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Preface

Health, United States, 1995 the 20th report  computers. The diskette of spreadsheet files includes
on the health status of the Nation submitted by thean electronic index that enables the user to search
Secretary of Health and Human Services to the  the tables by topic. Second, the entitealth,

President and Congress of the United States in  United States, 1995 available, along with other
compliance with Section 308 of the Public Health NCHS reports, on a CD-ROM entitled

Service Act. This report was compiled by the “Publications from the National Center for Health
Centers for Disease Control and Prevention (CDC)Statistics, featurinddealth, United States, 1995,
National Center for Health Statistics. The National vol 2 no 1, June 1996. These publications can be
Committee on Vital and Health Statistics served in giewed, searched, printed, and saved using the
review capacity. Adobe Acrobat LE software on the CD-ROM. The

Health, United States, 199aresents national  Lotus diskette and CD-ROM may be purchased
trends in public health statistics. Major findings arefrom the Government Printing Office or the
presented in the Highlights. The report includes a National Technical Information Service. Third, the
chartbook on women'’s health consisting of 39 completeHealth, United States, 1995 available as
figures and accompanying text. The chartbook is an Acrobat .pdf file on the Internet at the NCHS
followed by 148 detailed tables organized around home page on the World Wide Web. The Uniform
four major subject areas: health status and Locator Code (URL) address is:
determinants, utilization of health resources, health
care resources, and health care expenditures. A
major criterion used in selecting the detailed tables
is the availability of comparable national data over
a period of several years. The detailed tables report
data for selected years to highlight major trends in
health statistics. Similar tables appear in each
volume ofHealth, United Stateto enhance the use
of this publication as a standard reference source.
Several tables idealth, United States, 1995
present data according to race and Hispanic origin
consistent with Department-wide emphasis on
expanding racial and ethnic detail in the
presentation of health data. The large differences in
health status according to race and Hispanic origin
that are documented in this report may be explained
by several factors including socioeconomic status,
health practices, psychosocial stress and resources,
environmental exposures, discrimination, and access
to health care.

To useHealth, United States, 199%0st
effectively, the reader should become familiar with
two appendixes at the end of the report. Appendix |
describes each data source used in the report and
provides references for further information about
the sources. Appendix Il is an alphabetical listing of
terms used in the report. It also contains standard
populations used for age adjustment and
International Classification of Disease®des for
cause of death and diagnostic and procedure
categories.

Health, United States, 199an be accessed
electronically in three formats. First, the 148
detailed tables iHealth, United States, 19%e
available on diskette as Lotus 1-2-3 spreadsheet
files for use with IBM-compatible personal

http://mww.cdc.gov/nchswww/nchshome.htm
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Highlights

Women'’'s Health Chartbook men (13 and 24 percent at 40-49 years of age). The
percent of hypertensive women 20-59 years of age
. with controlled hypertension (59 percent) was nearly
Mortality twice that for hypertensive men (33 percent). By

B Between 1940 and 1970 the differencdifa age 70-79 years the prevalence of hypertension was
expectancyat birth between women and men 12 percent higher among women than men (66 and

increased from 4.4 to 7.6 years. After remaining 29 Percent), and the levels of controlled

stable in the 1970's the difference in life expectancilyPertension were similar among hypertensive
between women and men decreased. In 1993 life Women and men ages 60 years and over (28 percent
expectancy at birth was 78.8 years for women, 6.621d 25 percent) (figures 18 and 19).

years longer than for men (figure 1). B Because many of the conditions that are more

m Life expectancyhas consistently been lower ~ Prevalent among women than men are disabling,

among black women than among white women in rates ofactivity limitation and disability tend to

the United States. Between 1970 and 1984 this  P€ higher for women than for men. In 1993-94 the
difference narrowed from 7.3 to 5.1 years as the Proportion of women 45-64 years of age reporting

increase in life expectancy for black women activity limitation due to arthritis (7 percent) was
outpaced that for white women. During the 2.7 times that for men and the proportion among
mid-1980's, however, life expectancy for black ~ Women 65-74 years of age (13 percent) was 1.6

women declined slightly, resulting in an increase intimes that for men. Likewise, in 1991 the
the differential between black women and white ~ Proportion pf mlddle-aged'and older persons
women. In 1993 life expectancy at birth was 73.7 'eporting difficulty performing home management

years for black women, 5.8 years less than for whi ctivities and/or physical care activities due to a
women (figure 1). T ealth or physical problem was 76-84 percent

higher among women than among men (figures 13
B In 1993 heart disease was tleading cause of and 15).
death among all women. It was the second leading

cause among women 45-74 years of age, after  Smoking, Lung Cancer and COPD
cancer, and the leading cause among women 75

years of age and over. In contrast, heart disease Wis In 1993cancerwas the leading cause of death
the leading cause of death among men of all ages for women 45-74 years of age anlronic

as well as those 45 years of age and over, while obstructive pulmonary disease§COPD) ranked
cancer was the second leading cause. Other leadirfgurth for women 45-64 years of age and third for
causes of death for women 45-74 years of age wefomen 65-74 years of age. Between the early
chronic obstructive pulmonary diseases, stroke, and970’s and the early 1990's the age-adjusted

diabetes (figures 3 and 4). incidence rate for lung cancer more than doubled
and the age-adjusted death rate rose 182 percent
Morbldlty and Dlsablllty among women. Between 1979 and 1993 the

age-adjusted death rate for COPD doubled among
B Although men are at higher risk than women women. These rates of increase substantially
for many fatal diseases, women have a higher riskexceeded those observed for men (figures 3, 4, 6, 7,
of incurring a number ohonfatal chronic and 9).
conditions, including arthritis, osteoporosis, and

depressive and anxiety disorders. Arthritis, the modl  Cigarette smokingis a major risk factor for
common chronic condition among women 45 years|Und cancer and COPD. Between 1965 and 1990

of age and over, affected over one-half of all cigarette smoking declined more among men than

women age 65 years and over in 1993-94. among women. In 1965 the age-adjusted prevalence

Osteoporosis, a major risk factor for bone fracturesf cigaretie smoking among persons 18 years of age

increased dramatically with age among women in and over was 52 percent for men and 34 percent for

1988-91, from 4 percent of women age 50-59 yeat¥omen. By 1990 smoking prevalence was only
to 50 percent of those age 80 years and over slightly higher among men than women (28 percent
(figures 13, 14, and 16). and 23 percent). Between 1990 and 1993 smoking

prevalence remained relatively stable for women
B In 1988-91 the percent of women under 50  and men aged 18 years and over (figure 20).
years of age witthypertension was lower than for




Overweight and Sedentary Lifestyle

B In 1993 heart disease, stroke, and diabetes wele The ratio ofabortions to live births has been

the first, third, and sixth leading causes of death fodecreasing over time while the proportion of births
women in the United States. Excess body weight resulting fromunintended pregnancieshas
andsedentary lifestyle(the lack of any leisure time remained fairly stable. In addition, young women
physical activity) are risk factors for these diseasesunder 20 years of age have higher abortion ratios
Between 1976—-80 and 1988-91 the age-adjusted and higher proportions of unintended pregnancies
prevalence obverweight among women 20-74 than women 25-34 years of age. Between 1980 and
years of age increased from 27 to 35 percent. In 1992 the ratio of abortions to live births decreased
1991 the age-adjusted prevalence of sedentary by 7 percent overall and by 38 percent for women
lifestyle among women 25 years of age and over 15-19 years of age. In 1992 the abortion ratio for
was 30 percent (figures 22 and 24). women 15-19 years of age (440 abortions per 1,000
live births) was 52 percent higher than for women

:iffe-rrehnecrgs?r:etr?eu bsrtea:/rg;éﬁr;gflo?noc\j/grtvr\]/gic htand 22 34 years of age. In 1984-88, 71 percent of all
sedentary lifest Iep Non-Hispanic black 8vomen an five births to women 15-19 years of age resulted
wormen %‘Hi yni. fiain V\FI)h re at incr d rid%rom unintended pregnancies, a proportion
omen of HiSpanic origin, who are at InCreéased rs¥ sq arcent higher than among women 25-34 years
of diabetes mortality, have higher prevalence of :
. . . ; of age (figures 27 and 28).
these conditions than non-Hispanic white women. In

1988-91 the age-adjusted prevalence of overweiglt  Women aredelaying childbearing in the

Reproductive Health

for non-Hispanic black and Mexican American

United States. In 1993, 44 percent of women 25-29

women (47-49 percent) was more than 50 percentyears of age had not had one live birth compared

greater than for non-Hispanic white women. In
1991 the age-adjusted prevalence of sedentary
lifestyle was 40 percent greater for Hispanic and
non-Hispanic black women (39 percent) than for

with 20 percent in 1960. This may have
implications for future incidence rates of breast and
ovarian cancer, which are associated with delayed
or no childbearing (figure 26).

non-Hispanic white women (figures 8, 23, and 24).
Breast Cancer

AIDS - _

The pattern obreast cancerincidence and
B Although acquired immunodeficiency syndromemortality differs by race. Between 1973 and 1991
(AIDS) is a threat to the health of all women, therebreast cancer incidence was 15-25 percent higher
are largeracial and ethnic differencesin the rate  for white women than for black women. Beginning
of reported AIDS. In the 12 months ending June in the late 1970’s the age-adjusted death rate for
1995 non-Hispanic black women had nearly 17  breast cancer for black women exceeded that for
times the rate of reported AIDS as non-Hispanic white women and this gap continues to widen. In
white women (3.7 per 100,000 population); 1993 breast cancer mortality was 28 percent higher
Hispanic women had roughly 6 times the rate as for black women than for white women (figures 6
non-Hispanic white women; and American Indian and 9).
women’s case rate for AIDS was 19 percent higher
than that of non-Hispanic white women (figure 10). Mental Health

B The impact of AIDS and AIDS-opportunistic
illnesses on the health of women in the United
States has been increasing, diminishing geeder
differential in the prevalence of AIDS. During the
first 6 months of 1985 the estimated incidence of
AIDS-opportunistic illnesses among men was 13
times that for women (360 cases). During the
second half of 1994 the number for men was just
under five times that for women (5,200 cases)
(figure 11).

B The lifetime prevalence gbsychiatric

disorders is similar among women and men. In
1990-92 nearly half of women and men 15-54
years of age, 47 and 49 percent, reported having
experienced symptoms of psychiatric disorder at
some time during their lives. Women who had
reported a psychiatric symptom, however, were
more likely than men to have received some form
of mental health services(55 and 42 percent)
(figures 16 and 36).




B Thetypes of psychiatric disorders education (37 and 10 percent). Furthermore, in
experienced differ by gender. In 1990-92 women 1993, 53 percent of women 50-64 years of age and
15-54 years of age were about 60 percent more 61 percent of women 65 years of age and over had
likely to report having had symptoms of depressivenot received anammogram in the previous 12

(24 percent) and anxiety disorders (31 percent) at months, the recommended screening schedule for
some point during their lifetime than men, while  women in these age groups (figures 34 and 35).
they were only half as likely to report substance

abuse disorders (18 percent) (figure 16). W In 1993hospital discharge ratesamong

persons 45 years of age and over were 7 percent
lower for women than for men. Among persons
45-64 years of age, the average length of hospital

®  Women, and especially poor women, are muchstay was 0.2 days shorter for women than for men;
more likely than men to be victims of violent crime whereas, among those 65 years of age and over, the
committed by an intimate (a current or former length of stay was 0.6 days longer for women than
partner) or relative. In 1992-93 the rate of for men (figures 32 and 33).

victimization of women by intimates was nearly
seven times as high as for men. The rateviofent
attacks by intimates was highest among women in
families with annual incomes of less than $10,000
(19.9 per 1,000) and lowest among women with
annual family incomes of $50,000 or more (4.5 per
1,000) (figure 25).

Victimization

B In 1993 the first and second most frequent
hospital discharge diagnosesheart disease and
malignant neoplasms, were the same for women and
men aged 45 years and over. Fractures, stroke, and
pneumonia were also leading causes of
hospitalization for women 65 years of age and over
(figures 32 and 33).

