. J: Physicin Distnbution and Medical Licansure m the us,
1976 Chicago. Amencan Medical Associaben, 1977 (Coynght 1677: Used with the parmamion of the Amercan Medical Asaciation ) Information Sciences Research
Instute: Computad from data from the Diviekon of Dentisry, Bureau of Health Manpower; Roth A, V., ang Waiden, A R The Nation's Nurses: 1972 Inventory of Registered
Nurses. Kanaas %m American Nurses' Asaociation, 197 (Copyright 1974: Used with the parmision of the Amer. Nurses' Asacciation.), Roth, A V. ang
Schmitng, G. 7. LPNy: 1974 Inventory of Licansed Practcal Nurses. Kansas Cly, Mo. American Nurses' Association, 1977 pynght 1977 Used with the permiasion of

Mhe Amancan Nuses' Association ), U'S. Bureay of the Canus: Extimates of e population of States with componanty of <hange, 1970-75. Currant Populghon Reports
Sanes P-25,No 840 Washingion U Govarnment Printng Office, Nov 1976, p.21.
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Activity and Primary Speciaity: United States, 1976

Mejor Professional Activity
Patient Care

physicians 343,876 1000 625 18.1 10.8 8.6
Primary care 134,051 1000 648 20.3 8.0 6.4
General practice? 54,631 100.0 842 8.G 5.7 2.1
tomal medicine 57.312 100.0 48.9 31.6 9.8 9.7
Pediatrics 22,108 100.0 58.1 24.0 9.1 88
Other medical specialties 18.702 100.0 70.1 4.1 12.2 13.6
Dermatology 4,755 1000 75. 13.5 6.0 54
Pediatric allergy 469 100.0 702 15.6 55 8.7
Pediatric cardiology 537 100.0 ¢23 10.6 21.0 26.1
Internal medicine
subspecialties* 12.947 100.0 694 0.0 14.4 16.2
Surgical specialties 97,416 1C0.0 700 19.4 7.0 3.6
General surgery 31,899 100.0 620 26.5 8.0 3.6
Neurciogical surgery 2,953 100.0 6&8.6 18.0 83 50
Obstetrics and gynecology 21.908 100.0 723 17.2 6.2 4.3
Opthalmoliogy 11,326 100.0 784 14.9 43 3.2
Orthopedic surgery 11,688 1000 71.8 17.5 7.8 29
Otolaryngoiogy 5,788 10C.0 75.1 14.4 7.3 32
Plastic surgersy 2,337 100.0 773 14.6 83 2.9
Colon and rectal surgery 667 100.0 895 4.8 4.0 1.7
Thoracic surgery 2,020 100.0 699 13.7 10.9 55
Urolngy 6,823 1000 754 14.5 7.3 28
Other specialties 93,707 100.0 49.7 16.0 184 16.0
Anesthesiology 13,074 100.0 69.1 13.2 11.4 6.3
Neurclogy 4374 100.0 447 25.9 13.1 16.3
11,815 100.0 36.0 21.5 24.8 17.7
Forensic pathology 203 100.0 434 3.9 49 47.8
Psychiatry 24,196 100.0 51.1 16.2 20.5 12.9
Child psychiatry 2.618 100.0 56.9 11.6 14.1 17.4
rehabilitation 1.665 100.0 369 17.< 35.7 10.1
Radioclogy 11,627 100.0 602 15.6 18.0 6.2
Diagnostic radiology 3.794 100.0 592 14.5 19.1 7.3
Therapeutic radiciogy 1.202 100.0 583 17.5 19.3 4.9
Miscelianeous® 19,139 100.0 355 13.0 17.0 34.6
Yincludes interns and residents.
Anciudes medical teaching, administration. research, anc other professional activities.
generad practice and farnily

m,mmm and cardidwvascular diseases.
occupational medicine, mwmm aerospace medicine, public health,
mmmmﬂ.mmm

NOTE: Data are based on reporting by physicians.

SOURCE: Goodman., L. J.: Physician Disribution and and Medical Licensure in the US., 1976.
Chicago. American Medicai Association, 1977. (Copyright 1977: Uaodvmhthemonoftho
~ , Medical A St
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TABLE 07. Active Non-Federal Dentisls and Empiloved Registered Nurses and
Divielon

Number per 100,000 Popul-tion, According o and Stele:
United States, 1976 (Denlists) and 1977--78 (Nawees)
Empiloyed
Dentists* Registered Nursees*
Per 100,000 Per 100,000
Division and State Number Popuiation® Number Population*
United States 97.534 45.8 1.027.307 472
Northeast
New England 12.195 56.4 88.444 718
Connecticut 1.889 60.9 20,799 663
Maine 424 39.9 6,266 574
Massachusetts 3,462 59.5 45,167 776
New Hampshire 410 50.5 6.630 782
Rhode iIsiand 445 47.8 6,188 661
Vermont 242 51.3 3,394 698
Middie Atlantic 20,281 54 .4 209,373 561
New Jersey 4,050 55.2 35,287 480
New York 10,877 60.2 101,439 561
Pennsytvania 5,354 45.1 72.647 612
North Central
East North Central 17,904 43.7 198,168 481
Hilincis 5.028 44.9 58,094 515
indiana 1,928 36.3 22,908 429
Michigan 4171 45.7 41,573 454
Ohio 4. 469 41.6 51,969 . 485
Wisconsin 2,308 50.4 23.624 505
West North Central 7.424 44.5 91,335 537
lowa 1.173 41.0 15,501 530
Kansas 908 39.8 11.848 506
Minnesota 2,131 54.4 26,157 652
Missouri 1,932 40.5 21.586 449
Nebraska 780 50.5 8,874 562
North Dakota 247 38.4 3,776 577
South Dakota 253 37.1 3,593 512
South
South Atlantic 12,709 37.8 151,723 438
Delaware 229 39.5 3.553 602
District of Columbia 4397 69.9 6.13€ 885
Florida 3.475 42.0 41,150 475
Georgia 1,652 335 18,159 361
Maryiland 1.870 45.4 19,673 471
North Carolina 1,665 30.6 23,898 429
South Carolina 811 28.8 10,087 348
Virginia 1,955 39.3 21.650 421
West Virginia 555 30.8 7.417 ass
East South Central 4,393 32.5 43,797 318
Alabama 1,044 28.9 10,826 291
Kentucky 1.100 32.5 11,677 333
Mississippi 628 26.8 6,514 273
Tennassee 1.621 38.8 14,780 344
Waeast South Central 7.433 356 85,829 302
Arkansas 626 29.7 5774 267
Louisiana 1.298 34.1 11.460 291
Okdahoma |S39 34.6 8.844 312
Texas 4.570 37.3 39,751 309

275
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TABLE 957. Active Non-Fedearal Dentists and Employed Registered Nurses and
Number per 100,000 Population, According to Division and State:
United States, 19768 (Dentists) and 1977-78 (Nurses) (Cont.)

Employed
Dentists’ Registered Nurses?
Per 100,000 Per 100,000
Divislon and State Number Population? Number Population* .
Waest
Mountain 4,668 48.4 50,144 492
Arizona 963 43.3 13,794 590
Colorado 1,389 54.6 15,495 583
idaho 385 47.3 3,515 404
Montana 380 50.9 3,956 510
Nevada 271 45.9 2,709 422
New Mexico 395 34.5 4,472 368
Utah 721 59.9 4,350 340
Wyoming 164 43.6 1,823 440
Pacific 15,850 . 56.8 128,524 437
Alaska -—- ’ -—— 1,776 422
California 11,732 55.3 89,756 408
Hawaii 483 55.6 3,979 440
Oregon 1,433 62.7 12,793 532
Washington 2,202 62.0 20,220 547
1Exciudes Alaska.

2Adjusted for nonresponse to questions on employment status and county of employment.
3Population figures are based on 1975 population estimates.
4population figures are based on 1977 populaticn estimates, market statistics.

NCTE: Data are based on a registry of dentists and an inventory of registaered nurses.

SQOURCE: National Cancer Institute: selected data; Bureau of Health Professionals, Heaith
RescJrces Administration: selected data; Special tabulations prepared by the Information Sciences
Res: sarch Institute, Silver Spring, Md., Mar. 1980; American Nurses Association, Research and
Pohcy' Analysis Department, St tistics Unit: 197778 Inventory of Registered Nurses. Prepublication
data. Used with the permission of the American Nurses Association, Kansas Gity, Mo., Oct. 1980.




TABLE 98, Community Hospital Beda pei ,000 Population

&nd Average Annual Rals of Change, According to Divislon and Stata;
Unlted States, 1970-76
Your Period
Divislon and Ststo W WM oW own o un W5 178 196070 197078
Average annual rate
T Communtty hospital beds per 1,000 population? of change
Uniied States 43 44 44 45 45 46 48 18 1.1
Northeast
New England 41 42 42 42 42 42 42 05 04
Connocticut 34 34 35 35 3 - 35 35 - 05
Maine 47 47 46 47 46 47 47 32 0.
Massachusatts 44 45 46 46 46 46 46 0.5 07
- New Hsmpshire 40 41 4 41 40 42 41 ~10 04
0 Khode Island 40 37 38 38 38 38 3 08 13
Vermont 45 43 47 48 48 48 47 - 07
Midde Atlantic 44 44 45 45 46 45 46 10 07
New Jersay 36 37 38 38 40 40 41 15 22
New York 46 45 46 47 47 47 47 07 04
Pennsyivank 47 47 47 47 4.7 41 48 14 04
North Ceniral
East Norih Central 44 45 45 46 46 47 41 20 1.1
linols Y 47 47 48 49 49 50 16 10
Indiana 40 41 41 42 44 44 44 25 16
Kichiga 43 43 44 44 44 45 44 26 04
Ohio LY. 43 43 44 45 4 46 2.1 15
Wisconsin §. 81 5. 5.2 52 5.1 63 19 03
West Norih Centra 5.7 56 56 57 58 5.8 58 28 03
lowa CH 58 57 58 59 6. 59 36 09
Kansas 54 X 56 5.6 5.7 5.7 58 2.5 12
Minnesota 6. 88 58 59 60 6.0 60 24 03
N Missour 5.1 8.1 §2 §.2 54 5.5 56 21 16
3 Nebraska 62 63 60 6.0 6.1 6.1 6.2 34 -
North Dakota 6.4 65 64 6.7 69 6.7 67 a1 2
South Dakota 56 56 54 §.5 56 5.5 86 22 -
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TABLE 98, Communtty Hoaptal Bads per 1,000 Population and Average Annual Rete of Change, According to Divislon and Stato:
United States, 1670-76 (Cont)

N
N
®

Yoar Period
Division and State LR L 1 SRR 1/ B SR N 1970-76

Average annual rate
Community hospial beds per 1,000 population? of change
South
South Atiantic 40 4 41 42 42 43 44 19 16
Delaware 37 37 36 35 35 35 36 - 4§
District of Columbia 74 13 14 12 10 11 73 23 <02
Florida 44 45 45 48 45 49 5.1 35 2.5
Georgla 38 4 40 42 43 44 45 3 28
Maryland 3 3 31 31 2, R 3 <06 10
North Caraina 38 38 38 39 4 40 41 1. 13
South Carolina 37 - 38 39 39 40 39 39 24 09
Virginia 37 38 38 41 40 41 41 2 1.7
West Virginia 54 54 55 57 5.8 58 58 28 12
East South Central 44 44 45 47 48 49 5.0 38 21
Alabama 43 42 44 46 48 49 49 43 22
Kentucky 40 4] 4 43 43 43 ¢4 29 18
Mississipp! | 44 4 45 47 41 49 50 42 21
Tennessee 47 48 48 50 5.1 54 55 3.2 26
West South Central 43 44 45 45 46 47 47 26 15.
Akansas 42 43 43 44 4.5 46 48 37 2.2
Lovigiana 42 44 44 45 45 47 46 0.7 15
Oklahoma 45 46 45 45 46 46 46 34 04
Texas 43 44 45 45 45 47 47 26 15
West |
Mountain 43 42 41 40 40 40 40 21 -12
Arizona 41 40 33 39 39 38 38 3 13
Colorado 46 Ab 43 42 41 44 44 19 7
Idaho 40 40 40 @1 2 , 4.? 39 38 22 9
J!




Montana 58 5.7 5.9 K 53 52 52

. 13 18
Nevada 42 40 41 4.6 44 43 43 07 04
New Meico 35 37 34 34 34 34 33 19 -10
Utah 36 35 33 32 32 32 32 25 -2
Wyoming 55 50 50 48 47 45 44 18 =37
Pacfic . 37 38 38 38 39 39 38 18 04
Alaska 2.3 24 23 22 22 2.2 0.1
Cafforia - 38 38 38 39 40 40 39 24 04
Hawall 34 34 33 32 33 3 -15
Oregon 40 41 40 39 40 39 39 13 44
Washington 35 34 35 35 34 34 34 06 05

1960 cce oepal s f cons
%Chvilan noninsttutionalized popuation of 2 ag6s.

NOTES: Data are based on reporting by fackides. Community hospitals include all non-Fedsral short-stay hospitals classified by the American Hospital Association b one
of the following senvces: general medical and Surgical; obstetrics and Gynecology, eye, ear, nose, and thr

oat, ehabittation; orthopedic other specialty, children's general:
Children's eye, ear, nose, and throat, children's ehabltaion: chicren's orthopedic; and chidren's other g

pecialty.
SOURCE: Natlonal Center for Health Statstcs Health United Slales, 1978, DHEW Pub, No. (PHS) 78-1232. Public Haalth Service. Washington, U.S. Government
Printing Offce, Deg. 197,

N
N
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TABLE 99. Elementary and Secondary Schoolis With Doors, Tollets, and
Classrooms Accessible to Handicapped Puplls, According to
Region, Division, and State: United States, 1978

Arcﬁltocluml Features Accessible
to Handicapped Pupils

Reglon, Divislon, Buliding Tollet Classroom
and State Entrances Stalis Entrances
Pearcent of schoois
Pearcent of with accessible
schools entrances
United States 60.0 26.6 58.8
Northeast 459 211 56.4
New Engiand 45.9 229 62.7
Connecticut 50.6 26.7 66.4
Maine 43.0 16.2 67.3
Massachusetts 41.9 21.3 58.6
New Hampshire 497 22.2 58.0
Rhode Island 44.6 20.9 66.0
Vermont 62.6 42.2 69.6
Middle Atlantic 46.0 20.3 53.5
New Jersey 44.1 17.2 521
New York 411 18.7 51.5
Pennsylvania 52.0 26.8 56.4
North Central 59.2 253 59.8
East North Centrai 56.8 24.9 59.3
iinois 46.1 16.0 57.1
Indiana 60.4 27.4 58.2
Michigan 61.3 29.1 64.2
Ohio - 54.5 20.9 55.2
wWisconsin 68.5 38.5 60.9
- West North Central 64.4 26.2 61.1
lowa 58.9 23.6 57.9
Kansas 66.9 251 56.0
Minnesota 70.7 32.0 63.8
Missouri 60.9 23.7 61.6
Nebraska 74.1 28.2 65.9
North Dakota 81.2 39.3 68.3
South Dakota 46.3 19.1 53.3
South 61.6 29.3 53.5
South Atlantic 61.1 28.2 52.6
Delaware 45 4 20.6 56.5
District of Columbia 14.0 4.5 50.6
Florida 74.5 41.2 42.2
Geoargia 581 22.5 58.9
Maryland 64.3 26.1 68.0
North Carolina 65.6 34.0 50.2
South Carolina 58.2 29.3 50.7
Virginia 58.0 22.1 56.2
West Virginia 44.9 17.6 49.0
East South Central 60.3 29.3 50.7
Alabama 68.2 42.9 51.2
Kentucky 57.8 24.9 47.2
Mississippi 62.1 27.6 52.2
Tennessee 555 23.3 52.4




TABLE 89. Elementary and Secondary Schools With Doors, Tollets, and
Classrooms Accessible to Handicapped Puplls, Accoasding to
Reglon, Division, and State: Unitaed States, 1978 (Cont.)

Architectural Features Accessible
...to Handicapped Pupliis

Reglon, Division, Buliding Toliet Classroom

and State Entrances Stalis Entranceos
Parcent of schools
Percent of with accessible
schools ‘enirances
Wzt Soutin Central 63.0 30.9 56.2
Askansas 76.1 42.5 61.5
L.ouisiana 51.2 12.2 445
Oklahoma 71.4 30.4 61.2
Texas 61.8 34.2 56.9
West 73.4 29.6 68.6
Mountain 70.C 33.2 65.4
Arizona 80.8 48.5 73.7
Colorado 68.3 30.6 €5.2
Idaho 65.6 23.3 £5.7
Montana 65.5 28.7 58.5
Nevada 72.7 24.5 24.4
Hew Mexico 79.7 452 74.3
Utah 58.5 27.6 70.4
Wyoming 61.8 21.5 67.4
Pacific 74.9 28.0 70.0
Alaska 47 .1 36.0 66.1
California 77.2 27.1 88.9
Hawaii 50.4 28.8 48.2
Oregon 75.4 27.2 75.2
Washington 74.1 31.1 71.1

NOTE: Data are based on reporting by school districts.

SOURCE: U.S. Department of Education, Otfice of Civil Rights: 1978 E!ementary and Secondary
School Civil Rights Survey, State, regional, and national aummaries ot data. )
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TABLE 100. Gross National ‘Product and National Health
} Expenditures: United States, 192978
Selecled Yoars

National Hezith Expenditures

QGross Percent of
Nationsl Amount Gross Amount
Product in National per

Yeoar in Blillons Siilions Progiuct Capita
1929 $1031 $3.6 35 $29.49
1935 72.2 2.9 4.0 22.65
1940 99.7 4.0 4.0 29.62
1950 284.8 12.7 4.5 81.86
1955 398.0 17.7 4.4 105.38
1960 503.7 26.9 53 146.30
1965 688.1 43.0 G.2 217.42
1966 753.0 47.3 6.3 236.51
1967 796.3 52.7 6.6 260.35
1968 868.5 589 6.8 288.17
1969 ' 935.5 66.2 7.1 320.70
1670 982.4 74.7 7.6 358.63
1971 1,063.4 82.8 7.8 393.09
1972 41,1711 92.7 7.9 436.47
1973 1,306.6 102.3 7.8 478.38
1974 1,412.9 115.6 B.2 535.99
1975 1,528.8 131.5 8.6 604.57
1976 1,700.1 148.9 88 678.79
1977 1,887.2 170.0 9.0 768.77
1978 2,107.6 192.4 9.1 863.01

1Prealiminary estimates.

NOTE: Data were compiled by the Health Care Financing Administration.

~ SOURCES: Gibson, R. M.: National health expenditures, 1978. Health
Care Financing Review 1(1):1-36, Summer 1979; Oftice of Research,

Demonstrations and Statistics, Heaith Care Financing Administration: Se-
lected data.