Health Care Access B In 1993 women were more likely than men to
be under the care of a home health agency. Among
persons 65—74 years of age, the ratéoifne

health care utilization was 36 percent higher for

B |n 1993 poor women 25-64 years of age were
3.2 times as likely to have nloealth care coverage

as nonpoor women (36 and 11 percent, age women than for men, and this differential increased

adjusted). Women who were uninsured were more v, g5 percent among those 85 years of age and over
likely to haveno usual source of medical care (figure 37).

than women with health care coverage. After

adjusting for differences in age, almost 30 percent Substance Use

of uninsured women 25-64 years of age, regardless

of poverty status, had no regular source of medica® In 1994 compared with women who were not
care compared with less than 10 percent of womerpregnant and had no childrepregnant women

who were insured (figures 29 and 30). 15-44 years of age were significantly less likely to
use cigarettes (21 percent and 29 percent), moderate
Health Care Utilization to heavy amounts of alcohol (4 percent and

16 percent), or illicit drugs (2 percent and

. 8 percent). However, use of these substances among
medical careby women 15-64 years of age (4.0 nonpregnant women with children were similar to

visits per year) was 66 percent higher than for men,qe among childless women who were not pregnant,
in this age group. Twenty-two percent of physician suggesting that many women resume use of licit

use by women was attributable to visits principally 5nqillicit substances after preanancy (fiqure 38
for diagnosis and screening, which included services preg y (fig )

for family planning, pregnancy, and infertility B Among admissions of women to specialty
(figure 31). treatment facilitiesprimary substance of abuseis
strongly associated with race and ethnicity. In fiscal
Year 1993 the greatest proportion of admissions
among non-Hispanic white women was for alcohol
d alcohol combined with another drug
9 percent); the greatest proportion among
on-Hispanic black women was for cocaine abuse
5)?3 percent); and the greatest proportion among

B |n 1992 average annual use ainbulatory

and screening care. In 1993, 21 percent of women
who had a live birth did not receiverenatal care

in the first trimester of pregnancy, the recommende
time to begin care. Mothers with less than 12 years,
of education were 3.7 times as likely to lack early
prenatal care as mothers with more than 12 years




Hispanic women was for heroin abuse (43 percent)early prenatal care among racial and ethnic groups.

(figure 39). In 1993 receipt of early prenatal care for American
Indian, Mexican American, non-Hispanic black,
Central and South American, Puerto Rican, and

Detailed Tables Hawaiian mothers (63-71 percent) was much lower
) than for Chinese, non-Hispanic white, Japanese, and
Health Status and Determinants Cuban mothers (85-89 percent) (table 7).

B The percent of live births tanmarried

mothers increased at a slower average annual rate
B Racial and ethnic diversity of thenited States between 1991 and 1993 (2.5 percent per year) than
population is increasing. Of the estimated 258 between 1980 and 1991 (4.4 percent per year). In
million persons in 1993, 12 percent were black, 1993, 31 percent of live births were to unmarried

3 percent were Asian or Pacific Islander, and almosnhothers. The percent of births to unmarried mothers
1 percent were American Indian or Alaskan Native.varied substantially by race and Hispanic origin
Persons of Hispanic origin who may be of any racefrom 7—10 percent for Chinese and Japanese
comprised about 10 percent of the population in  mothers to 56-59 percent for American Indian and
1993. In 1950, 10 percent of the U.S. population Puerto Rican mothers, and 69 percent for

was black and less than 1 percent were races othenon-Hispanic black mothers (table 8).

than white or black (table 1). B Between 1989 and 1993 the percent of mothers
B Between 1993 and 1994 tipoverty rate who smoked cigarettes during pregnancydeclined
decreased from 15.1 to 14.5 percent for all persondrom 20 to 16 percent. In 1993 smoking prevalence
reversing an upward trend since 1989. The povertyfor mothers with 9—-11 years of education

rate for children under 18 years of age declined (29 percent) was more than nine times that for

from 22.0 to 21.2 percent. In 1994 a total of 38  mothers who were college graduates (3 percent). In

Population

million persons lived in poverty including 14.6 1993 smoking prevalence was higher for Hawaiian,

million children (table 2). non-Hispanic white, and American Indian mothers
(17, 19, and 22 percent) than for mothers in other

Fertility and Natality racial and ethnic groups. In 1993 the incidence of

. low birthweight (less than 2,500 grams) was
W Between 1990 and 1993 thertility rate 0 percent greater among babies born to mothers
declined by nearly 5 percent to 67.6 births per 1,000h0 smoked than among babies born to

women 15-44 years of age. The decline inthe  hongmokers (11.8 and 6.6 percent) (tables 10 and
fertility rate for black women (more than 7 percent) 11).

was nearly twice the decline for white women.

During this period the birth rate for women 30-34 B Low birthweight is associated with elevated
years of age remained stable and the birth rate forrisk of death and disability in infants. In 1993 the
women 35-39 years of age increased about incidence of low birthweight (less than 2,500

1 percent per year following average annual grams) among live-born infants was 7.2 percent, up
increases of 3 and 5 percent between 1980 and from 6.8 percent in 1980. Between 1980 and 1993
1990. Between 1991 and 1993 the birth rates for the incidence of very low birthweight (less than
teenagers 15-17 and 18-19 years of age declined 1,500 grams) increased among black babies from
by about 1 percent per year on average following 2.5 to 3.0 percent and among white babies from 0.9
average annual increases of 5 and 3 percent betwdenl.O percent. For the 1991 birth cohamtortality
1986 and 1991 (tables 3 and 4). for very low birthweight infants was 85 times that

. for infants of normal weight (3.6 deaths per 1,000
m Between 1991 and 1993 the proportion of live births). Mortality for very low birthweight

mothers beginningrenatal care in the first infants has improved. For infants weighing
trimester of pregnancy rose from 76 to 79 percent. 1,000-1,499 grams at birth mortality declined by

The proportion of mothers receiving early prenatal 44 percent between the birth cohorts of 1983 and
care increased for nearly all racial and ethnic groupggq (tables 11 and 22).

with the largest increases observed among those o _ _
groups with the lowest levels of early care. B In 1993 the incidence dbw birthweight
However, large differences remain in the level of babies (babies weighing less than 2,500 grams at




birth) was 50 percent greater for mothers with less than for persons with more than a high school

than 12 years of education than for mothers with education. In 1992-93 the age-adjusted death rate
education beyond high school (9 and 6 percent). for persons 25-64 years of age with less than a
The education differential in low birthweight was high school education was more than double the
much greater among non-Hispanic white mothers rate for persons with more than a high school
than Mexican American mothers for whom the education, and the death rate for persons with a
percent of mothers with a low birthweight infant  high school education was 79 percent higher than
was less than 6 percent, regardless of education. Hor those with more education (table 35).

the 1991 birth cohort, infant mortality for mothers B In 1993 life expectancy at birth fdslack

who had not completed high school was nearly .
twice that for mothers with 13 or more years of Americans was 69.2 years, 7.1 years less than for

education (11 and 6 deaths per 1,000 live births) White Americans. In 1993 age-adjusted death rates
(tables 12 and 21). for HIV infection and homicide among black males

and black females were about four to nine times the
rates among white males and white females.
Mortality from heart disease, cancer, and stroke, the
B |n 1993 theinfant mortality rate was 8.4 first three leading causes of death, was also higher
deaths per 1,000 live births, a record low. Betweenfor the black population than for the white
1980 and 1993 mortality for white infants declined population. In 1993 age-adjusted death rates for
38 percent while mortality for black infants declinedblack males and black females for stroke were
26 percent resulting in a widening gap in infant ~ nearly double the rates for white males and white
mortality between the two groups. In 1993 the females (tables 29, 30, and 32).
infant mortality rate for black infants (16.5) was 2.4. In 1993 age-adjusted death rates Asian
t:mg: maltgfggv(\gg?e'ggms (6.8) compared with 2'OAmerican males and females were nearly

. 40 percent lower than rates for white males and
m Compared with thénfant mortality rate for white females. Death rates for Asian American
the 1989-91 birth cohort of non-Hispanic white ~ males and females in every age group are lower
infants (7.3 deaths per 1,000 live births), mortality than corresponding rates for white persons.
was 136 percent higher for non-Hispanic black Mortality from heart disease, the leading cause of
infants, 73 percent higher for American Indian death for all racial and ethnic groups, is lower for
infants, 42 percent higher for Puerto Rican infants, Asian Americans than for other racial or ethnic
23 percent higher for Hawaiian infants, and 27-30 groups. In 1993 the age-adjusted death rate for heart
percent lower for Japanese and Chinese infants disease for Asian American men and women was
(table 20). more than 40 percent lower than for white men and
women (tables 36 and 37).

Mortality

B In 1992infant mortality in the United States

was 88 percent higher than in Japan and 40 perce® In 1993 death rates fokmerican Indians

higher than in Canada. The feto-infant mortality ratender 55 years of age were higher than those for

in the United States was 58 percent higher than in white Americans. The death rates for American

Japan and 28 percent higher than in Canada Indian males 15-34 years of age were about

(table 27). 50 percent greater than rates for white males, and
death rates for American Indian females 15-34

W Between 1992 and 1993 overéfe expectancy years of age were about 75 percent greater than for
at birth declined slightly to 75.5 years reflecting the\)//vhite fema?les (table 36). P g

impact of two influenza outbreaks in 1993.

Provisional data indicate that life expectancy turned® In 1993 the death rate fddispanic American
upward again in 1994. In 1993 the age-adjusted males 15-24 years of age was 53 percent greater
death rates for heart disease and stroke, the first affhn for non-Hispanic white males. Death rates for
third leading causes of death, increased slightly. ~Hispanic males 25-44 years of age were more than
Nevertheless in 1993 heart disease and stroke 30 percent greater than for non-Hispanic white
mortality were 28 percent and 35 percent lower thamales of similar age (table 36).

in 1980 (tables 29, 32, 37, and 38). B Between 1992 and 1993 the age-adjusted death
m Mortality is higher for persons whose rate forHIV infection , the eighth leading cause of
educational attainmentis less than high school death overall, increased about 10 percent compared




with average annual rates of increase of 13 percenmeasles-containing vaccine to 90 percent, and
between 1989 and 1992 and 26 percent between 8 percent for diphtheria-tetanus-pertussis vaccine
1987 and 1989. The rate of increase continues to BTP) to 90 percent. In 1994, 68 percent of children
substantially higher for females than for males. had received the combined series of 4 doses of DTP
Between 1992 and 1993 the death rate increased vaccine, 3 doses of polio vaccine, and 1 dose of
19-21 percent for black females and white femalesneasles-containing vaccine (table 54).

13 percent for black males, and 5 percent for wh|te. In 1994 about 1,006neaslescases were

males (tables 32 and 43). reported, three times the number of cases in 1993,
B In 1993 thehomicide rate for young black but well below the 28,000 reported cases in 1990.
males 15-24 years of age increased by 8 percent tbhe year 2000 objective for measles is to reduce
167 deaths per 100,000 population, a record high, the number of cases to zero. Between 1993 and
following a slight decline during the previous year. 1994 the number of reportduepatitis A cases

In 1993 the homicide rate for young Asian increased by 23 percent to nearly 30,000 cases, the
American males increased by 25 percent to 23 perhighest number since 1989 when there were 36,000
100,000. In 1993 the homicide rate for young reported cases (table 55).

Hispanic males decreased by 6 percent to 64 per
100,000 while that for young non-Hispanic white
males was nearly unchanged at 8 per 100,000. In
1993 homicide was the second leading cause of

B In 1994, 44 percent of noninstitutionalized
elderly persons 75 years of age and over reported
somelimitation of activity due to chronic health

onditions. The proportion of elderly persons with
gga;;o;(syoung persons 15-24 years of age (tablegome limitation was 21 percent higher among black

). ) o

persons than white persons. In addition, the degree
H Between 1980 and 1993 thseiicide rate for of activity limitations among the elderly was more
young black males 15-24 years of age increased severe for black persons than for white persons.
63 percent to 20.1 deaths per 100,000 population Sixteen percent of black persons and 10 percent of
compared with an 8—percent increase to 23.1 per white persons were unable to perform their major
100,000 for young white males. In 1980 the suicideactivity and an additional 18 percent of black
rate for young white males was 74 percent higher persons and 14 percent of white persons were
than the rate for young black males and in 1993 limited in their major activity (table 61).

that difference had narrowed to 15 percent B In 1995, 19 percent of eighth graders and

(table 47). 34 percent of high school seniossnoked

B In 1993 the death rate fdirearm-related cigarettesin the past month and in 1993

injuries for young people 15-24 years of age (31 one-quarter of persons 18 years of age and over
deaths per 100,000 population) was 7 percent highesere current cigarette smokers. At younger ages
than the death rate fonotor vehicle crashesfor cigarette use is higher for white persons than for
this age group. Since the mid-1980’s mortality fromblack persons. In 1995, 22 percent of white eighth
firearm-related injuries among 15—-24 year olds hasgraders and 37 percent of white seniors smoked
generally increased and mortality from motor cigarettes compared with 8 and 15 percent of black
vehicle crashes has declined. In 1993 among youngighth graders and black seniors. In 1993 among
black males firearm mortality was more than five young persons 18-24 years of age the cigarette
times that for motor vehicle crashes while among smoking rate was more than 50 percent higher for
young Asian males firearm mortality was 44 percenvhite males than for black males and for white
higher than for motor-vehicle crashes. In 1993 females the rate was more than three times that for
among young Hispanic males firearm mortality washlack females (tables 63 and 66).