TABLE 101. Personal Consumption Expenditures for Modical Care, Accon iing
to Type of Expenditure: United States, 1950 -78 Selected Years

Type of Expcnditure
Al Physal- Medicines Net Cost All Other

Medical Hospital clans’ and of Health Medical
Year Care Services Services Appliances Dentists Insurance Care

Billions of dollars

@

1950 $8.8 $2.0 2.6 $2.2 $1.0 $0.3 $0.7
1955 12.8 - 3.2 3.5 3.0 1.5 0.6 1.0
1960 19.5 53 52 4.6 2.0 0.8 1.6
1965 29.4 8.4 8.0 6.2 2.8 1.3 2.8
1966 31.8 9.4 8.5 6.5 2.9 1.4 3.1
1967 34.2 10.7 8.4 6.7 3.2 1.4 2.8
1968 37.8 12.4 10.0 7.3 3.5 1.6 2.9
1969 43.4 156.2 11.4 7.8 4.1 1.8 3.0
1970 48.7 17.9 12.9 8.4 4.7 1.7 3.2
1971 53.4 20.4 14.2 8.5 4.9 2.0 3.3
1972 59.6 23.3 15.5 9.1 54 2.6 3.8
1973 66.6 25.9 17.2 $.8 6.4 3.2 4.2
1974 75.2 anA 191 10.7 7.0 3.3 4.9
1975 87.0 35.4 22.1 11.4 7.9 4.6 5.5
1976 99.1 41.5 24.9 12.3 9.8 4.3 6.3
1977 114.2 48.4 28.3 13.4 11.0 5.7 7.4
1978 1283 546 31.2 14.9 12.2 6.7 8.7

NOTES: Data are based on reporting by hospitals, physicians, dentists, and other health care
facilities; the Health Care Financing Administration; the American Hospital Association; and other

trade sources. Data are revised and exclude private expenditures in Federal, State, city, and other
government hospitals and nursing homes.

SOURCE: Health Insurance Institute: Source Book of Health insurance Data: 1979—1980.
Washington. 1980.
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TABLE 102. Average Annual Percent Change in per ZTapita
Persona! Health Care Expenditures, According
to Source of Funds s Age: United States,
1965--78 Selected Years

Source of Funds

Age and Year Total Private Public
All ages Average annual percent change
1965-78 11.2 7.1 16.6
1965—-70 10.9 6.9 22.0
1970-76 11.4 10.0 3.9
197677 12.0 12.1 11.7
197778 11.6 12.0 11.0
Undear 19 years
1965-78 10.0 8.6 153
196570 10.7 8.4 20.6
1970-76 9.1 7.9 12.6
197677 11.4 121 9.7
1977-78 10.6 10.3 11.1
19-64 years
1965-78 10.2 9.2 13.6
1965—-70 9.4 7.9 14.9
1970-76 10.8 9.7 13.8
1976-77 10.6 10.8 10.2
1977-78 10.8 10.9 9.8
65 years and older
196578 11.9 6.5 185
1965—-70 12.6 0.0 29.9
197076 11.3 9.7 12.3
197677 . 12.2 13.9 11.2
1977-78 11.3 13.7 9.9

NOTE: Data are compiled by the Heaith Care Financing Administration.

SOURCE: Fisher, C. R.: Differences by age groups in health care
spending. MHeaith Care Financing Review, 1(4).65-80, Spring 1980.
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TABLE 103. Aggregsate Perscnal Haslth Caro Expenditures fo¢ Children and
Youths Under 19 Years of Age, According 1o Source of Funds and
Type of Expendiiure: Uniled Staise, 1965-780 Selecied Years

Souwrce of Funds

Total Public
Aggregate
Amount In State
Year and Milllons of and
Type of Expenditure Dollars Totat FPrivate Totsl Federal Locai
1965 Perceant distribution
Total $6.383 100.0 84.5 15.5 2.5 6.1
Hospital care _ 1.73 100.0 64.2 35.8 21.0 14.8
Physicians' services 1,712 100.0 97.7 23 1.5 0.8
Dentists’ services 772 100.0 97.5 2.5 1.6 0.9
Other professional services 135 100.0 95.6 4.4 2.2 2.2
Drugs and drug sundries 1.397 100.0 98.9 1.1 0.7 0.4
Eyeglasses and appliances 306 100.0 98.7 1.3 0.7 0.7
Nursing home care -——— 100.0 -—- -— - ——
Other health services 330 100.0 12.4 87.6 56.7 30.9
1970
Total 10.356 100.0 76.1 23.9 14.2 9.7
Hospital care 3,439 100.0 58.2 41.8 243 17.5
Physicians® services 2,737 100.0 89.6 10.5 57 4.7
Dentists’ services ] 1,188 100.0 93.5 6.5 3.5 3.0
Other professional services 183 100.0 78.7 213 13.1 8.2
Drugs and drug sundries 1,883 100.0 96.4 3.6 1.9 1.7
Eyegtasses and appliances 309 100.0 96.1 3.9 23 1.6
Nursing home care 61 100.0 ---  100.0 45.9 54.1
Other health services 556 100.C 10.3 a8s.8 -61.3 28.4
1976
Total 16,590 700.0 71.1 28.9 19.3 9.7
Hospital care 5,992 100.0 54.4 45.6 32.7 12.9
Physicians' sarvices 4,252 100.0 82.8 17.1 99 7.2
C ~ntists’ services LD.209 100.0 90.4 9.6 52 4.4
Other profes-ional services o4 100.0 63.1 36.9 22.6 14.3
Drugs and drug sundries 2,47 100.0 93.7 6.4 3.5 2.8
Eyeglasses and appliances . 418 100.0 95.4 4.6 3.1 1.4
Nursing home care 55 100.0 - 100.0 52.7 47.3
Other health services 880 100.0 10.7 89.3 56.5 32.8
1977
= Total 18,259 100.0 71.5 28.5 18.7 9.8
Hospital care 6,551 100.0 54.6 45.4 322 13.1
Physicians® services 4,771 100.0 84.4 15.6 9.1 6.5
Dentists’ services 2.493 100.0 91.4 B.6 4.7 3.9
Other professional services as2 100.0 48.9 51.1 298 21.3
Drugs and drug sundries 2,624 100.0 94.3 58 3.2 2.6
Eyeglasses and appliances 439 100.0 95.2 4.8 32 1.6
Nursing home care 61 100.0 3.3 96.7 50.8 45.9
Other health services 968 100.0 10.6 89.4 53.2 36.2
1978
Total 19,875 100.0 71.4 28.7 18.9 9.8
Hospital care 7.070 100.0 54.2 45.8 32.4 13.3
Physicians' services 5,215 100.0 84.0 16.0 9.3 6.7
Dentists’ services 2,780 100.0 91.6 8.4 4.5 3.9
Other professional services 398 100.0 48.5 51.5 29.7 21.9
Drugs and drug sundries 2,823 100.0 93.9 6.1 3.4 2.7
Eyegtasses and appliances 481 100.0 95.4 46 31 1.5
Nursing home care 68 100.0 1.5 98.5 51.5 47.1
Other health services 1,040 100.0 10.9 89.1 56.6 32.5

NOTE: Data wore compiled by the Health Care Financing Administration.

SOURCE: Fisher, C. G.: Differences by age groups in health care spending. Health Care Financi
Review 1(4):65-90, Spring 1880. ng
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TABLE 104. Perscnal Health Care Expenditures for Children and Youths Under ©
Selectod Years

Year and Source of Funds

1965 1970
. Type of Expenditure Totial Private Publlc Tota!l Private Publlc
Aggregate amount in millions of dollars
Total $6.,383 $5,391 $992 $10,356 $7,878 $2,47¢
Hospital care 1,731 1,111 620 3.439 2,001 1,43E
Physicians’ services 1,712 1,673 39 2,737 2,451 28¢€
Dentists’ services 772 753 19 1,188 1,111 7.
Other professional
services 135 129 6 183 144 3¢
Drugs and drug
sundries 1,397 1,382 15 1,883 1,816 6
Eyeglasses and
apoliances 306 302 4 309 297 1:
Nursing-home care -—— - -—- 61 ——— 6
Other heaith
services 330 41 289 556 57 49:
Per capita amount
Total $83.02 $70.12 $12.90 $137.68 $104.73 $32.9
Hospital care 22.51 14.45 8.06 45.72 26.80 19.1
Physicians’ services 22.27 21.76 0.51 36.39 32.58 3.8
Dentists’ services 10.04 9.79 0.25 15.80 14.77 1.0
Other professional
services 1.76 1.68 0.08 2.43 1.91 c.5
Drugs and cdrug
sundries 18.17 17.98 0.20 25.03 2414 0.8
Eyeglass~s and
lances 3.98 3.93 0.05 4.11 3.95 0.1
Nursing-home care - —— -—- 0.81 - o.8
Other health
services 4.29 0.53 3.76 7.39 0.76 6.€
Percent distribution
Total 100.0 1C0.0 100.0 100.0 100.0 100.
Hospital care 271 20.6 62.5 33.2 25.4 58.
Physicians®' services 26.8 31.0 4.0 26.4 31.1 11
Dentists’ services 12.1 14.0 1.9 11.5 14.1 3
——  Other professional
services 2.1 2.4 0.€ 1.8 1.8 1
Drugs and drug
sundries 21.9 25.6 1.6 18.2 23.1 2
Eyeglasses and
appliances 4.8 5.6 0.4 3.0 3.8 O
Nursing-home care -—- -—- -——— 0.6 -——— 2
Other heaith
services 5.2 0.8 29.1 54 0.7 20

NOTE: Data were complled by the Health Care Finance Administration.

SOURCE: Fisher, C. R.: Ditferences by age groups in health care spending. Health Care Financir
Review 1(4):65—~90, Spring 1980.
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ars of Age, According to Saurce of Funds and Type of Expenditure: United Slates, 1965--78

Year and Source of Funds

1976¢ 1977 1978

Total Private Public 7 Total Private Public Total Private Public

Aggregate amount in milliors of dollars
16,590 $11,789 $4,801 $18,25¢9 $13,053 $5,206 $19,875 $14,180 $5,696

5,992 3,261 2,731 ‘6,551 3.578 2,873 7,070 3,835 3,235
4,252 3,526 726 4,771 4,027 744 5.215 4,382 833
2,209 1.997 212 2,493 2,279 214 2,780 2,546 234
314 198 116 352 172 180 398 193 205
2,472 2,315 157 2,624 2,472 181 2,823 2,650 173
416 397 19 439 418 21 481 459 22
55 --- 55 (3] 2 59 68 1 67
880 B84 786 268 103 865 1,040 113 927

Per capita amount
232.34 $165.10 $67.24 $258.77 $184.99 $73.78 $286.07 $204.10 $81.99

83.92 45.67 38.25 92.84 50.71 42.13 101.76 55.20 46.56
59.55 49.38 1017 - 67.61 57.07 10.54 75.06 63.07 11.99
30.94 27.97 2.97 35.33 32.30 2.55 40.01 36.65 3.37
4.40 2.77 1.62 4.98 2.44 3.03 573 2.78 2.95
34.62 32.42 2.20 37.19 35.05 2.14 40.63 38.14 2.49
5.83 5.56 0.27 6.22 5.92 0.30 6.92 6.61 0.32
0.77 --= Q.77 0.86 0.03 0.84 1.00 0.01 0.96
12.32 1.32 11.00 13.72 1.46 12.3C _ 14.97 1.63 13.34

Percent distribution

700.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
36.1 27.7 56.9 35.9 27.4 56.9 35.6 27.0 56.8
25.6 29.9 15.1 26.1 30.8 14.2 26.2 30.9 14.6
13.8 169 4.4 13.6 17.5 4.1 14.0 18.0 4.1

1.9 1.7 2.4 1.9 1.3 3.5 2.0 1.4 3.6

14.9 19.6 3.3 14.4 189 2.8 14.2 18.7 3.0

25 | 3.4 0.4 24 3.2 0.4 2.4 3.2 0.4

C.3 -— 1.1 0.3 .- 1.1 : 0.3 0.0 1.2

5.3 0.8 16.4 5.3 0.8 16.7 82 0.8 16.3
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" TABLE 105. Estimated Personal Health Care Expanditures Under Public
: for Childron and Youths Under 19 Years of Age,

According to Program anc Source of Funding: Unlted States,
196578 Selected Years

Year
Program and Funding 1985 1970 1978 1977 1978
Expenditures in millions of dollars
All public programs $c22 $2,492 $4,801 $5,206 $5,696
Federal 603 1,484 3,184 3413 3,757
State and local 389 1,008 1,607 1,793 1,939
Maijor program areas
Medicare -—- -—- 17 25 30
Medicaid, total -—-- 913 2,534 2,849 3,142
Federal - 500 1,432 1,605 1,751
State and local --—- 413 1,102 1,244 1,391
Other public medical
assistance, total 217 82 83 a3 100
Federal 140 -—- -— ~—— -
State and local 77 72 83 a3 100
Veterans Administration - - - —— ——-
Department of Defense 354 656 811 788 823

Workers compensation
medical benefits, total -—- —— S _— ———
Federal employees ——- ——- —— - ——
State and local
employees -——— -— - _—
State and tocal

8,{' .:

hospitals (net) 185 316 83 as
Other public expenditures
for personal heaith
care, total 237 534 1,273 1,363 1,515
Federal 109 327 935 995 1,151
State and local 128 207 338 368 364

NOTE: Data were compiled by the Heaith Care Finance Administration.

SOURCE: Fisher, C. G.: Differences by age groups in health care spending. Health Care Financing
Review 1(4):65-90, Spring 1980.




TABLE 108. Per Caplta Fersonal Health Csre Expenditures, According to
“ource of Fundds, Age, and Type of Expenditure: United States,

1978
Source of Funds
Public
Per Capita
Amoumnt In Stiate
Age and Dollars and
Type of Expernditure and Canis Total Private Tdtel Federal Local
All ages E‘ercent distribution of doliars
Total expenditures $752.98 100.0 61.3 38.7 27.7 11.0
Hospital care 34093 100.0 46.2 53.8 39.9 13.9
Physicians’ services 158.08 100.0 73.2 26.8 20.1 6.7
Dentists’ services £§9.64 100.0 96.0 4.1 23 1.7
Other professional services 19.17 100.0 77.3 22.7 15.8 6.9
Drugs and drug sundries 67.70 100.0 9t.4 86 4.4 4.2
Eyeglasses and appliances 17.40 100.0 90.8 8.2 7.4 1.9
Nursing home care 70.64 100.0 46.9 53.1 299 23.1
Other health services 19.43 100.0 27.1 72.9 56.3 16.6
Under 19 years
Total expenditures $286.07 100.0 71.4 28.7 18.9 9.8
Hospital care 101.76 100.0 54.3 45.8 324 13.3
Physicians' services 75.06 100.0 84.0 16.0 a3 6.7
Dentists’ services 40.01 100.0 91.6 84 4.5 3.9
Cther professional services 573 100.0 48.5 51.5 29.7 21.9
Drugs and drug sundries 40.63 1000 93.9 6.1 3.4 2.7
Eyeglasses and appliances 6.92 1000 a5.5 4.6 3.1 1.5
Nursing home care 1.00 100.0 1.0 96.0 51.5 47 1
Other healith services 14.97 100.0 10.9 89.1 56.6 325
19-64 years
Total expenditures $783.96 100.0 71.5 28.6 16.2 12.4
Hospital care 369.98 100.0. 599 40.1 22.8 17.3
Physicians’ services 163.56 100.0 84.3 15.7 6.9 8.8
Dentists’ services 70.75 100.0 97.1 2.9 1.7 1.2
Other professional services 21.58 100.0 89.0 11.0 50 6.1
Drugs and drug sundries 70.02 100.0 93.1 6.9 3.4 as
Eyeglasses and appliances 21.62 100.0 952 4.8 2.5 2.3
Nursing home care 23.67 100.0 19.7 80.4 44.0 36.4
Other health services 22.72 100.0 35.0 65.0 54.6 10.5
65 years and over
Total expenditures $2,026.19 100.0 36.9 63.2 543 8.9
Hospital care 868.86 100.0 12.5 87.5 81.1 6.4
Physicians’ services 365.70 100.0 40.6 594 §57.5 1.9
Dentists’ services 56.76 100.0 96.8 29 2.0 1.2
Other professional services 44.74 100.0 57.9 42.1 38.6 3.5
Drugs and drug sundries 132.61 100.0 84.4 15.6 8.2 7.4
Eyeglasses and appliances 2483 1000 66.9 33.2 32.9 0.3
Nursing home care 518.14 100.0 53.8 46.2 26.4 19.8
Other health services 14.53 100.0 9.9 90.2 69.8 20.3

NOTE: Data are compiled by the Health Care Financing Administration.

SOURCE: Fisher, C. R.: Diferences by age
Revisw, 1(4):65-90, Spring 1930.
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TABLE 107. Amount for All Basic Noods as Defined by the State Need
Standard and Amount of Monthly AFDC Payment to a Family With
No Courntable income After Application by State of Any Method of
Limiting Payment Used, According to Family Size and Stiate:
Unlted States, April 1, 1978

Two-Person Famliy? Four-Person Famlly?

State Need Assistance State Need Assistance
Standard Payment toa Standard Payment to a

for All Famlily With for All Famlly With
State Basic Needs No income Basic Needs No income
Northeast Amount in dollars
New England _
Connecticut $266 $266 $384 $384
Maine 205 185 349 314
Massachusetts 251 251 358 358
New Hampshire 263 263 346 346
Rhode Island 255 255 359 359
Vermont 412 311 560 423
Middie Atlantic
New Jersey 235 235 356 356
New York 333 333 476 476
Pennsylvania 260 260 373 373
North Central
East North Central
inois 204 204 300 300
indiana 247 175 363 275
Michigan 319 319 459 459
Ohio 284 . 176 431 267
Wisconuin 371 315 520 442
West North Central
ijowa -257 257 369 369
Kansas 216 216 306 306
Minnesota 286 286 404 404
Missouri 250 163 365 237
Nebraska 250 250 370 370
North Dakota 247 247 389 389
South Dakota 252 252 333 333
South
South Atlantic
Delaware 181 181 287 287
District of Columbia 226 203 349 314
Florida 150 125 230 191
Georgia 161 105 227 148
Maryland 203 162 314 251
North Carolina 159 159 200 200
South Carolina 138 75 217 117
Virginia 174 157 272 245
Waest Virginia 219 164 332 249
East South Central
Alabama 144 89 240 148
Kentucky 135 135 235 235
Mississippi 188 330 252 360
Tennessee 142 91 217 139
West South Central
Arkansas 193 133 273 188
Louisiana 240 496 410 4164




TABLE 107. Amount for All Basic Needs as Defined by the State Need
Stydard and Amount of Monthly AFDC Payment to a Family With
No Counteble Income After Application by State of Any Method of
Limiting Payment Used, According to Family £ixc and State:
United States, Aprif 1, 1978 (Cont.)

Two-Person Famlly! Four-Person Family3?

Stiate Neod Assistance Stats Need Aassistance
Standard Payment o a Standard Payment 1o a

tor All Famlily With for AH Famlily With
State Basic Needs No Income Basic Needs NoO Income
Amount in dollars
Oklahoma 198 198 309 309
Texas 115 86 187 140
West
Mountain
Arizona 180 126 282 197
Colorado 189 189 290 290
Idaho 289 251 395 344
Montana 163 163 252 252
Nevada 229 185 341 276
New Mexico 160 147 239 220
Utah 297 229 457 352
Wyaoming 210 210 270 270
Pacific
Alaska 300 300 400 400
California 297 287 444 423
Hawaii 3sz 382 533 533
Oregon 304 277 470 428
Washington 292 292 416 416

1A two-person family consists of one needy adult and one child.

2A tour-person family consists of one needy adult and three children.

3Mississippi increased its payments to $60 for a two-person

‘Louisiana increased its payments to $101 for a two-person family and $172 for a four-parson family
in May 1978,

NOTE: Data are based on reporting by States.