62 percent higher than for motor vehicle crashes. 0 I th t of h d
Firearm mortality was lower than that for motor u verall, (n€ percent of persons who use

vehicle crashes among young American Indian and;1arljuana In the past month remained stable

non-Hispanic white males (tables 45 and 48) etween 1992 and 1994 at about 4-5 percent.
' However, marijuana use among youths 12—-17 years

of age increased during that period. Among youths
the percent who used marijuana in the past month
B Between 1992 and 1994 theccination rate rose from 4 percent in 1992 to 7 percent in 1994.
for children 19-35 months of age increased This follows a decline in marijuana use among

9 percent for polio to 79 percent, 9 percent for
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youths from 17 percent in 1979 to 4 percent in 199physician contact compared with less than one-tenth

(table 65). of women in those age groups (table 77).
H Between 1990 and 1994 the number of H In 1993 there were 870 millioambulatory
cocaine-related emergency room episodes care visits 82 percent occurring in physician

increased 77 percent to more than 142,000 episodedfices, 10 percent in hospital emergency

During this period the increase in cocaine-related departments, and 7 percent in hospital outpatient
episodes was greatest among persons 35 years ofdepartments. In 1993 the age-adjusted number of
age and over (136 percent). These data measure tlaenbulatory visits per 100 persons for all places
consequences rather than the prevalence of cocaim®mbined was 15 percent lower for black persons
use and indicate that cocaine use has placed an than for white persons (291 and 343). Use of
increasing burden on hospital emergency rooms physician offices was 34 percent lower for black
(table 67). persons than for white persons. However, use of
hospital outpatient departments by black persons
was double that for white persons and use of
hospital emergency departments by black persons
15-64 years of age was 82-91 percent greater than
for white persons of comparable age (table 79).

B An environmental health objective for the
year 2000 is that at least 85 percent of the U.S.
population should be living in counties that meet
the Environmental Protection Agency’s National
Ambient Air Quality Standards (NAAQS). In 1993,
77 percent of people lived in counties that met the m In 1993 the age-adjusted percent of adults 25
NAAQS for all pollutants, up from 50 percent in  years and over with dental visit within the last

1988. Differences exist among racial and ethnic  year was almost twice as great for persons with
groups. In 1993, 58-63 percent of Hispanic and more than 12 years of education as for those with
Asian American persons lived in counties that met less than 12 years of education, a pattern similar to
NAAQS for all pollutants compared with 75-77  that of a decade earlier. In addition, use of recent
percent of black persons and white persons and dental services varies by race and Hispanic origin
82 percent of the American Indian population. In  among persons of similar educational level. In 1993
1993, 80 percent of people overall lived in countiesamong persons with less than 12 years of education
that met the standard for ozone, the most pervasivand those with more than 12 years of education, the

air pollutant (table 72). age-adjusted percent of non-Hispanic white adults
with a dental visit within the last year was about
Utilization of Health Resources 25 percent greater than for non-Hispanic black or

Hispanic adults (table 81).

Ambulatory Care H In 1993 about 1.5 million persons were under

B Place of physician contactis strongly the care othome health agencie®n an average
associated with family income. In 1994 the day. Home health care services are provided mainly
age-adjusted percent of physician contacts in to the elderly; three-quarters of those being served

doctors’ offices was 31 percent lower for persons were 65 years of age and over at the time of

with family income below $14,000 than for personsadmission, and nearly 20 percent were 85 years of
with an income of $50,000 or more. Persons with age and over. In 1993 among current users of home
low family income were less likely than persons health services, the most common primary

with high family income to have a telephone admission diagnoses were heart disease (13 percent
contact with a physician (12 and 16 percent). The of patients), diseases of the musculoskeletal system
age-adjusted percent of visits to hospital outpatient(9 percent), diabetes and cerebrovascular diseases
departments and emergency rooms was about twidg percent each) (table 82).

as great for low income persons as for high income

persons (19 and 9 percent) (table 75). Inpatient Care

B In 1994 the age-adjusted percent of persons B Utilization of inpatient short-stay hospital
without a physician contact in the previous 2 care is greater for persons with low family income
yearswas about twice as great for males as for  (less than $14,000) than for persons with high
females (15 and 8 percent). Nearly one-quarter of family income ($50,000 or more). In 1994 the
men 15-44 years of age and almost one-fifth of age-adjusted days of care rate reported by low
men 45-64 years of age were without a recent income persons was three times the rate for high




income persons (970 and 320 days of care per B In 1993 there were 6@entists per 100,000
1,000 population) (table 83). population, 13 percent more than in 1980. Between

. 1993 and 1994 the number of graduates from
® Between 1988 and 1993 the age-adjugiags schools of dentistry increased slightly to 3,800 after
of care rate in non-Federal short-stay hospitals

; .__declining between 1983 and 1993 by 35 percent
declined by 15 percent to 639 per 1,000 populationg,,, 5 r?igh of 5,800 graduates. In a){:ade?nic year
During this period days of care per 1,000 ! :

. . 1993-94, 37 percent of students enrolled in dental
population declined by 19 percent to 399 among schools werepwomen, up from 17 percent in

ersons 15-44 years of age and by 18 percent to .
F7)85 among pergons 45—6?1 years (¥ab|e%4). academic year 1980-81 (tables 101, 104, and 106).
B Between 1984 and 1992 the number of

W Between 1980 and 1993 the percent of all full-time equivalent (FTE)patient care staff in

S“fg'C?" operations perfqrmed on an outpatient mental health organizationsgrew by 39 percent to
basis in short-stay hospitals more than tripled to 435.000. During this period ETE’s in private
55 percent. During the same period, outpatient visitS, it g P P

i short-stay hospitals arew by 67 percent to 426 sychiatric hospitals more than doubled; FTE's in
In short-stay hospitals grew by o/ p . non-Federal general hospitals’ psychiatric services
million visits, while inpatient admissions declined

. grew by 22 percent; and FTE'’s in State and county
by 15 percent to 32 million (table 90). mental hospitals declined by 6 percent (table 103).
B Between 1990 and 1992 tmeental health

inpatient and residential treatment addition rate  Facilities

(admissions and readmissions) to all mental health

organizations declined by 3 percent to 810 additionshO ?etweig 19,{85| ggg 'lgtgr?etgen'?;;ngfrtgf
per 100,000 civilian population, after increasing by 5 O+ >ay Nospital besin ited tates

19 percent between 1983 and 1990. Between 19g83i€clined by 9 percent to 992,000. During the same
and 1992 the addition rate for State and county period, occupancy ratesin short-stay hospitals

mental hospitals declined by 26 percent (table 93). '€Mained fairly stable at 65-67 percent. In 1993
" occupancy rates in short-stay hospitals ranged from

49 percent for the smallest hospitals (under 100
beds) to 75 percent for the largest hospitals (500
beds or more) (table 107).

Health Care Resources

Personnel

B Between 1990 and 1994 the number of civiIianIEn aﬁgﬁ'tviig %ssige?wr:g Ilt?gezttr;m:r?{lfjael dh?;tléh
employed in health services sitefncreased by P

12 percent to 10.6 million persons compared with adeclined by 4 percent to 107 beds per 100,000

. . L ivilian population after remaining stable between
4-percent increase in total civilian employment. In clvi
1994 institutional settings accounted for 63 percentl?84 zrit?dn 1?‘9bo X dBeitr\]NeS(tant 19% and n1t99n21 t::f |
of civilians employed in health services industries proportion of beads ate and county menta

with hospitals accounting for 47 percent and nursingosr"t.als declined from 50 percent to 34 percent,
homes for 16 percent (table 96). eds in private psychiatric hospitals increased from

8 percent to 16 percent, and beds in non-Federal
B Between 1990 and 1993 full-time equivalent general hospitals’ psychiatric services remained
employment in community hospitalsincreased by stable at about 18-19 percent of the total

7 percent to 3.7 million workers with nursing (table 109).

personnel comprising 35 percent of the total. In B Between 1980 and 1993 the number of

1993 two-thirds of nursing personnel were . ; -
registered nurses, and one-third were licensed community hospital bedsper 1,000 civilian
practical nurses and ancillary nursing personnel ~Population decreased by 20 percent to 3.6 beds per
(table 102). 1,000 population and the overaltcupancy rate
declined by 14 percent to 65 percent. In 1993 States
B In 1994 there were 605,000 active medical with the greatest number of community hospital
doctors with one-third practicing ageneralistsand  beds per 1,000 population were North Dakota,
two-thirds asspecialists In 1995, 28 percent of South Dakota, Nebraska, and Montana (5—7 beds
graduating medical school seniors planned on futunger 1,000) and those with the fewest were Alaska,
certification in a primary care generalist area, up Washington, and Utah (2 beds per 1,000). In 1993
from 15 percent in 1991 (table 100). States with the highest occupancy rates were




Hawaii, New York, and New Jersey (77-83 percentand other professional services, dentist services and
and those with the lowest occupancy rates were home health care each for 3-5 perceable 119.

Wyoming, Utah, and Alaska (49-53 percent) (tablei Between 1994 and 1998ivate employers’
110 and 111). X
health insurance costsper employee-hour worked

Health Care Expenditures declined by 7 percent to $1.06 per hour after
increasing by 24 percent between 1991 and 1994.
National Health Expenditures Health insurance costs per employee hour worked

) ] ) for State and local government workers declined by
B In 1994 national health care expendituresin 5 percent between 1994 and 1995 to $1.95 per hour.
the United States totaled $949 billion, an average af 1995 private employers with fewer than 100
$3,510 per person. The annual rate of increase in employees paid less than one-half as much for
_nat|onal health expenditures slowed to 6-7 percentealth insurance per employee-hour worked ($.77)
in 1993 and 1994, down from 9-10 percent in 199ks did the employers with 500 or more employees
and 1992. The average annual rate of increase hag$1.65). Private employers paid 2.3 times as much
been 12 percent during the 25-year period from  for health insurance per employee-hour worked for

1965 to 1990. Health expenditures made up union workers as for nonunion workerglifle 12).

13.7 percent of the gross domestic product in 1994, o ] )

a record high (tables 114 and 118). B In 1994 rising prices explained the largest
_ portion (68 percent) of growth ipersonal health

B In 1994 Federal health expenditures care expenditures with 42 percent of growth

comprised 19 percent of total Federal Government attributable to a rise in economy-wide prices and
expenditures, up from 15 percent in 1989 and 199026 percent to medical price increases. Eighteen
Health expenditures as a percent of total State andpercent of the growth was attributed to population

local government expenditures remained relatively increase and 15 percent to Changes in the use or
stable at 13 to 14 percent over the same period  kinds of services and suppliesfle 123.

(table 113, i

o ) B In 1994 one-fifth ofpersonal health
B In 1993 health spending in the United States expenditureswere paid out of pocket; private
accounted for a largeshare of gross domestic health insurance paid one-third; the Federal
product (GDP) than in any other major Government paid one-third; and State and local
industrialized country. The United States devoted government paid one-tenth. The share paid by the
13.6 percent of GDP to health in 1993. Canada, th¢:edera| Government increased by 5 percentage

country with the second highest health share of  points from 1990 to 1994 while the shares paid by
GDP, devoted 10.2 percent of GDP to health in  other sources declinedaple 123.

1993, followed by Switzerland and France with i .
nearly 10 percent. Between 1990 and 1993 health ® In 1994 the majosources of fundsfor hospital
expenditures as a percent of GDP increased by ~ Care were private health insurance (34 percent) and
1.5 percentage points in the United States and ~ Medicare (30 percent). In 1994 physician services

Switzerland {able 115. were also primarily funded by prjvate health

) ) ) insurance (47 percent) and Medicare (20 percent). In
m The rate of increase in the medical care contrast, in 1994 nursing home care was financed
component of th&€Consumer Price Index (CPI) primarily by Medicaid (47 percent) and

continued to decline from 8.7 percent in 1991 to  out-of-pocket payments (37 percentlfle 123.
5.9 percent in 1993 and 4.5 percent in 1995. Despite

the slowdown, the inflation rate for the medical car® Between 1985 and 1994 tioportion of
component of the CPI remained at a much higher health expenditurespaid by Medicaid increased
level than the overall inflation rate of 2.8 percent infrom 9 to 15 percent for hospital care, and from 4
1995. Inflation for medical care services to 7 percent for physician services. Over the same
(5.1 percent in 1995) outpaced that of medical care?€riod Medicare funding for nursing home care

commodities (1.9 percent) (tables 116 and 117). increased from 1 to 8 percent. The share of
physician services expenditures paid by private

B In 1994 expenditures fdnospital care health insurance increased from 40 percent in 1985
accounted for 36 percent of national health to 47 percent in 1994tgble 123.

expenditures, physician services for 20 percent,

drugs and nursing home care each for 8 percent, ® In 1993 the increase iaxpenses in
non-Federal short-stay hospitalsslowed to
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7.3 percent, following a period of higher growth 36 percent, and education and prevention by
from 1987 to 1992 that averaged 10.2 percent 7 percent (table 133).

annually. In 1993 employee costs accounted for

52.8 percent of total hospital costs. Personnel per Health Care Coverage and Major Federal
100 patients continued its gradual rise to 441 in  Programs

1993 (table 125). B Between 1989 and 1994 the age-adjusted

m From 1988 to 1991 total public health proportion of the population under 65 years of age
expenditures by State and territorial health agenciewith private health insurance declined from 77 to
increased at an average annual rate of 11 percent.70 percent. Expansions in the Medicaid program
During this period expenditures for the resulted in an increase in the proportion of the
supplemental food program for women, infants, anghopulation with Medicaid coverage during this
children(WIC) increased at an average annual rateperiod from 6 to 10 percent. The age-adjusted

of 16 percent. This growth in the WIC program wasproportion of the population under 65 years of age
similar to that experienced from 1980 to 1984 without health care coverage increased from

(18 percent per year) after which annual increases 16 percent in 1989 to 18 percent in 1994

slowed to 9 percent from 1984 to 1987 and to only (table 134.

2 percent in 1988. WIC has accounted for one-fifth .

of public health expenditures by State and territoridl [N 1994 the percent of persons with health

health agencies since the mid-1980's (table 129). Cca&reé coveragedeclined steadily with increasing
income from 35 percent among those with family

B Expenditures by mental health organizations incomes of less than $14,000 to 6 percent among
remained stable from 1990 to 1992 at $28 billion. those with family incomes of $50,000 or more.
Private psychiatric hospitals decreased their share Hispanic persons were more than twice as likely to
mental health dollars from 22 percent in 1990 to  have no coverage as non-Hispanic white persons in
14 percent in 1992. State and county mental 1994 (33 percent and 15 percenile 134.

hospitals accounted for 28 percent of expenditures .

in 1992. Spending on mental health decreased frofl Between 1994 and 1995 enroliment in health

$117 per capita in 1990 to $112 in 1992 after maintenance organizatiofsiMO’s) increased
increasing steadily from $62 per capita in 1983 9 percent to 46 million persons. In 1995, 18 percent

(table 130). of th_e U.S. population was en_rolled in an HMO,
_ ranging from only 11 percent in the South to
B In 1993funding for health research and 29 percent in the West. In 1995, 38 percent of HMO

developmentincreased by 6.1 percent. Since 1980 members were enrolled in individual practice
the average annual increase in health research  associations, 28 percent in Group HMO’s, and
funding by industry (including drug research) has 35 percent in Mixed Model HMO's. In 1995,
been more than twice that of the Federal 8 percent of HMO enrollees were funded by
Government (15.3 percent compared with Medicare and another 10 percent by Medicaid
7.5 percent). Between 1980 and 1993 industry’s  (table 136).

share of funding for health research increased from . .
31 to 51 percent while the Federal Government's W [N 1994 theMedicare program had 37 million

share declined from 59 to 39 percent (table 131). enrollees and expenqlitures of $165 billion. The total
number of enrollees increased 2 percent over the

B In 1995Federal expenditures for HIV-related previous year while expenditures for Hospital

activities increased 13 percent to $7.1 billion Insurance (HI) increased by 11 percent and
compared with an annual average increase of expenditures for Supplementary Medical Insurance
20 percent between 1990 and 1994. Of the total (SMI) increased by 8 percent. In 1994 SMI
Federal spending in 1995, 48 percent was for accounted for 37 percent of Medicare expenditures

medical care, 22 percent for research, 21 percent fgrable 137).

cash assistance (Disability Insurance, Supplemental . .
Security Income (and HOL)J/SiI’]g and Urbanpp B Between 1990 and 199%ledicare expenditures

Development assistance), and 9 percent for under (HI) increased at an average annual rate of

education and prevention. Between 1994 and 199530 Percent for home health agency services,
expenditures for medical care increased by 41 percent for hospices, and 31 percent for skilled

11 percent, research by 2 percent, cash assistancerwsmg facilities. Between 1990 and 1994 Medicare




expenditures under (SMI) increased at an average Between 1990 and 1993 the average annual rate of

annual rate of 18 percent for group practice increase in hospital care expenditures varied

prepayment (table 137). twofold among the States from 5.4 percent in

Minnesota to 10.7 percent in New Mexico, South

Carolina, and Texas. During this period average

annual increases in the New England and the West
orth Central geographic divisions (7.0-7.3 percent)
ere lower than in other divisions (table 142).

B Of the 32.5 million elderlyMedicare enrollees
in 1993, 11 percent were 85 years of age and over
In 1993 the average payment per Medicare enrolle
for those 85 years of age and over ($5,083) was 2
times that for those aged 6566 years ($2,238)
(table 138). B Between 1990 and 199shysician service
expendituresin the United States grew at an annual
average rate of 6.8 percent, compared with an
average rate of 12.0 percent per year during the
yprevious decade. Between 1990 and 1993 average
annual increases in physician service expenditures
Svere lowest in the West South Central and South

B In 1994 Medicaid vendor payments totaled
$108 billion for 35.1 million recipients. In 1994
payments increased by 6 percent and recipients b
5 percent. This growth was slower than during the
period 1990 to 1993 with average annual increase

of 16 percent for payments and 10 percent for A : e

e . tlantic geographic divisions (5.5-5.7 percent) and
recipients. In 1994 children under the age of 21 i p e |?1 thge Ppacific division((8 8 percpent) )
years comprised 49 percent of recipients but (table 143) ‘

accounted for only 16 percent of expenditures. The

aged, blind, and disabled accounted for 27 percent® Expenditures for purchases pfescription

of recipients and 70 percent of expenditures drugs from retail outlets increased at an average
(table 139). annual rate of 8.5 percent between 1990 and 1993

B In 1994 about one-quarter ddedicaid compared with an average rate of 12.2 percent per

payments went to general hospitals and another
guarter to nursing facilities. Home health accounte
for nearly 7 percent of Medicaid payments in 1994’Middle Atlantic geographic divisions

up fr°".‘ 1 percent in 1989'. Early and periodic . (6.4-6.9 percent) and highest in the Mountain
screening, rural health clinics, and family planning di\./isioﬁ (11.9 percent) (table 144)
services combined received less than 2 percent of 2P '

Medicaid funds in 1994. Average payments per H® In 1993 Medicare payments per enrollee
recipient ranged from $152 for early and periodic varied more than twofold among the States from
screening for children to $52,269 for intermediate $2,183 in Hawaii, to $4,538 in Maryland, and
care facility services for the mentally retarded $4,973 in the District of Columbia. Utilization of
(table 140). short-stay hospitals by Medicare enrollees also

. varied twofold among the States from 207
B Between 1993 and 1994 spending on health - = .
care by theDepartment of Veterans Affairs discharges per 1,000 enrollees in Hawaii to 413 in

. o Mississippi. The length of stay in short-stay
increased by 5 percent to $15.4 billion. In 1994, hospitals by Medicare enrollees averaged 6.2—6.3

54rperzc8ent ?f tﬂteft?tal \tNaSti f?]rt mpratlennt dhﬁp'tarl ngays in the Mountain and Pacific geographic
care, co percent for outpatient care, a PErCeNYivisions compared with 7 or more days in other

for nursing home care. Veterans with T .
service-connected disabilities accounted for geographic divisions in 1993 (table 145).

39 percent of inpatients and 37 percent of B In 1994 Medicaid payments per recipient
outpatients. Low income veterans with no ranged from $1,995 in California to $6,441 in New
service-connected disability were the largest group York. For the United States as a whole, the ratio of
served accounting for 57 percent of inpatients and Medicaid recipients to persons below the poverty

993 average annual increases in prescription drug
xpenditures were lowest in the New England and

43 percent of outpatients (table 141). level increased from 75 per 100 in 1989-90 to 89
per 100 in 1993-94. The States with the lowest
State Health Expenditures ratio of Medicaid recipients to poverty population in
, 1993-94 were Nevada, Oklahoma, South Dakota,
W Between 1990 and 199%spital care and Louisiana (59-68 per 100) (table 146).

expendituresin the United States grew at an _ _
average annual rate of 8.4 percent, slower than in @ In 1994 the proportion of the population
the preceding decade when the rate was 9.6 percewtithout health care coveragevaried among the

year during the previous decade. Between 1990 and

11
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States from 8 to 24 percent. States with relatively
low percents of uninsured persons (less than

14 percent) throughout the period 1987 to 1994
were more likely to be located in the New England,
Middle Atlantic, East North Central, and West

North Central geographic divisions than in the other
five geographic divisions (table 148).
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Introduction

Improving the health of all Americans has long of morbidity, including incidence rates for selected
been a major goal for this nation. Until recently,  cancers (figure 9), AIDS incidence (figures 10 and
however, issues concerning differences in the healthl), occupational injuries (figure 12), and two
of women and men with respect to mortality, chronic conditions common among older women,
morbidity, lifestyles, and health care access and arthritis (figure 13) and osteoporosis (figure 14).
utilization have received little attention. Research o®ther charts in the morbidity section present data
women’s health has historically focused primarily on disability (figure 15), mental health (figures 16
on reproductive health and neglected other health and 17), and hypertension (figures 18 and 19).

issues. Furthermore, biomedical research has Health behaviors provide the focus for the next
typically focused exclusively on men, thereby section of figures, starting with individual behaviors
contributing to a lack of information and such as cigarette smoking (figures 20 and 21),
understanding of women'’s health (1). overweight and exercise (figures 22—24), and ending

In recent years, interest in the health of womerwith violent behavior of other persons (figure 25).
has increased substantially. Several reports have The chartbook then turns to issues relating to
emphasized the need for more information on the reproductive health, including live births,
health of women in the United States, the lack of unintended pregnancy, and abortion information
commitment to health research specific to women, (figures 26—28). The next section of figures (figures
and strategies for improving women'’s health (1,2). 29-37) focuses on health care access and utilization,
The result has been a growing body of knowledge including such aspects as health care coverage
regarding women'’s health, as well as a much (figure 29), lack of a usual source of health care
stronger commitment towards women'’s health (figure 30), utilization of ambulatory health care
among Federal, State, and local agencies as well dfigure 31), and inpatient health care (figures 32 and
the academic community. Data pertaining to a rang@3). Information on utilization of services that are
of important health concerns among women are  of particular importance to women including
becoming available, as is information on the prenatal care (figure 34), mammography (figure 35),
prevention of these health problems. This chartbooknental health services (figure 36), and home health
presents data to address some of these issues, care (figure 37) are presented next. The final section
drawing from several national surveys and data addresses substance use among women in relation
systems. to pregnancy and parental status (figure 38) and at