SOURCE: Office of Family Assistance, Social Security Administration: Characteristics of State Plans
for Aid to Families with Dependent Children. DHEW Pub. No. (FSA) 78-21235. Washington. U.S.
Government Printing Office, 1978.
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TABLE 108. Ald to Famillies with Dependent Children (AFDC) and Medicald
. Reciplents Under 18 Years of Age and Average Monthly AFDC
per Family and per Reciplent, According io State: United

P
States, 1975 (AFDC Recipients), 1978 (Payments), and 1980
(Medicaid Reciplents)

Poor Children’ Average Monthly
Recaiving AFDC Payment
Per Per
State AFDC Medicald Family Reclipient
Percent of
poor children Payment in dollars
United States 44 48 $252 384
Northeast
New England
Connecticut 52 54 315 104
Maine 50 48 213 71
Massachusetts 74 72 323 109
New Hampshire 41 51 234 81
Rhode Island 62 61 286 g5
Vermont 48 49 282 a2
Middle Atiantic
New .Jersey 54 60 287 a9
New York 57 66 375 120
Pennsylvania 50 60 285 93
North Central -
East North Central
illinois 64 62 266 81
Indiana 36 34 191 4
Michigan 59 65 332 107
Chio 54 57 213 72
Wisconsin 36 43 318 113
West North Central
lowa 35 a7 281 97
Kansas 37 43 235 88
Minnesota 30 39 297 107
Missouri 50 45 178 60
Nebraska 24 23 263 90
North Dakota 22 22 248 88
South Dakota 19 21 203 70
South
South Atlantic
Delaware 52 56 215 74
District of Columbia 69 74 239 81
Florida 25 34 145 51
Georgia 44 43 107 39
Maryland 53 60 193 67
North Carolina 32 39 157 58
South Carolina 34 37 87 30
Virginia 32 a7 195 69
Waest Virginia 38 43 193 67
East South Central
‘Alabama 42 39 112 37
Kentucky 30 33 168 60
Mississippi 47 40 52 16
Tennessee 37 44 109 39
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TABLE 108. Ald to Familles with Dependant Chlidren (AFDC) and Medicald
Recipients Under 18 Years of Agoe and Average Monthly AFDC
Payments per Family and per Recipient, According to State: United
States, 1975 (AFDC Recipients), 1973 (Payments), and 1980
(Msdicald Recipionts) (Cont.)

Poor Chikdren? Average Monthly
Receiving AFDC Payment
Per Per
Stata AFDC Medicald Familly Reciplent
Percant of
poor children Payment in doliars
West South Central
Arkansas 26 31 148 49
Louisiana 43 41 128 39
Oklahoma 27 33 214 70
Texas 24 25 108 34
West
Mountain )
Arizona 28 114 4<
Caolorado 45 46 208 74
idaho 28 30 253 90
JMontana 19 26 187 67
Nevada 31 29 184 66
New Mexico 30 33 161 52
Utah 35 ) 36 263 90
Wwyoming 19 20 205 78
Pacific
Alaska 32 34 306 117
Califcenia 58 61 319 107
Hawraii 416 54 380 119
Cregon 36 47 282 102
Washingtor: 48 51 301 105

A

'PCor children are defined as n-» under 18 years of age living in families with incomes (excluding
Federal cash assistance payric.¥'x) telow the national poverty standard.

NOTES: Data are based on housahold interviews of a sample of the civillan noninstitutionalized
population and on reporting by States. The percent of poor children receiving AFDC is the 1975
actual percent. The cercent of pour children receiving Medicaid is based on 1975 poverty data
projscted to 1980 levels and 1980 estimates of Medicaid recipients. The average monthly AFDC
paymeants are actual FY 1978 data.

SOURCES: U.S. Bureau of the Census: 1975 Survey of Income and Education. Setected data;
Otfica of Chiid Health, Health Care Financing Administration: 1978 reporting by States.
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TABLE 109. Medicald Coverage for Prenatal
are Pregnani for the First Time,

Care to Low-Incoms Women Who
1 According to State: United States,

1978
Medicald - Medicald
Coverage of ot
State Prenatal Care State Prenatal Care
Northeast South Atlantic
New England Georgia 0
Connecticut 0 Maryland 2
Maine 0 North Carolina 8]
Massachusetts 3 South Carolina 1
New Hampshire 0 Virginia 1
Rhode Island 2 Waest Virginia 2
Vermont 3 East South Central
Middle Atlantic Alabama 0
New Jersey 0 Kentucky 2
New York 3 Mississippi 0
Pennsylvania 3 Tennesseo 2
West South Central
Nortn Central Arkansas 18]
East North Central Louisiana 2
INincis 0 Oklahoma 0
Indiana o) Texas o]
Michigan 0
Ohio 1 West
wisconsin 3 Mountain
wWest North Central Arizona
. lowa o] Colorado 1
Kansas 2 idaho (o]
Minnesota 3 Montana 2
Missouri 0 Nevada 1
Nebraska 2 New Mexico 1
North Dakota P~ Utah a
South Dakota 1 Wyoming 0
Pacific
South Alaska 1
South Atlantic California 3
Delaware 1 Hawaii 3
District of Columbia 2 Oregon 1
Florida 0] Washington 3

KEY: 0 = no coverage; 1 = coverage of categorically needy w
categorically needy and medically
needy women and women in low-income,

1These women are not yet eligible for Ald to Families

needy women;, 3 = coverage o
two-parent families.

medically needy program because they have no dependent children.
NOTE: Data are based on reporting by States.

data.

omen only; 2 = coverage of
t categorically and medically

with Dependent Children or Medicaid’s

SOURCE: Office of Child Health, Health Care Financing Administration: 1978 Maedicaid State Plan
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THBLE 140, Nl Coenge o Vi Detal Sanloe, Acong o S Unlnd S, 1475

Coverage of Annual Limity Coverage of Limits-on
Oplometry and o Palrs of Dental Dental
Slate Vislon Exams' Eyoglasses Services! Coverage
" Northeast
New England
Connecticut yes 1 palr yes no
Maing after surgery 0, under EPSDT yes o, undgr EPSDT
Massachuseits yes no Jes no
New Hampshire yes o yes emergency only
Rhode Island yes no yes no?
- Vermont no 0
Middle Atlantie
New Jersey yes no ¥es "o
New York yes M yes M
Pennsyivania yés Y8 yes no?
North Central
East North Central
Minols yes no yes no
Indiana yes no yes ne?
Michigan yes 1 palr yés o
Ohio yes no yes no
Wisconsin yes no yes no
West North Central
lowa yes no yes no?
Kansas yes - o e yes
Minnesota yes no e no
Missour yes no e no?
Nebraska yes no yes no
North Dakota yes 1 par yés o
South Dakota no Jos no?
South
South Atantie
Delaware no 1 palr, under EPSDT no
Distrct of Columbia yes 1 palr yes emergency only



N TABLE 110 Medlcaid Coverage for Vislon and Dental Services, According to State: United States, 1978 (Cont)

0
’ Coverage of Annual Limits Coverage of Limity on
Oplometry and on Pslre of Dental Dantl
Slale Vislon Exams' Eyoglasses Services! Coverage

Florida no no
Georgla no 1 palr, under EPSDT yes emergency only
Maryland yes 1 pair yes emergency only
North Carolina yés no yes no
South Carolina yes o yes emergency only
Virginia yes 1 pair no
West Virginia es 1 pair yes emergency only

East South Central
Alabama yes 1 palr o
Kentucky no 1 palr, under EPSDT no |
Mississippi after surgery yos yes emergency only
Tennesges no yes emergency only

West South Central
Arkansas yes no yes no
Louisiana yes no no
Oklahoma no yes emergency only
Toxas after surgery yes no

West

Mountain
Arizona
Colorado after surgery yes yes surgery only
Idaho no no
Montana yes 1 pair yes ne?
Nevada yes yos yes emergency only
New Mexico yes yes yes ne?
Utah no yes emergency only
Wyoming yés yes no

Pacific
Alaska yes Eo 3; " o
Calilornia yes 0 yes ne?




L6

ERIC

Aruitoxt provided by Eic:

- Hawai Jes

yes yes o
Qregon yes o no
Washington yes no yes no

'Changes n rbgulatlons In 1978 made children el

fibl for diree refrral undar EPSDT i S6rvice was raquested by paren! or quardian,
2State has raported no s,

NOTE: Data ara based on reporting by States. EPSDT Is the Early and Periodie Scregning, Diagnosis and Treatmen program,
SOURCE: Offica o Chid Healt, Health Care Financing Adminstration: 1978 Medicalg State Plan data,



TABLE 111. Chiidren Under 5 Years of Age and Pregnant Women who are

Financially Eligible for, and Percent Served by the Speclal

Supplemental Food Program for Women, Infants, and Children,
According to State: United States, 1975 (Eligible) and January

1980 (Percent Served)

Children under 5

Toftal Yeoars of Age Pregnant Women
Number Percant Number Percent Number Percent
State Eligible Served Eliglble Served Eligible Servred
United States 8,696,085 20.3 7,246,454 18.9 1,449,631 271
Northeast .
New Engiand
Connecticut 83,472 38.6 69,560 38.5 13,912 38.9
Maine 45,908 26.1 38,757 24.9 7,151 32.3
Massachusetts 191,604 16.0 159,670 15.0 31,934 20.8
New Hampshire 28,404 15.7 23,670 15.5 4,734 16.6
Rhode Island 28,200 24.7 23,500 23.5 4700 30.4
Vermont 22,428 71.7 18,690 68.2 3,738 89.5
Middle Atlantic -
New Jersey 237,000 18.9 197,500 18.4 39,500 21.6
New York 541,822 22.3 451,518 21.0 90,304 8.5
Pennsyivania 406,924 15.0 335,770 14.9 71,154 15.5
North Central
EFast Norith Central
Illinois 386,340 17.7 321,950 14.5 64,390 18.2
Indiana 205,056 11.4 170,880 10.5 34176 15.8
Michigan 323,860 17.8 271,550 17.4 54,310 18.3
Ohio 435,492 193 362,916 18.7 72,582 22.1
Wisconsin 137,988 22.5 114,990 21.5 22,998 27.4
West North Central
lowa 90,780 20.5 75,650 19.7 15,130 24 3
Kansas 76,596 17.1 63,830 15.0 12,766 20.8
Minnesota 139,152 18.5 115,960 17.8 23,192 22.0
Missouri 161,064 20.1 134,220 18.2 26,844 30.0
Nebraska 54,800 18.0 45,667 17.5 9,133 21.3
North Dakota? 24,050 29.0 20,042 28.9 4,008 29.3
South Dakota 29,910  17.7 24,925 13.4 4,985 19.0
South
South Atlantic
Delaware 18,564 22.3 15,470 22.7 3,094 20.2
District of Columbia
Florida 338,190 17.8 281,826 15.5 56,364 28.9
Georgia 250,152 23.2 208,460 22.0 41,692 28.9
Maryland 122,604 29.1 102,170 27.6 20,434 41.5
North Carolina 236,393 321 186,904 30.6 39,399 39.5
South Carolina 145,364 34.9 121,120 34.3 24,244 38.0
Virginia 151,676 28.6 127,230 26.5 24 446 39.8
West Virginia 81,372 20.5 67.810 20.0 13,562 23.3
East South Central
Alabama 186,432 25.6 155,360 26.1 31.072 22.7
Kentucky 158,416 28.0 132,080 19.3 26,416 33.4
Mississippi 144,280 35.4 120,233 36.5 24,047 29.4
Tennessee 195,024 24.3 162,520 23.8 32.504 26.7
£
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TABLE 111. Children Under 5 Years of Age and Pregnant Women who are
Financially Eligible for, and Percent Served by the Special

Supplemental Food Program for Women, Infants, and Children,
According to State: United States, 1975 (Eligible) and January

1880 (Percent Sarved) (Cont.)

Chlidren under 5

Total Yoars of Age Pregnant Women
Number Percent Number Percent Number Percent
State Ellgibie Served Eligible Served Eligible Served
Wast South Central
Arkansas 121,992 13.4 101,660 12.8 20,332 15.7
Louisiana 198,708 27.9 165,590 26.9 33,118 33.1
Okliahoma 109,831 19.5 91,526 16.6 18,305 34.2
Texas 702,180 15.3 585,150 143 117,030 20.1
West
Mountain
Arizona 121,140 30.8 100,950 28.8 20,190 45.5
Colorado 94,380 19.4 78,650 18.0 15,730 26.1
Idaho 44,520 19.2 37.100 18.6 7.420 222
Montana 31,428 40.0 26,190 37.2 5,238 53.8
Nevada 24,290 33.3 20,242 30.8 4,048 45.6
New Mexico? 69,562 14.1 57,968 10.8 11,594 30.5
Utah 82,824 18.4 69,020 17.3 13,804 23.5
Wyoming . T .
Pacific
Alaska 10,866 8.9 9,055 8.1 1.811 12.9
California 765,072 16.3 637,560 13.7 127.512 29.1
Hawaii 33,948 11.5 28,290 11.7 5,658 10.4
Oregon 83,256 24.2 69,380 19.8 13,876 45.8
Washington 127.404 20.7 106,170 18.5 21,234 321
Indian Nations 29,776 56.8 23,677 571 6,099 55.4

‘Under 200 percent poverty.
2For North Dakota and New Mexico, the perceant served is as of February, 1980.

NOTES: Data are based on updates of the decennial census and reporting by States. The number
of eligibles does not take into account nutritional risks, which, along with low income, quality a
person to receive program benefits. Persons who are nutritional risks are included in the percent
served, however.

SOURCE: Suppilemental Food Programs Division, Food and Nutrition Service: Data tabulated from
reporting by State programs.
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TABLE 112. Health Insurance Coverage of Chiidren and vYouths Under 18 Years
of Age, According to Selected Characteristics: United States,
1975-78 Annual Average

Health Insurance

Coverage
Populatdon Not
. Characteristic in Thousands Total Covered Covered
Total under Percent distribution of pop+station
18 years of age’ 65,722 100.0 76.0 24.0
Age
Under 6 years 19,217 100.0 70.8 29.2
6—-11 years 21,471 100.0 75.3 24.7
1217 years 25,034 100.0 77.5 22.5
Sex
Male 33,436 100.0 75.1 24.9
Female 32,286 100.0 74.5 25.5
Race
White 54,967 100.0 79.3 20.7
Black 9,831 100.0 50.2 49.8
Other S24 100.0 67.1 33.0
Family income
Under $5,000 7.707 100.0 27.2 72.8
$5,000-8§9,999 13,634 100.0 60.4 a9.6
$i0,G00-3$14,999 15,647 100.0 85.7 14.3
$15,000 or more 23,776 100.0 92.5 7.5
Parental presence
Both parents present 52,732 100.Q 83.0 17.0
Mother only present 10,126 100.0 47.7 52.3
Neither parent present 2,204 100.0 46.2 53.8
Education of family head
8 years or less 10,945 100.0 52.3 47.8
9-11 years 11,552 100.0 61.4 38.6
12 years o 23,053 100.0 80.2 19.9
13-15 years 8,946 100.0 84.3 15.7
16 or more years 10,578 100.0 93.9 6.1
Family size
3 or fewer persons 11,593 1C0.0 71.8 28.4
4 persons 18,842 100.0 80.2 19.8
5 persons 15,228 100.0 79.2 20.8
6 or more persons 20,059 100.0 68.2 31.8
Residence
Within SMSA 47,907 100.0 76.1 23.9
Large SMSA 26,192 100.0 76.8 23.2
Core counties 17,203 100.0 72.0 28.0
Fringe counties 8,989 100.0 86.1 13.9
Medium SMSA 15,196 100.0 75.8 24.2
Other SMSA 6,519 100.0 73.8 26.2
Outside SMSA 17.815 100.0 71.4 28.6
Adjacent to SMSA 11.795 100.0 72.2 27.8
Not adjacent to SMSA 6,020 100.0 70.0 30.0
Q 300
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TABLE 112. Health insurance Coverage of Chlidren and Youths Under 18 Years
of Age, According to Selected Charactaristica: United States,

1975-768 Annual Average {Coni.)

Health Insurance

Coverage
Population Mot
Characteristic in Thousands Total Covered Covered
Percent distribution of population
Region
Northeast 14,700 100.0 79.0 21.0
North Centrat 17,545 100.0 82.8 17.2
South 21,644 100C.0 67.8 32.2
West 11,833 100.0 70.6 29.4

"Includes children living with father only and unknown tamily income and education of head. not
shown as separale categories. noninstitutionalized population.

NCTE: Data are based on household interviews of a sampie of the clvilian noninstitutionalized

population.

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

the Heatth interviaw Survey.
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TABLE 112, Heslth Care Covwrage of Chidran and Youths Under 18 Years of Age, According to Type of Coverage and Selactsd
Characlercics: Unfed S, 1978

Type of Coverage'

Privalo Insurance?
o Madicars! Medicaid Other Programs® No Insurance

Number of  Porcent  Numberof  Percent  Numberof  Parcent Numberof  Percent
: Pesonaln  of  Posonsln  of  Pesonsin  of  Pwwonsln o
Charactaristic Thousands Populstion Thousends Populstion Thousands Population Thousands  Population

Too wder 18 years A0 A9 R 102 204 31 IS it6

Age

Under 6 years 13,87 100 23M 125 631 33 2,469 131

B1yers 15906 746 2,69 106 5% 28 237 109

12-17 years 19,054 764 2,030 81 m 31 2,791 112

Sex

Male 24,108 T4 3361 10 1,005 30 3,751 13

Female 23,489 734 3301 103 %9 31 3626 120

Color .

White 42,698 185 347 65 1,18 32 5,45 107

Al other 549 510 3115 289 26 o0 1132 161

Family income ~

Under $5,000 174 244 3293 N 61 03 1601 28

$6,000-39,999 7536 52 2,006 155 500 38 2781 212
| $10,000-914,999 12,64 K 4 57 39 1192 79
“ 315000 or more 2,381 919 72@ 311 S 672 28 848 38



" SOURGE: Disono Heath Inlsniaw Staitcs, Naiona Ceter o Hoaly Statstics: Data rom the Hea

g
w

Reskdrce

Within SMSA
-~ Central ofly ' 11,769 654 3,03 185 528 29 2192 122
Outside central cly 2.3 818 1,629 62 7% 30 1,996 16
Outside SMSA
Nonfam 13,59 1.6 1,637 86 646 34 2,869 15,1
Farm 1,463 699 62 30 3% 17 521 A9
Region
Northeast 11,317 782 1933 134 120 08 941 6.5
North Central 14257 819 1978 90 142 08 1,092 14
Souh 1m,36: 669 1,921 90 1,088 51 3,781 176
West 8,267 69.7 1,23 104 653 55 1,963 10.2
"Includes 4324 chidren end youths whe had hospital Insurance, but the

kind of coverage was unknown, and 311,817 who did not know I they were covered by healh
Insurance,

Includes all persons with private hospital nsurance coverage whelhar or ot they have other coverage (6.9, Madlicaid) as wel,
"ncludes those who have Madicars with no olher publc or private coverage,
‘Includes those who did not have private Insurance o Medicars, and reportad ether (1) receipt of Medicald servces i the previous year, (2) elgbilty for Medicaid as a
16800 fo ot having other coverage, or (3) receipt o baneft payments under Al to Familes Wwilh Dependant Children or Supplementa| Securlty Income nthe past year,
Ynclud mikary (Chikan Mealth and Meica Program of the Uniformed Sarvices), Vetarang Adminisration, prvate surgleal coverage only, and professional courtesy as
reasons fo hoing o othr typa of public o pivate coverage.
¥ncludes unknown family Income, not shownas a separate category,
"Persons with high incomes can Quallt for Medicaid in at lnast two ways. 1) previous year's income was high, vet tamly dissolution or catastrophic finess during the
current yoar could resultin Medicald ellgbilty (2)in certaln States, arge amles withincomes In axces of§ §,000 could quality for Medieaid coverage.