The topic of women'’s health is broad and coulddmission for treatment (figure 39).
not be covered completely in this chartbook. Topics  This report uses the term “sex” rather than
chosen for inclusion met at least one of the “gender” to refer to the classification of women
following criteria: (a) major public health and men. This usage does not imply, however, that
importance (for example, heart disease), (b) higherdifferences in health and health care utilization
prevalence in women than in men (for example, between women and men are exclusively a function
osteoporosis), (c) unique to women (for example, of biological factors, as the word “sex” is generally
reproductive health), or (d) affects women and merused to convey. Other factors of potential

differently (for example, violence). Even within importance include differences in the social roles
these guidelines, many additional topics could havend expectations of women and men, which vary
been included. This report spotlights women’s over time both within and across cultures (3). These

health issues and provides examples of the spectrigocial roles and expectations affect women’s health,
of concerns included under this broad heading, butin part, by influencing health-related behaviors and
should not be considered a full representation of alaffecting access to and utilization of health services.
issues that could be addressed. In general, data have not been presented by
The chartbook consists of 39 figures with race and Hispanic origin in the charts because the
accompanying text, data tables, and technical noteprimary focus of the chartbook is on gender
The first section of figures presents information on differences. Where data are available, however,
mortality, including life expectancy (figure 1), the bullets that highlight these differences have been
leading causes of death among women (figures included. A few of the charts do present data by
2-4), and trends in death rates for heart disease, race and ethnicity (figures 6, 10, 21, 23, 24, and
breast and lung cancer, chronic obstructive 39). In addition, race- and ethnic-specific data are
pulmonary disease, and diabetes (figures 5-8). The@resented in the detailed tablestdéalth, United
next set of figures (9—19) focuses on various typesStates, 1995The chartbook also highlights
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differences in the health of women according to
socioeconomic status, (figures 21, 23, 24, 27, 29,
30, 34, and 35), since previous research has
demonstrated that socioeconomically advantaged
groups tend to have better health than other
members of our society (4). Because many minority
subpopulations tend to be less advantaged with
respect to socioeconomic status than the white
majority, racial and ethnic differences in health
status are likely due in part to differences in
economic and social status.

Technical information pertaining to specific
charts is provided in the Technical Notes section of
the chartbook. Several graphs that present trends
over time are plotted on a log scale because the rate
of change over time is easily seen on this scaling
(5). A straight line indicates an annual rate of
change that remains constant over time, while
curves up or down indicate increasing or decreasing
rates of change. Data points for all charts are
provided in the data tables following the Technical
Notes.

In summary, this chartbook is one contribution
to an ongoing effort to increase awareness and
knowledge of women’s health and the issues that
comprise and shape it. The chartbook does not
provide a complete account of those issues. It does,
however, provide information on a wide range of
health topics that are important to women, and
highlights some of the gender, race and ethnic, and
socioeconomic disparities that impact most directly
on the health of all women.
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Life Expectancy

Figure 1. Life expectancy at birth by sex: United States, 1940-93
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SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics
System. See related Health, United States, 1995, table 29.

B |n 1993 life expectancy at birth for women was®m White women have consistently had a higher
78.8 years, 6.6 years longer than for men. At age @Be expectancy than black women. In 1993 life

the difference between life expectancy for women expectancy at birth was 79.5 years for white women
and men was 3.6 years. The life expectancy of  and 73.7 years for black women, a difference of 5.8
women in the United States has been continuouslyyears.

higher than that for men since before 1900, when

death registration in the United States began. B Life expectancy increased faster among black

women than among white women between 1970

B For both women and men life expectancy at birth and 1984, resulting in a narrowing of the

has increased since 1940, although the increase has differential in life expectancy between black women
been greater for women than for men. Between 1940 and white women from 7.3 years to 5.1 years.

and 1993 life expectancy at birth increased by 13.6 Between 1984 and 1988 the difference in life

years for women and 11.4 years for men. expectancy between black women and white women

. ... widened to 5.7 years as black women’s life

:x i?g’xﬁenb ;t?:geﬁqﬂef?;g?ﬂ‘ii‘gg:g%g”ﬂ:'if 4 expectancy declined slightly from 73.6 to 73.2

P y X€s | “* years. From 1989 to 1993 the difference in life
years to 7.7 years. After rt?malnmg_ stable through expectancy between white women and black women
the remainder of the 1970'’s, the difference remained between 5.8 and 5.9 years
narrowed to 6.9 years in 1987. Since 1987 the ' ' '
difference in life expectancy between women and
men has remained between 6.6 and 7.0 years.
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Death Rates

Figure 2. Death rates for selected causes of death among persons 25-44 years of age by sex:
United States, 1993

Deaths per 100,000 population
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NOTES: Data are for the five leading causes of death among women 25-44 years of age. For a description of International
Classification of Diseases code numbers for causes of death and cause-of-death ranking, see Appendix II.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics
System. See related Health, United States, 1995, tables 33, 37, 39, 43, and 46.

B |n 1993 the overall death rate for women 25-44nly 50 percent of the unintentional injury deaths
years of age was 59 percent lower than for men inamong men.

this age group (109.8 and 267.5 per 100,000 : .- .
population). Sixty-four percent of all deaths among.. In 1993 human immunodeficiency virus (HIV)

women in this age group were attributed to the ﬁvelnfection was the fourth Ieading_cause of death among
leading causes of death women aged 25-44 years, having moved up from a

ranking of fifth in 1991, and sixth in 1990. HIV was

B In 1993 the leading cause of death among womerthe leading cause of death among black women in this
25-44 years of age was cancer. For men in this age age group, accounting for 2,226 deaths.

group, cancer was the fourth leading cause of death.
The death rate for cancer among women 25-44 year:
age was 14 percent higher than among men. The can
death rate for black women (39.3 per 100,000) was
47 percent higher than for white women.

f In 1993 homicide was the fifth leading cause of
&ath among women 25-44 years of age. The

omicide rate for women in this age group was at a
record high in 1993. The death rate due to homicide
among black women (20.6 per 100,000) was almost 5
B Unintentional injuries were the second leading times as great as the homicide death rate among white
cause of death among both women and men 25-4#omen (4.2 per 100,000).
years of age. The death rate among men for this
cause was 3.4 times the rate for women. Among
women motor vehicle crashes accounted for
62 percent of these deaths, while they accounted f

B The suicide rate among women 25-44 years of
age declined between 1990 and 1993, and suicide
6?oved down in ranking from fourth to sixth leading
cause of death.




Figure 3. Death rates for selected causes of death among persons 45-64 years of age by sex:
United States, 1993

Deaths per 100,000 population
350

300

B women [l Men

250

200

150

100

50

Cancer Heart disease Stroke copDl Diabetes

1Chronic obstructive pulmonary disease.

NOTES: Data are for the five leading causes of death for women 45-64 years of age. For a description of the International
Classification of Diseases code numbers for causes of death and cause-of-death ranking, see Appendix II.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics
System. See related Health, United States, 1995, tables 33, 37-39, and 42.

B |n 1993 the overall death rate for women 45-68 In 1993 heart disease was the second leading
years of age (557.6 per 100,000 population) was cause of death among women in the age group

42 percent lower than the death rate for men in the45—-64 years. The death rate for heart disease among
same age group. The deaths attributed to the five middle-aged black women (263.6 per 100,000) was
leading causes of death accounted for 77 percent df50 percent greater than among middle-aged white
all deaths among middle-aged women. Deaths women (105.3 per 100,000).

attributed to cancer and heart disease, the first an
second leading causes of death, accounted for
65 percent of all deaths to women in this age grou

dl Death rates among persons 45-64 years of age
Fgor cancer, stroke, chronic obstructive pulmonary
disease, and diabetes were more similar by sex than
B As was the case for younger women, cancer they were for heart disease. These death rates were
was the leading cause of death among women lower for women than for men in this age group by
45-64 years of age, with a death rate of 240.1 per14-21 percent, compared with 61 percent for heart
100,000 population. The death rate for cancer disease.

among women was 20 percent lower than that for

men in this age group. The death rate for cancer

was 29 percent higher among black women than

among white women in this age group.
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Figure 4. Death rates for selected causes of death among persons 65-74 years of age by sex:
United States, 1993
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1Chronic obstructive pulmonary disease.
NOTES: Data are for the five leading causes of death for women 65-74 years of age. For a description of the International
Classification of Diseases code numbers for causes of death and cause-of-death ranking, see Appendix II.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics
System. See related Health, United States, 1995, tables 33, 37-39, and 42.

B |n 1993 the overall death rate for women 65—-745-64 years of age the death rate for heart disease
years of age (2,001 per 100,000 population) was was 50 percent less than the death rate for cancer.

41 percent lower than the death rate for men in th? In 1993 chronic obstructive pulmonary disease

COPD) was the third leading cause of death among
women and men 65-74 years of age. The death rate
for COPD among black women was 46 percent

H The leading cause of death among women lower than among white women.

65—74 years of age in 1993 was cancer, as it was
for women in the younger age groups. Among
women 75 years of age and over, cancer dropped
the second leading cause of death after heart
disease.

age group. The deaths attributed to the five leadin
causes of death accounted for 80 percent of all
deaths among women in this age group.

B Stroke was the fourth leading cause of death

{ r both women and men 65-74 years of age. The
eath rate for stroke among women was 25 percent

lower than among men in this age group. However,

among women 75 years of age and over, the stroke

B Heart disease was the second leading cause ofleath rate among women was 8 percent greater than

death among women 65-74 years of age in 1993 for men. The death rate for stroke among black

and the leading cause of death among women 75 women 65-74 years of age was more than twice

years of age and over. However, the death rate du¢hat of white women (221 and 109 per 100,000).

to heart disease was only 14 percent less than the

death rate for cancer. In comparison, for women




Heart Disease

Figure 5. Death rates for heart disease and ischemic heart disease by sex: United States,
1970-93
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NOTES: Death rates are age adjusted. For a description of age adjustment and International Classification of Diseases
code numbers for causes of death, see Appendix Il. Rates are plotted on a log scale.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics
System. See related Health, United States, 1995, tables 30 and 37.

B |n every year from 1970 to 1993 heart diseasefor black women than white women. Between 1980
was the leading cause of death for both women andnd 1993 the heart disease mortality differential

men in the United States. Between 1970 and 1979between white and black women widened to 67
women and men experienced similar rates of percent due to a more rapid decline in heart disease
decline in mortality from heart disease. Between death rates for white women (26 percent) than for
1979 and 1993 the decline in heart disease mortalibfack women (18 percent).

was less rapid for women (23 percent) than for MR 1n 1993 age-adjusted heart disease death rate

(30 percent). was 24 percent lower for American Indian or

B Almost all of the decline in heart disease Alaskan Native women, and 43 percent lower for
mortality since 1979 was attributable to declining Asian or Pacific Islander women than for white
mortality from ischemic heart disease. The women (99.3 per 100,000) and 29 percent lower for

age-adjusted death rate for ischemic heart diseaseHispanic women than non-Hispanic white women.

fell by 33 percent for women and 39 percent for .

men between 1979 and 1993 ®m In 1985-89 the age-adjus'ged de_ath rate f_or heart
disease among women was higher in the United

B Sex differentials in heart disease mortality States than most countries in Western and Southern

narrow with age. Among persons 75 years of age Europe, Scandinavia, and Japan (1).

and over in 1993, the death rate for heart disease

was 16 percent lower for women than men. In Reference

contrast, among persons 65-74 years of age the 1. Zarate AO. International mortality chartbook: Levels and

heart disease death rate among women was about,, i : y el ) :
rends, 1955-91. Hyattsville, Maryland: Public Health Service,

half that for men. 1994,

H Between 1970 and 1980 the age-adjusted death
rate for heart disease was about 50 percent higher
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Lung and Breast Cancer

Figure 6. Death rates for lung and breast cancer among women by race: United States,
1970-93
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NOTES: Death rates are age adjusted. For a description of age adjustment and International Classification of Diseases
code numbers for breast cancer deaths, see Appendix Il. See the Technical Notes for information on International
Classification of Diseases code numbers for lung cancer. Rates are plotted on a log scale.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics
System. See related Health, United States, 1995, tables 40 and 41.

B |n 1993 the age-adjusted death rate among womeam The age-adjusted lung cancer death rates for black
due to breast cancer was 21.5 per 100,000 women, ompmen and white women have been similar between
7 percent lower than in 1970. 1970 and 1993.