NOTES: Dat ar baaed on housahld i of s sampl o e clian noninauonalzed populaion, To avold mulge counting of ndiicuals, these estinales
Were derived by assgning sach Individual to one Goverage calegory only. Persons wih both private insurance ang Medicars, for example, were placed In the private
Insurance category. AS a resut Medicare and Madicald estinales donot comespond to counts avalabl from those programs,

It Inerview Survey,
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TABLE 114, Sources of Payment for Ambulstory Care for Chkiren and Youths Under 18 Yoars of Age With Ambulatory Care n the
Past Year, According to Selectad Characioiatics: Unlted Stas, 1974

- Source of Payment!
WMI;‘”W Publlc Payment
Abieloy  Priva Other
| . Caein  Hoalth Medicald or  Pubdlc  Direct  Other and
Characteristic Populetion  PastYor Inswance  Toll  Wellan Sources  Paymnt  Unknown
I thousands Percant of populgtion with ambulatory care
Total under 18 years 67,247 50,08 212 148 1.0 39 185 6.0
- Age

Under 6 years 19,649 17517 2.7 170 128 43 195 48

6-11 years 2,155 15,257 214 139 107 32 194 54

12-17 years 25,443 17312 28 135 96 40 766 7
Sex

Male U2 26,550 26 141 103 39 784 6.1

Female 33,008 24,53 4.7 156 118 39 785 58
Race :

White 56493 42,764 289 112 13 40 825 53

Black 9,628 6,451 145 39 %.1 32 8§19 99

Other 115 810 | 3.1 15,0 100 50 149 105
Heath slaus

Excellent or good 63,759 1110 il 139 104 39 192 59

Falr or poor 3129 2,655 3.8 0 §1]2 ” a7 37 66.1 6.2
| Ji i




~Fanlly income

Under $5,000

S R R T R TR YRR
55,000-49.9% DM m w5 w5 @y g
$10,000-§14.998 s 2B I £ S T R (R o S
$15,000 o more NAT M W2 09y gy s
Residence
Witin SHSA b w0 owy owg g gy 59
Contal el WAt MWW ome w5 g5 @y g
Oscocmm oy 268 u a7 gy 5 B oM 53
Outside SMSA A0 By g g g
Notfam WS B6 owg 03 4 gy g
Fam L I T Y B
Region
Norheas O R R TR PR
North Central BSmE om0 om oy gy
Sout a1 VN SO
West I TR T T T

8029

"Numbers may not add 10 100 Decasa mora than one 80urca of payment was possible,
"inciudes unknown famil Income, notshown as 3 Separate calegory.

NOTE: Data are based on housahald intarviaws of asample of the cvilan noninstutionalzed population,
SOURGE: Diision of Heath Inenview Sttisis, Naiona Centerfo Hoalth Staisties:Data from the Health menview Survey,

W
=
n
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TABLE 115. Consumer Price Index,' According to Expenditure Category: Unlbd
States, 193579 Selecled Years

Expenditure Category

Other

Goods

Al Trans- Madical Enter- and

Yearz Hems Food Apparel Housing poriastion Care tainment Services

Consumer Price Index

1935 411 36.5 40.8 49.3 42.6 36.1 41.8 44.6
1940 42.0 35.2 42.8 52.4 42.7 36.8 46.1 48.3
1945 §3.9 50.7 61.5 59.1 47.8 42.1 62.4 56.9
1950 72.1 74.5 79.0 72.8 68.2 53.7 74.4 60.9
1955 80.2 81.6 84.1 82.3 77.4 64.8 76.7 . 79.8
1960 88.7 88.0 .89.6 90.2 89.6 79.1 87.3 .. 87.8
1965 94.5 84.4 93.7 94.9 95.9 89.5 95.9 - 94.2
1966 97.2 99.1 96.1 97.2 97.2 93.4 97.5 97.2
1867 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
1968 104.2 103.6 105.4 104.2 103.2 106.1 104.7 104.6
1969 109.8 108.9 111.6 1108 107.2 113.4 108.7 109.1
1970 116.3 114.9 116.1 118.9 112.7 120.6 113.4 116.0
1971 1213 118.4 119.8 124.3 118.6 128.4 1193 120.9

- 1972 - - 1283 - - 123.5 122.3---129.2 119.9 132.5 122.8 125.5
1973 133.1 141.4 126.8 135.0 123.8 137.7 125.9 129.0
1974 147.7 161.7 136.2 150.6 137.7 150.5 133.8 1372
1975 161.2 175.4 142.3 166.8 150.6 168.6 144.4 147.4
1976 170.5 180.8 147.6 177.2 165.5 184.7 151.2 1833
1977 181.5 192.2 154.2 189.6 177.2 202.4 167.9 159.2
1978 1953  206.2 159.5 202.6 1858 219.4 176.2 183.2
1978 195.4 211.4 159.6 202.8 185.5 2194 176.6 183.3
1979 217.4 234.5 166.6 227.6 212.0 239.7 188.5 196.7

11967 = 100.

2Data for 1935—78 are for urban wage and clerical workers. Data for 1978 are repeated for all urban

consurmrars, a new index introduced by the Bureau of Labor Statistics in January 1978. Data for 1979
are for all urban consumers.

NOTE: Data are based on reporting by samples of providers and other retail outiets.

SOURCE: Health Insurance Institute: Source Book of Health Insurance Data: 1979-1980.
Washington, 1980.




TABLE 118, Consumer Prica Indax for ANl Hams and Saleciad Medical Cara Componenty; Uniad Slales 1950-79, Solocted Yoars

Year!
liom and Medical

Care Componant 1990 - 1955 1080 18

<re

W0 w5 ww  wp 1078 1019

Consumer Price Idex
CPI, all items 102 81 M 163 1612 1705 1815 1954 2174

Less medical carg oo B MY 16 1809 1 1803 1940 216y

CPY, <0 services B 109 @5 w0 a8 1006 1804 1943 209 guy

Al medicai care 81 M8 M1 a8 1206 1686 1847 2004 A%4 %07

Medical care sanvigas 82 04 U w3 42 11 1911 o6y 2354 2583
Profsssional services

Physiclans' foes B2 B4 M0 B3 114 1894 1885 2060 o
General physician, offce vist 549 D4 B M3 w6 g 1988 a1 ..

A6
Goneel phyin, bouse st 29§12 ) grg o 105 1898

2057
Tonsilectomy and adencldectomy 607 600 g3 gy O 1M1 183 m2 a2
Obstetrical cases N2 B ™ w0 18 1672 1921 2078
Podiatrc cars, offcs vits oo B8R ms oy oy
Dentists' foes K9 WO @1 Q2 1194 1613 1702

Other professional services
Examinalion, prescription
ind dspensing eyeglasses 735 77 61 28 135 g5 1509

Medical care commodities
~ Praseription drugs %6 1016 1153 1000 1012 1003 1152
Supplements, cough and
cold preparations, and
respiratory agents®

181 1981 248
168.2
21 1816 1418

1004 1006

W
Q
\l
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TABLE 118, Consumer Prica Index' for All ems and Selecled Medical Care Componens: United States 1950-76, éoloded Yoars

(Cont,)
Yoar
fom and Medical
Care Component 1950 1955 1960 1985 1970 1975 1976 M 19”8 9
Consumer Price Index

Selacted nonmedical items
Gasoline e e e e 11790 1708 1779 1882 1963 2656
Food e e e 1088 1324 1754 1808 1922 2114 QM5

1967 = 100,

. 3Data for 1950-77 are for urban wage and clerical workers. Data for 1976 and 1979 are for allurban consumers, @ new ndex Inroduced by the Bureau of Labor Statistcs

Jan. 1978,
Pec. 1977 = 10,

NOTE: Data are based on reporting by samples of providers and other ratall outiets.
SOURGE: Bursau of Labar Statistis, .S, Department of Labor: Consumer Price Index, Various releases,




TABLE 117. Consumer Price Index' for Maedical Care Hams, According to
Expenditure Category: United States, 194779 Selectsd Years

Expenditure Category

Al
Maedical Physl- Pre- Over the
Csre clans’ Dentists”’ Hospital scription Counter
Yeart Hems Feeas Fees Room Drugs Drugs
Consumer Price Index

1947 48.1 51.4 56.9 231 -—- -—-
1950 53.7 £5.2 63.9 30.3 92.6 -—
1955 64.8 65.4 73.0 42.3 101.6 ——-
1980 79.1 77.0 82.1 57.3 115.3 -—
1985 89.5 88.3 92.2 75.9 102.0 98.0
1966 93.4 93.4 g95.2 83.5 101.8 99.0
1967 100.0 100.0 100.0 100.0 100.0 100.0
1968 106.1 105.6 105.5 113.6 98.3 102.5
1969 113.4 112.9 112.9 128.8 99.6 103.2
1970 120.6 121.4 119.4 145.4 101.2 106.2
1971 128.4 129.8 127.0 163.1 101.3 110.3
1972 132.5 133.8 132.3 173.9 100.9 111.3
1973 137.7 138.2 136.4 182.1 100.5 112.4
1974 150.5 150.9 146.8 201.5 102.9 117.5
1975 168.6 169.4 161.9 236.1 109.3 130.1
1976 184.7 188.5 - 172.2 268.6 118.2 138.9
1977 202.4 206.0 185.1 299.5 122.1 148.5
1978 219.4 223.3 199.3 331.6 132.1 159.1
1978 219.4 223.1 198.1 332.4 131.6 159.0
1979 239.7 243.9 2148 370.3 141.8 170.7

11967 = 100.
2Data for 1935-78 are for urban wage and clerical workars. Data for 1978 are repeated for all urban
consumers, a new index introduced by the Bureau of Labor Statistics in January 1978. Data for 1979

are for all urban consumers.
NOTE: Data are based on reporting by samples of providers and other retail outiets.