B Between 1973 and 1992 the age-adjusted breamt Mortality due to respiratory cancer among
cancer incidence rate for white women has been women in the United States ranked highest among
12-29 percent higher than for black women (1). 35 mostly developed countries (2). Breast cancer
However, in 1993 black women were 28 percent mortality among U.S. black women was higher than
more likely to die from breast cancer than were  all but four countries: New Zealand, Netherlands,
white women. Denmark, and the United Kingdom (2).

B Between 1970 and 1988 the age-adjusted deasm Compared with other cancers, lung cancer

rate for breast cancer increased by 28 percent
among black women to 27.5 per 100,000, after
which it remained relatively stable. Among white

incidence is third highest after breast and colorectal
cancer among U.S. women (1). However, starting in
1987 the number of deaths due to lung cancer

women the age-adjusted death rate for breast cancgirpassed that for breast cancer, making lung cancer
was stable between 1970 and 1985, after which it the leading cause of cancer deaths for women.

declined 9 percent to 21.2 per 100,000 women in

1993.

W Between 1970 and 1993 the age-adJUSted deatf Ries LAG, Miller BA, Hankey BF, eds. SEER Cancer Statistics

rate for lung cancer among all women rose
182 percent to 26.5 per 100,000. In contrast, the

References

Review, 1973-1991. National Cancer Institute. NIH Pub. No.
94-2789. 1994.

age'adIUSted Iung cancer death rate for men rose l%3./Zarate AO. International mortality chartbook: Levels and trends,

only 24 percent from 1970 to 1987 and then
declined slightly to 55.5 per 100,000 in 1993.

1955-91. Hyattsville, Maryland: Public Health Service, 1994.




Chronic Obstructive Pulmonary Disease

Figure 7. Death rates for chronic obstructive pulmonary disease by sex: United States,
1979-93
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NOTES: Death rates are age adjusted. For a description of age adjustment and International Classification of Diseases
code numbers for causes of death, see Appendix Il. See Technical Notes for discussion of underlying and nonunderlying
causes of death. Rates are plotted on a log scale.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics
System. See related Health, United States, 1995, tables 30 and 42.

B |n 1993 chronic obstructive pulmonary disease 100,000 women), lowest among Asian or Pacific
(COPD) was the underlying cause of death for Islander women (5.0 per 100,000 women), and
46,702 women in the United States. COPD, which intermediate for black women (11.6 per 100,000),
includes bronchitis, emphysema and asthma, was American Indian women (10.7 per 100,000 women).
the fourth leading cause of death among women ofThe death rate associated with COPD among

all ages in 1993. Hispanic women of any race was 6.4 per 100,000

B The age-adjusted death rate for COPD among women.

women increased by 122 percent between 1979 arml  Smoking is the strongest avoidable risk factor
1993 to 17.1 per 100,000 women. During this samdor COPD (1). Among persons with COPD as a

period, the age-adjusted death rate for COPD nonunderlying cause of death, the most common
among men increased by only 14 percent to 27.8 underlying causes of death were heart disease and
per 100,000 men. lung cancer, other causes of mortality strongly

B COPD significantly contributes to mortality associated with smoking.

from other causes. In 1993, as it has been since

1979, the number of deaths among women Reference

associated with COPD as either underlying or 1. Ingram RH. Chronic bronchitis, emphysema, and airways

nonunderlying cause of death (98,092) was about obstruction. In Isselbacher KJ, Braunwald E, Wilson JE, eds.
: ' Harrison’s Principles of Internal Medicine, 13th ed. New York:

two times as great as the number of deaths of McGraw-Hill, Inc. 1994,

COPD as the underlying cause of death.

B The age-adjusted death rate for COPD was
highest among white women in 1991-93 (16.7 per
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Diabetes

Figure 8. Death rates associated with diabetes by sex: United States, 1970-93
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NOTES: Death rates are age adjusted. For a description of age adjustment and International Classification of Diseases
code numbers for causes of death, see Appendix Il. See Technical Notes for discussion of underlying and nonunderlying
causes of death. Rates are plotted on a log scale.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics
System. See related Health, United States, 1995, table 30.

B |n 1993 diabetes was the underlying cause of and men. The age-adjusted death rate among

death for 30,464 women in the United States. women decreased 28 percent between 1970 and
Diabetes was the sixth leading cause of death 1982 and then stabilized. The age-adjusted death
among women of all ages in this year. rate among men decreased 19 percent from 1970 to

1982 and then increased from 1986 to 1993 by

9 percent. In 1993 diabetes mortality based on
underlying and nonunderlying cause was 22 percent
lower among women than men.

B For many women diabetes is listed as a
nonunderlying cause of death on the death
certificate. In 1993 diabetes was a nonunderlying
cause of death for 66,456 women, 2.2 times the
number of women for whom diabetes was the B In 1991-93 the age-adjusted death rate for
underlying cause of death. diabetes as either the underlying or nonunderlying
. . cause of death among Asian or Pacific Islander
:n d;?ﬁn%ggé%?gsgfgedaﬁﬁtgnzaé[ﬁgfzcod%aebftgscﬁﬁég9vomen (1_4.1 per 100,000) was less than one-half
by 35 percent from 1970 to 1982. It rose in the lat th_at of wh|te women (30'8 per 100.’000)' Qompared
1580,;) attributable largely h the d etﬁ”th white women, mortality associated with

i gely 1o a change on e deally jateg among Hispanic women (41.0 per 100,000)
certificate form that was introduced in 1989. was approximately one-third higher and that of
B Between 1970 and 1993 diabetes mortality for American Indian women (45.3 per 100,000) almost
women and men based on underlying cause has 50 percent higher. Black women had the highest
remained similar. mortality associated with diabetes (72.2 per
100,000), 134 percent higher than the mortality of

m  Diabetes mortality based on either underlying |\ hite women.

or nonunderlying cause has diverged for women




Cancer Incidence

Figure 9. Incidence rates for selected cancer sites among women: Selected geographic areas
of the United States, 1973-92
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NOTES: Data are age adjusted to the 1970 U.S. population, see Appendix Il. Rates are plotted on a log scale.

SOURCE: National Institutes of Health, National Cancer Institute, Surveillance, Epidemiology, and End Results (SEER)
Program registries (1). See related Health, United States, 1995, table 59.

B Breast cancer is the most commonly diagnosedystem. Incidence of uterine cancer rose by

cancer among U.S. women. The age-adjusted break8 percent between 1973 and 1975. This increase
cancer incidence rate in women increased has been attributed to use of estrogen replacement
32 percent between 1980 and 1987. This increase therapy without concurrent progestin use (1).
appears to have been due in large part to increaseBetween 1975 and 1985 the incidence rate dropped
in early diagnosis and use of mammography (1). 31 percent, and has remained stable since that time.
Between 1987 and 1992 breast cancer incidence hAmong black women, uterine cancer incidence has
remained relatively stable. been fairly stable since 1973.

B Cancer of the colon and rectum was the seconl Ovarian cancer is the second most common
most commonly diagnosed cancer among women ifemale reproductive malignancy. The incidence of
1992. Between 1985 and 1992 the incidence of  ovarian cancer has remained fairly stable since
colorectal cancer among women declined by 1973. The age-adjusted incidence rate for ovarian
15 percent to 39 per 100,000 women. Black womermrancer has been approximately 50 percent higher
had a 20 percent higher age-adjusted incidence ramong white women than among black women
of colorectal cancer than white women in 1992.  throughout the entire period.

B Lung cancer was the third highest incident B The age-adjusted incidence rate for cervical
cancer among women in 1992. Lung cancer cancer has decreased 42 percent since 1973 to 8 per
incidence increased 134 percent between 1973 and.00,000 women in 1992. Black women 50 years of
1992. However, the average annual rate of increasage and over are over twice as likely to have

in lung cancer incidence among women slowed incident cervical cancer as white women.

from 7.9 percent between 1973 and 1977 to

1.3 percent between 1988 and 1992. Reference

m Uterine cancer, including endometrial cancer, isl. Miller BA, Ries LAG, Hankey BF, eds. SEER Cancer
the most common cancer of the female genital Statistics Review: 1973-1990. National Cancer Institute. 1993.
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AIDS

Figure 10. AIDS case rates among women 13 years of age and over by race and Hispanic
origin: United States, 12 months ending June 1995
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NOTES: See Appendix Il for current definition of AIDS. Excludes residents of U.S. territories.

SOURCE: Centers for Disease Control and Prevention, National Center for HIV, STD, and TB Prevention. See related
Health, United States, 1995, table 56.

B The acquired immunodeficiency syndrome B In the 12 months ending June 1995 the AIDS
(AIDS) case rates differ substantially among racial case rate was 19 percent greater for American

and ethnic groups in the United States for women Indian women than white women. The AIDS case
and men. The burden of this disease falls heavily aiate was 21 percent lower for American Indian men
some minority populations, especially among than non-Hispanic white men.

women. The majority of women diagnosed with
AIDS during the 12 months ending June 30, 1995’l The AIDS case rate was 54 percent lower for

were black or Hispanic women (59 and 17 percentyS'an of Pacific Islander women and 58 percent
ower for Asian or Pacific Islander men than white

B Non-Hispanic black women are at greater risk women and men between July 1994 and June 1995.
of AIDS than women in any other racial or ethnic
group. This group had 16.5 times the rate of
reported AIDS compared with non-Hispanic white
women in the 12 months ending June 1995. The
AIDS case rate among non-Hispanic black men w.
5.5 times the rate among non-Hispanic white men.

B In 1994 the AIDS transmission categories that
accounted for 79 percent of women diagnosed with
AIDS were injecting drug use and heterosexual
sLontact with a partner at risk or known to have HIV
infection or AIDS. (1).

m  Hispanic women had 6.4 times the AIDS case Reference
rate of non-Hispanic white women in the 12 month . Centers for Disease Control and Prevention. Update: AIDS

ending June 1995. Hispanic men had 2.7 times the; o, women—United States, 1994. MMWR 44(5): 81-84.
rate of AIDS as non-Hispanic white men. 1995,




Figure 11. Estimated AIDS-opportunistic illness incidence among persons 13 years of age
and over by sex: United States, January 1985-December 1994
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NOTES: See Technical Notes for a description of the method of estimating the incidence of AIDS-opportunistic illnesses.
Excludes residents of U.S. territories. Number of cases are plotted on a log scale.

SOURCE: Centers for Disease Control and Prevention, National Center for HIV, STD, and TB Prevention.

B |n January 1993 the AIDS surveillance case B The estimated incidence of AIDS-OI in 1994
definition was expanded to include a laboratory  represents 20 percent of the total number of
measure of severe immunosuppression and three AIDS-OIl estimated to have occurred among women
additional clinical conditions. Before this time, the since January 1985. The AIDS-OI incidence in 1994
AIDS surveillance definition included only among men represents 15 percent of the total
AIDS-opportunistic illnesses. To examine trends in estimated to have occurred over this period.

the incidence of AIDS over this and previous . ' .
. o - _.. W During the first 6 months of 1985 the estimated
changes in case definition, a method of estimating number of AIDS-Ol among men was 13 times the

the incidence of AIDS-opportunistic illnesses b During th d half of
(AIDS-OI), including all those listed in the 1993 ~ NuUMber among women. buring the second hall o
definition, was developed (1). 1994 the number of AIDS-Ol among men was

about 5 times the number among women.
B The estimated incidence of AIDS-OI in the . .
United States has increased more rapidly among ™ inﬁgggi?] W%@;”;;?gp?ﬁ%ﬁ'?ﬁég 'i';(f:gifgge
women than among men between January 1985 arﬁit g” 1 pialy 9
June 1994. The incidence of AIDS-Ol among eterosexually (1).
women in the second half of 1994 was 14.4 times
the incidence during the first half of 1985. Among Reference
men the mCIdence of AIDS-.OI In the seco_nd half of . Centers for Disease Control and Prevention. HIV/AIDS
1994 was 5.3 times the incidence in the first half ofsyrveillance Report 6(2): 1-39. 1994.
1985.
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Occupational Injuries

Figure 12. Annual bed days associated with injuries at work by sex: United States, 1982-94
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NOTES: Rates are plotted on a log scale.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview
Survey.

B |n 1994, 2.3 per 100 working women were at work among women. The leading cause of
injured at work, totaling 2,237,000 episodes of work-related death among women was homicide; 44
work-related injuries. Due to these injuries, 19.5 percent of the work-related injury deaths in

days per 100 women were spent either restricted td990-92 were due to homicide compared with 13
bed for at least half the day or as an inpatient in thpercent among men.

hospital (bed day). Among men, the bed days due

to work-related injuries was 28.3 per 100 in 1994. Raference

m The number of bed days per 100 working Jenkins EL. Occupational injury deaths among females: The
: ; | . u | Inju .

women per ye.‘ar increased 24 percent between 19%?.8. experience for t[?le decadé 1%80—1989. Annngidemiol 4(2):

and 1994, while the number of bed days among {5 =1 1994

men decreased 27 percent. Between 1982 and 1994

the number of working women also increased by

32 percent to 56.0 million. In 1994, 19.3 million

bed days were associated with episodes of women

injured at work, a 41 percent increase compared

with the number of bed days in 1982.

B Between 1990 and 1992, 1,068 women died as
a result of injuries sustained at work. As was the
case in the 1980’'s (1), over half of these deaths
occurred in the retail trade and services industries.
No specific occupation was at greatest risk of death




Arthritis

Figure 13. Proportion of persons with arthritis and proportion with limitations of activities
due to arthritis by age and sex: United States, 1993-94

Percent
60

[ Have arthritis, but not limited by it

I Limited by arthritis
50 | —
40 | —
30 | —
20 | —
10 | —

0
Women Men Women Men Women Men
45-64 years of age 65-74 years of age 75 years of age and over

NOTES: See Technical Notes for International Classification of Diseases, 9th Revision, Clinical Modification code numbers
for arthritis.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview
Survey.

B |n 1993-94 the prevalence of arthritis generallykind or amount of activities associated with his or her
increased with age for both women and men. In thage group. Persons who report that their limitation is
oldest age groups, however, the prevalence of due to arthritis are highlighted in this chart.

arthritis for men leveled off while the prevalence fo% Similar to prevalence of arthritis. the proportion
women continued to increase. Twenty-eight percen ar to prevaience of arthritis, the proportio
of persons who reported limitation of activity due to

of women 45-64 years of age reported having o . .

arthritis. Among women 65-74 years of age and 7erthritis increased with age in 1993-94, from 7

years of age and over, the proportion reporting percent among women age 45-64 years to 16

arthritis increased to 49 and 57 percent. percent among those age 75 years and over. Among
women 45-64 years of age who reported having

B The proportion reporting having arthritis was arthritis, 25 percent reported being limited by their

higher for women than for men in each age group.  arthritis. This proportion is similar among women

Among those 4564 years of age, the proportion of 65-74 years of age (26 percent) and 75 years of age

women reporting arthritis was 67 percent greater than and over (28 percent).

for men. The prevalence of arthritis was 20 percent

greater for women than men 6574 years of age and

40 percent greater for women than men 75 years of a

and over reported having arthritis.

B Among persons 45-64 years of age, women
#ere three times as likely as men to report being

mited as a result of arthritis. Sixty percent more
women than men 65-74 years of age and 74 percent
B Limitation of activity refers to a long-term more women than men 75 years of age and over
reduction in a person’s capacity to perform the usual reported activity limitation due to arthritis.
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Osteoporosis

Figure 14. Prevalence of reduced hip bone density among women 50 years of age and over
by age and severity: United States, 1988—-91

Percent of women
100

[] Osteopenia
80 F [ Osteoporosis -

40

20

50-59 60-69 70-79 80 and over
Years of age

NOTES: Osteopenia is defined as a bone mineral density 1-2.5 standard deviations below the mean of white, non-Hispanic
women 20-29 years of age as measured in NHANES Ill (Phase |); osteoporosis is defined as a bone mineral density value
of more than 2.5 standard deviations below the mean of young white, non-Hispanic women (WHO expert panel).

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health and Nutrition
Examination Survey lll (Phase I).

B |n 1988-91, 50 percent of U.S. women 50 yearslispanic black women and Mexican-American

of age and over had moderately reduced bone women were approximately 8-13 percent and 0-4
density, known as osteopenia, of the hip (femur  percent higher than mean bone density levels of
neck), and 20 percent had severely reduced bone non-Hispanic white women (1). The patterns by age
density, known as osteoporosis, at this site (1).  were similar for all these groups (1).

B The percent of women with osteoporosis in them Osteoporosis is an important cause of hip
hip increases dramatically with each decade of life fractures among older women, with decreased bone
after age 50. Compared with women 50-59 years aofiass density predicting future hip fracture risk (2).
age, women 60—69 years of age were 4.8 times asThe cost of hip fractures in the United States has
likely to have osteoporosis, women 70-79 years ofbeen estimated to be between $10-20 billion
age were 7.8 times as likely to have osteoporosis, annually (3), and these costs will increase as the
and women 80 years of age and over were 12.5 population ages.
times as likely to have osteoporosis.

References

W In 1988-91 about 50 percent of women .50_59 1. Looker AC, Johnston CC, Wahner HW, et al. Prevalence of
and 60._69'year3 of age had osteopenia. This low femoral bone density in older U.S. women from NHANES
proportlon increased to 57 percent among women Iil. J Bone Miner Res 10:796-802. 1995.

70-79 years of age than decreased to 45 percent » pjack DM. Why elderly women should be screened and treated
among women 80 years of age and over. to prevent osteoporosis. Am J Med 98: 67S—75S. 1995.

3. Lindsay R. The burden of osteoporosis: Cost. Am J Med 98:

H In 1988-91 mean bone density values for noN-S7 e 1995,




Disability

Figure 15. Disability status among noninstitutionalized persons 45 years of age and over by
sex and age: United States, 1991

Percent
50

[ IADL only

40 r [ ADL without help y

I ADL with help

30

20

10

Women Men Women Men Women Men

45-64 years of age 65-74 years of age 75 years of age and over
NOIES: See lechnical Notes for a description of the definiion of disability and the definitions of the specitc activities
included in the activities of daily living (ADL) and instrumental activities of daily living (IADL) scales.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview
Survey.

B |n 1991 the percent of noninstitutionalized B The percent of noninstitutionalized persons
women who reported some level of disability reporting disability increased with age for each
increased with age. Approximately 15 percent of level of disability severity. Among women, the
women 45—-64 years of age reported some disabilitpercent reporting IADL disability was twice as high
This proportion increased to 24 and 41 percent for for those 75 years of age and over compared with
women aged 65-74 years and 75 years of age andhose 45-64 years of age. The increase with age
over. was three-fold for women who reported an ADL
difficulty but did not receive help, and six-fold for

W Within each age group, the total proportion atgose who received help with one or more ADL.

disabled was nearly twice as high among women
among men. B At each age, the proportion who are IADL
disabled was higher among women than among
men. In addition, among persons in the two older
age groups, the proportion reporting ADL disability,
Sith and without help, was higher among women
than among men.

B Three mutually exclusive categories of
disability status are represented in this chart. The
lowest level of disability includes persons who hav
difficulty with one or more instrumental activities of
daily living (IADL), and no difficulty with any
activities of daily living (ADL). The next category B The sample represented in this chart excludes
includes those who have difficulty with one or morepersons residing in institutions. As a result, these
ADL but do not receive help with any ADL. The figures underestimate the prevalence of disability in
category representing the greatest degree of the total population among both women and men.
disability includes individuals who have difficulty

and receive help with one or more ADL.
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Mental Health

Figure 16. Lifetime prevalence of psychiatric disorders among persons 15-54 years of age by
sex: United States, 1990-92

Percent
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B women I Men
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Any Depressive Anxiety Substance use
Type of psychiatric disorder

NOTES: The presence of a psychiatric disorder did not have to be formally diagnosed for persons to be included as having
had a disorder. The category “Any Disorder” includes disorders not included in the specific types shown. See Technical
Notes for description of the diagnoses included in each category and the data source.

SOURCE: University of Michigan, Institute for Social Research/Survey Research Center, National Comorbidity Survey.

B |n 1990-92 nearly half of all women between Reference
15-54 years of age had experienced symptoms
suggestive of a psychiatric disorder at some time 1. Kessler RC, McGonagle KA, Zhao S, et al. Lifetime and

during their life. 12-month prevalence of DSM-III-R psychiatric disorders in the
United States: Results from the National Comorbidity Survey.
B The lifetime prevalence of a psychiatric Arch Gen Psych 51:8-19. 1994.

disorder was similar for women (47 percent) and
men (49 percent).

B Women and men have experienced different
types of psychiatric disorders in their lifetimes.
Compared with men, women were more likely to
have experienced a depressive disorder (24 percent
and 15 percent) or an anxiety disorder (31 percent
and 19 percent). Men had a higher lifetime
prevalence of substance use disorder than women
(35 percent and 18 percent).

m Women were 24 percent more likely than men
to have had three or more disorders in their life
than men (16 percent and 13 percent) (1).




Figure 17. Prevalence of limitations due to serious mental illness among persons 25-64 years
of age with these disorders by sex: United States, 1989

Any nonwork
limitation

Instrumental activities
of daily living

Social functioning

Coping with
day-to-day stress

Concentrating to
complete tasks

0 20 40 60 80 100
Percent of persons with a SMI

NOTES: See Technical Notes for definitions of serious mental illness and measures of limitations.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview
Survey.

B |n 1989 a substantial proportion of limitations between elderly women and men.
noninstitutionalized women and men 25-64 years dighty-six percent of women and 84 percent of men
age who reported a serious mental illness (SMI) 65 years of age and over with SMI reported any
also reported some type of nonwork-related limitation. The inability to perform IADL'’s

limitation (71 percent and 87 percent). increased substantially compared with the younger
group, as 56 percent of women and 62 percent of
men 65 years of age and over had problems in this
area.

B Reduced ability in coping with day-to-day
stress was the most frequently reported limitation.
Sixty-six percent of women and 79 percent of men
had problems in this area. B The lower prevalence of disability among
women compared with men under 65 years of age
who reported a SMI may be due in part to the
reporting of less severe mental iliness or a different
pe of mental illness by women. Women are more
ikely to be treated for mental illness than men (see
figure 36), and may be treated for less severe

B Limited functioning in instrumental activities of
daily living (IADL), such as managing money and

shopping, is an important indicator of disability. In

1989, 17 percent of women 25-64 years of age wi
a SMI reported problems with IADL, 51 percent

fewer than the proportion of men with a SMI who illness. Men are also more likely to be diagnosed

had IADL limitations. with substance abuse illnesses than women (see
B In 1989 among persons 65 years of age and figure 16). Finally, there may be a lower social
over with a SMI, the prevalence of limitations was stigma attached to admitting mental illness among
greater than in the 25-64 year old group. There wagomen than men.

no significant difference in the prevalence of
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Hypertension

Figure 18. Prevalence of hypertension among persons 20 years of age and over by sex and
age: United States, 1988-91

Percent
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Years of age

NOTES: A person with hypertension is defined by either having elevated blood pressure (systolic pressure of at least 140
mmHg or diastolic pressure of at least 90 mmHg) or taking antihypertensive medication. Percents are based on an average
of six measurements of blood pressure.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health and Nutrition
Examination Survey Il (Phase I). See related Health, United States, 1995, table 69.

B Hypertension is a major risk factor for heart ® The pattern of higher hypertension prevalence
disease and stroke, the first and third leading causés men at younger ages and for women at older
of death among women in 1993. Although the ages was observed among non-Hispanic white
prevalence of hypertension has declined since the persons, non-Hispanic black persons, and

1960’s, in 1988-91 it affected 21.9 million women Mexican-American persons.

(22 percent) 18 years of age and over in the United

States (1). Reference

B For women and men the prevalence of 1. Burt VL, Whelton P, Roccella EJ, et al. Prevalence of
hypertension increases with age. Among persons hypertension in the U.S. adult population. Results from the Third
under 50 years of age in 1988-91, men were mor atlontal I—[ealtgsz.aggSNijéntllogngsExam|natlon Survey, 1988-1991.
likely to be hypertensive than women, while among yperiension £9:555-23. '

persons 70 years of age and over, women were

more likely to be hypertensive than men.

H In 1988-91 the age-adjusted prevalence of
hypertension was higher for non-Hispanic black
women (31 percent) than for non-Hispanic white
women (21 percent) or Mexican-American women
(22 percent).