SOURCE: Health Insurance Institute: Scurce Book of Heaith Insurance Data: 1979-1980.
Washington, 1980.
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TABLE 118. Annual Percent Change In the Consumer Price index,'According to
Expenditure Category: United States, 1947-79 Selected Years

Expenditure Category

All Over
Madical Physi- Prescrip- the
All Care clans’ Dentists” Hoapital tion Counter
Yearz Items items Foeos Feeos Room Drugs Drugs
Annual percent change
1947 14.4 8.3 . 6.4 8.4 17.3 9.9 ---
1950 11.0 1.9 1.5 2.4 3.4 2.7 -——
1955 0.4 2.2 3.5 1.0 4.2 - 1.4 -—--
1960 1.6 3.5 2.5 2.0 6.9 0.3 ——-
1965 1.7 25 3.6 3.1 5.6 -1.1 0.7
1966 2.9 4.4 58 3.3 10.0 -0.2 1.0
1967 2.9 71 71 50 19.8 -1.8 1.0
1968 4.2 6.1 5.6 5.5 13.6 -1.7 2.5
1969 5.4 6.9 6.9 7.0 13.4 13 0.7
1970 59 6.3 7.5 58 12.9 1.6 29
1971 4.3 6.5 6.9 6.4 12.2 0.1 3.9
1972 3.3 3.2 31 4.2 6.6 0.4 0.9
1973 6.2 3.9 3.3 3.1 4.7 —0.4 1.0
1974 ‘110 9.3 9.2 7.6 10.7 2.4 4.5
1975 9.1 12.0 12.3 103 17.2 6.2 10.7
1976 5.8 9.5 11.3 6.4 13.8 54 6.8
1977 6.5 9.6 9.3 7.5 11.8 6.0 6.9
1978 7.6 8.4 8.4 7.7 10.7 82 71
1979 11.3 9.3 9.2 8.4 11.4 7.8 7.4
11967 = 100.

2Data for 1947-78 are for urban wage and clerical workers. Data for 1979 are for all urban
consumers, a new index introduced by the Bureau of Labor Statistics in January 1978.

NOTE: Data are based on reporting by samples of providers and other retail outiets.

SOURCE: Health Insurance Institute: Source Book of Health Insurance Data; 1979-1980,
Washington, 1980,
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TABLE 119. Average Fee for Initiat and Followup MNffice Vigits and for Periodic
Examinations, According to Physiclan Speclalty, Type of Visit, and
Division: United States, 1978 _

Spacially
General Obstetrics
Type of Visit _ All and Famlily Internal and
and Division .. Specialties Podiatrics Practice Medicine Gynecology
Initial office visit Average fee in dollars

All divisions $27.60 $19.03 $16.55 $32.53 $29.85
New England 26.13 16.08 15.03 26.45 28.24
Middie Atlantic 31.31 19.93 15.88 34.96 33.96
East North Central 24.91 17.22 15.86 31.88 25.58
West North Central 20.95 15.00 13.72 29.51 23.18
South Atiantic 28.40 19.65 16.50 31.37 32.70
East South Central 23.74 17.75 15.48 33.91 29.43
West South Central 2595 19.13 15.67 36.50 25.61
Mountain 24.28 17.75 14.00 28.63 - 26.58
Pacific 31.78 22.36 21.09 35.01 32.17

Followup office visit

All divisions 17.74 13.72 12.15 16.83 18.23
New England 17.79 13.58 12.03 15.87 18.85
Middle Atlantic 21.23 15.28 11.93 19.14 21.20
East North Central 15.76 12.40 11.47 15.44 15.39
West North Central 13.11 11.67 9.87 14.11 13.00
South Atiantic 18.06 13.70 12.28 16.61 19.57
East South Central 14.60 12.75 10.51 14.79 17.00
West South Central 15.23 12.47 11.28 15.70 14.23
Mountain 16.07 12.75 11.26 15.17 16.42
Pacific 20.13 15.19 15.36 18.93 20.06

Periodic examination .

All divisions 31.40 18.73 30.88 43.18 24.94
New England 26.47 15.00 24.41 33.98 23.67
Middle Atlantic 30.81 18.57 30.12 41.10 25.35
East North Central 27.17 17.70 24.33 40.08 22.56
West North Central 28.32 14.17 27.08 45.37 21.09
South Atlantic 34.64 1511 35.34 50.21 27.70
East Scuth Central 27.13 16.00 24.59 38.75 21.14
West South Central 26.44 14.57 22.62 38.02 22.61
Mountain 30.70 - 31.08 40.67 18.92
Pacific 40.41 26.59 . 44.71 50.19 28.96

NOTE: Data are based on reporting by physicians.

SOQURCE: American Academy of Pediatrics: Demographic and Socioeconomic Fact Book on Child
Heaith Care. Chicago, 1980. (Copyright 1980: Used with the permission of the American Academy of
Pediatrics and the American Medical Association.)
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~ TABLE 120, Averago Foe for intiat and Followups Ofica Vishts and Average Annual Percent Change In Fee, According fo Type of Vish
and Physkian Speciaty: United Slalen, 1970-70 Seloced Yoars

You | Changa In Foe

Type of Vish and

Physician Spaciatty 190 1N 1975 1978 197078 167073  1073-75 1875-78

~ Initd vish Average foe In dollars and cents Average annual percent change
~ Pecatries 995 220 $1618  $1908 84 10 152 56
General and family practice 8.4 10.14 13.11 16,55 88 83 105 8.1
Intemal medicine | 1781 2051 6.1 3258 18 48 128 18
Obstetrics~gynecology. 1420 19.68 .57 2085 07 114 94 8.2

Followup visit

Podiairics 8.65 1.07 1312 07 134 74
General and family practice 152 929 1215 0.1 - 12 W
" lntemal medicine 1113 1356 16,83 %6 104 15
Obstetrica-gynecology 11,53 1373 18.28 06 01 99

An initial offce viet ks defined as "office viskt, new patient, brief evaluation, history, examination, and/or treatment,”
2A followup office visi s defined as "office vlslt eslablished patient, brief examlnatlon evaluation, and/or trealment, same o new illness
SAverage annual percent change for 1973-18,

- NOTE: Data are based on reporting by physicians,

SOURCE: American Academy of Pediarics: Damographic and Sociosconomic Fact Book on Child Health Care. Chicago, 1360. (Copyright 1980: Used with the
permission of the Amarican Acadsmy of Pediatrcs and the American Medical Association,)
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Guide %o Tzbles

Familily
Color/
Race/
Age FEthnicity
{. Health status and
determinants
A. Population
Demographic 1, 3 1
Social and
econormic 4 5, 6
B. Fertility
General 7. 9 7
Expected births 10 10
Adotescent 11, 12, 13 11, 12, 13
Unmarried 13 13, 14
Contraception and
abortion 16, 67 15, 16, 67
C. Mortality
infant, fetal, T
. and_perinatal .. 2 18, 19 17, 19
Children and youth
by cause 22 20, 21, 22
0. Determinants :
Medical care—See
LHilization
Immunization by
disease 24 24
Usual place of care R 26, 27, 28, 26, 27, 28,
S 29, 30, 1 29, 30, 31
Breast feeding S : 32
Food consumption by E :
food group B 3 33, 34 33, 34
Special dist 35
Substance use by E
type of substance 36, 37, 39,
40
Cigarette smoking 38
Fluoridation J
Housing conditions 42, 43, 44 42, 43, 44
School heatlth
programs, by type
Activitias 46 46
E. Measures of health
Low birth weight 48, 70 47, 48, 70
Height, weight, and oy
hemoglobin B 49, 50, 59
Parental assessment
of health 51 51
Limitation of s B
. activity. - Lo 52 52
-Disablility days by=;.
e o type o k3 54 54
Q
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Geographic Variables

Location
Family or
Education Size Residencs Reglon

2
16
26, 27
32
42, 43, 44 42, 43, 44
46 46
70
51 51
52 52
54 54

18

58

32

48, 18

78, 79,
114,
26, 27

16, 67

20, 21, 22

23, 24, 25,

26, 27, 28,
29, 30, 31
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Guide to Tables (Cont.)

Acute conditions,
by type

Injuries

Notifiable diseases

Dental decay

Handicaps by type

Arrests by type of
crime

Pre-induction
disqualification

61, 62

o 316 0
ERIC 3

Aruitoxt provided by Eic:




Geographic Variables

Other
55
56, 57, 77
63
PR 317
Q ..:.‘_}
ERIC

PAruntext provided by eric .



Guide S0 Tabies (Cont.)

Color/
Place of Race/
Age Ethnicity
1. Utilization of Health
Resources
A_ Ambuiatory ‘
Family planning . 67, 16 15, 16
Prenatal care . 68, 69, 70 70, 71,
73
Contacts with
physicians
interval and :
number 74
Source or place 75, 78 78
Reason 76
Injuries
Visits
Place ! 79, 26, 27, 26, 27,
28, 29, 30, 29, 30,
y 31
Office visits 80
Office visits
o by diagnosis 81
Dental visits
Interval and i
number . 87
Psychiatric T
services ‘ 88
B. Inpatient
Hospitslization - ;
and days g0, 88 v 90, 88
Diagnosis . )
Surgical X
procedures 92, 93, 1€ 16, 15

1. Health Care Hesources
A. Personnel and

facilities

Satisfaction

Physicians

Dentists

Nurses

Practicat

Dental hygienists

Community hospital
beds

Accessible schools

318 330
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Aruitoxt provided by Eic:
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Geographic Variables

74

76

87

16

Q

PAruntext provided by eric
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Guide to Tables (Cont.)

IV. Health Care Costs
and Financing
A. Expenditures
National
Personal
Type of
expenditure
Source of funds

103, 104, 106
102, 103, 104,

105, 106
B. Financing
Public programs
AFDC
Medicaid 114, 28, 29,
30, 31
i wiC
Health insurance 112, 113, 28,
29, 30, 31
Source of payment 114
C. Cost
Consumer Price
Index by type
Fees by physician
specialty )
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Characteristics Division Other
113, 114, 28, 113, 114 28, 29, 30,
29' 30. 31 31
112, 113, 28, 112, 113 28, 29, 30,
29, 30, 31 31
114 114

119

323
<3 321
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