Figure 19. Type of hypertension control among persons 20 years of age and over with
hypertension by sex and age: United States, 1988—-91

Percent
100
80 | -
Uncontrolled
60 | -
40 | -
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20 } means .
Medication
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Women Men Women Men
20-59 years of age 60 years of age and over

NOTES: A person with hypertension is defined by either having elevated blood pressure (systolic pressure of at least 140
mmHg or diastolic pressure of at least 90 mmHg), taking antihypertensive medication, or controlling their blood pressure
without medication through losing weight, cutting down on salt, or restricting alcohol consumption.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health and Nutritional
Examination Survey Il (Phase I).

B |n 1988-91 more than half (59 percent) of B Among hypertensive persons 20-59 years of
hypertensive women 20 years of age and over did age, the proportion who used medication to control
not have their blood pressure controlled, a quarter their hypertension was 69 percent higher among
(25 percent) controlled their blood pressure with women (28 percent) than among men. Also, nearly
medication, and 16 percent achieved control by  twice the proportion of women (31 percent) as men
losing weight, cutting down on salt, or limiting use (16 percent) in this age group controlled their

of alcohol. This compares with 70 percent of hypertension only with nhonpharmacologic means
hypertensive men over 20 years of age who did noflosing weight, cutting down on salt, or limiting use
have their hypertension under control, 18 percent of alcohol). The type of hypertension control did
who controlled their hypertension with medication, not differ between women and men above 60 years
and 11 percent who controlled it with of age with hypertension.

nonpharmacologic means. L .
P 9 B Awareness of hypertension is a prerequisite for

B Among hypertensive persons, women 20-59 control of hypertension. Regardless of age group, in
years of age were about twice as likely to have  1988-91 women were more likely than men to be
controlled their blood pressure as either women 60aware of their hypertension (77 percent and

years of age and over (59 percent and 28 percent),63 percent).

or men in either age group (33 percent among those

20-59 years of age and 25 percent among those 60

years of age and over).
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Cigarette Smoking

Figure 20. Current cigarette smokers among persons 18 years of age and over by sex:
United States, 1965-93

Percent
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40 | -
.;
——
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Men
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20 | | | | | | |
1965 1970 1975 1980 1985 1990 1993

NOTES: Proportions are age adjusted. Data for 1992 and 1993 are not strictly comparable with earlier years or each other
due to a change in the definition of current smoker in 1992 and the use of a split sample in 1992. See discussion of current
smoker and age adjustment in Appendix Il. Percents are plotted on a log scale.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview
Survey. See related Health, United States, 1995, table 63.

B |n 1993 the age-adjusted prevalence of currentannual rate of 2.8 percent for men and 2.1 percent
cigarette smoking among persons 18 years of age for women. However, smoking prevalence in this
and over was 23 percent for women and 28 percenage range increased at an average annual rate of
for men. Between 1983 and 1993, the difference in0.6 percent for women and 2.7 percent for men
smoking prevalence between men and women hasbetween 1990 and 1993.

been between 3 and 5 percentage points.

B Cigarette smoking declined more among men
than among women between 1965 and 1990. The
age-adjusted smoking prevalence declined at an
average annual rate of 2.4 percent for men and
1.5 percent for women during this period. Between
1990 and 1993 smoking prevalence remained
relatively stable at around 28 percent for men, and
between 23 and 25 percent for women.

B In 1993, among persons 18-24 years of age,

29 percent of men and 23 percent of women were
current smokers. Between 1965 and 1990 smoking
prevalence for this age group declined at an average




Figure 21. Current cigarette smokers among women 25 years of age and over by race,
Hispanic origin, and years of education: United States, 1992-93

Percent of women
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NOTES: Proportions are age adjusted. “All Women” includes persons of race or ethnicity groups not shown separately. See
Appendix Il for definition of current smoker and discussion of age adjustment.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview
Survey. See related Health, United States, 1995, table 64.

B Among all women 25 years of age and over, cigarettes was lower among black women than

the prevalence of cigarette smoking declines with among white women. Conversely, among

increasing years of education. In 1992-93 the non-Hispanic women with at least some college, the
age-adjusted prevalence of current cigarette percent smoking was higher among black women
smoking among women was 32 percent among  than among white women.

those who had not completed high school,

28 percent among high school graduates, and
18 percent among those with more than a high
school education.

m Differences in current cigarette smoking by
level of education were greater for non-Hispanic
white women than for either non-Hispanic black
women or women of Hispanic origin. In 1992-93

B In 1992-93 the age-adjusted prevalence of  the age-adjusted prevalence of current cigarette
current cigarette smoking among non-Hispanic smoking among non-Hispanic white women with
women 25 years of age and over was similar for less than a high school education was 2.2 times the
white women and black women (27 percent and level for those with at least some college. Among
26 percent). Women of Hispanic origin had a lowernon-Hispanic black women who had not completed
prevalence of current smoking (15 percent) than high school, the percent smoking was 1.4 times the
either non-Hispanic white women or non-Hispanic level for those with at least some college. Among
black women both overall and at every level of ~ women of Hispanic origin the age-adjusted
education. prevalence of current smoking was highest among

B Among non-Hispanic women with less than a high school graduates.

college education, the percent currently smoking
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Overweight

Figure 22. Prevalence of overweight among women 20-74 years of age by age: United
States, selected years, 1960-62, 197174, 1976-80, and 1988-91

Percent of women
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NOTES: Percents for ages 20-74 years are age adjusted (see definition in Appendix Il). Overweight is defined for women
as body mass index greater than or equal to 27.3 kilograms/meter?. These cut points were used because they represent
the 85th percentiles for women 20-29 years of age in the 1976-80 National Health and Nutrition Examination Survey.
Height was measured without shoes; 2 pounds are deducted from data for 1960-62 to allow for weight of clothing.
Pregnant women are excluded.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health and Nutrition
Examination Survey Il (Phase I). See related Health, United States, 1995, table 71.

B The prevalence of overweight in the United  women aged 60-74 years. Between 1960-62 and
States increased dramatically over the last decade1976-80, the prevalence of overweight increased
Between 1976—-80 and 1988-91, the age-adjusted 2 percentage points among women 20-59 years of
prevalence of overweight among persons 20-74 age, and declined 8 percentage points among
years of age rose from 27 percent to 34 percent foowvomen aged 60—74 years.

women and from 24 percent to 32 percent for men
Between 1960-62 and 1976-80, the age-adjusted
prevalence of overweight increased by
approximately 1 percentage point for both women
and men.

‘W Increases in the prevalence of overweight have
been similar for non-Hispanic white women,
non-Hispanic black women, and women of Hispanic
origin. Between 197680 and 1988-91, the
age-adjusted prevalence of overweight among

B Among women 20-74 years of age, the largestwomen aged 20-74 years increased 7 percentage
increases in the prevalence of overweight occurredpoints among non-Hispanic white women and

in women under 60 years of age. Between 1976—86 percentage points among non-Hispanic black
and 1988-91, the prevalence of overweight women. Between 1982-84 and 1988-91, the
increased 8 percentage points among women 20-38ge-adjusted prevalence of overweight increased
years of age, 9 percentage points among women 7 percentage points among Mexican-American
40-59 years of age, and 4 percentage points amongomen 20—74 years of age.




Figure 23. Prevalence of overweight among women 20 years of age and over by race,
Hispanic origin, and poverty status: United States, 1988-91
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NOTES: Data are age adjusted (see Appendix Il for description). All levels include persons of unknown poverty status. See
Technical Notes for a description of poverty status. Overweight is defined for women as body mass index greater than or
equal to 27.3 kilograms/meter?. These cut points were used because they represent 85th percentiles for women 20-29
years of age in the 1976-80 National Health and Nutrition Examination Survey. Height was measured without shoes.
Excludes pregnant women.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health and Nutrition
Examination Survey Ill (Phase 1). See related Health, United States, 1995, table 71.

B |n 1988-91 the age-adjusted prevalence of  Mexican-American women (46 percent) than for
overweight among women 20 years of age and overon-Hispanic white women (29 percent).

was nearly one-third among non-Hispanic white
women (31 percent), and nearly half among bot
non-Hispanic black women (49 percent) and
Mexican-American women (47 percent).

h ® Among poor women, the age-adjusted
prevalence of overweight was similar for
non-Hispanic white women (47 percent),
non-Hispanic black women (51 percent), and

H In 1988-91 being overweight was more Mexican-American women (49 percent).

common among women whose family incomes

were below poverty level than among those with
higher incomes. Among all women 20 years of age
and over, the age-adjusted prevalence of overweig
was 47 percent for women below poverty and

32 percent for those at or above poverty.

B In 1988-91 the age-adjusted prevalence of
overweight among non-Hispanic white women
Flow poverty level was 18 percentage points higher
an for those at or above poverty. Among
non-Hispanic black women and Mexican-American
women, the age-adjusted prevalence of overweight
B Among nonpoor women, the age-adjusted did not differ significantly by poverty status.
prevalence of overweight was higher for
non-Hispanic black women (49 percent) and
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Exercise

Figure 24. Prevalence of sedentary lifestyle among women 25 years of age and over by race,
Hispanic origin, and years of education: United States, 1991
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NOTES: For description of sedentary lifestyle, see Technical Notes. Percentages are age adjusted (see Appendix Il). The
category “all levels” includes persons with unknown education level.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview
Survey.

B |n 1991 the age-adjusted prevalence of with decreasing levels of education within each race
sedentary lifestyle among persons 25 years of ageand Hispanic origin group. Among non-Hispanic
and over was greater for women (30 percent) than white women, those with less than a high school

for men (25 percent). education were twice as likely to be sedentary as
women with at least some post-high school
education. Non-Hispanic black women and women
of Hispanic origin with less than a high school
education were 69 percent and 83 percent more
likely to be sedentary than women with more than a
high school education.

B The prevalence of sedentary lifestyle differs by
race and ethnic origin. In 1991 among women 25
years of age and over the prevalence of sedentary
lifesyle was greater for Hispanic women and
non-Hispanic black women (39 percent) than for
non-Hispanic white women (28 percent).

B In 1991 the age-adjusted prevalence of
sedentary lifestyle among women 25 years of age
and over declined with increasing years of
education, from 46 percent among women with less
than a high school education to 21 percent among
women with more than a high school education.

® Among women 25 years of age and over in
1991, the likelihood of being sedentary increased




Violence

Figure 25. Rate of violent crimes by a lone offender among persons 12 years of age and over
by victim-offender relationship and sex: United States, 1992—-93

Rate per 1,000 population
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NOTES: For description of this survey, and definitions of the different groups of relationships used, see Technical Notes.
SOURCE: Bureau of Justice Statistics, National Crime Victimization Survey.

B In 1992-93 women were 6.6 times as likely asfamily income was strongly related to the likelihood
men to experience violent crimes by an intimate (aof being violently attacked by an intimate. The rate
spouse, ex-spouse, or partner) (9.3 per 1,000 and of violent attacks by intimates among women in
1.4 per 1,000 population). On average each year, families with annual incomes of less than $10,000
women experienced 1,008,000 violent victimizationsias 19.9 per 1,000 women, compared with 4.5 per
at the hands of an intimate. 1,000 women among those with annual incomes of

B Women were just as likely to experience a $50,000 or more (1).

violent victimization by an intimate or other relativem Friends or acquaintances of women committed
(37 percent of all female victimizations) as they =~ more than half of all rapes and sexual assaults
were to be victimized by an acquaintance reported, intimates committed 26 percent, while

(40 percent), while they were least likely to be strangers were responsible for less than one in five
victimized by a stranger (23 percent). In contrast, sexual assaults (18 percent) (1).

family-related violence accounted for only 7 percent

of all viole_nt victimizat_ions _against men. Men were paference

far more likely to be victimized by an acquaintance

(44 percent of all male victimizations) or a stranger; gachman R, Saltzman LE. Violence against women: Estimates
(49 percent) than by an intimate or family member.from the redesigned survey. U.S. Department of Justice, Office of

Justice Programs, Bureau of Justice Statistics. 1995.
B In 1992-93 women of all races, as well as

Hispanic and non-Hispanic women, were about
equally vulnerable to attacks by intimates. However,
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First Live Births

Figure 26. Proportion of women 15-44 years of age who have not had at least one live birth
by age: United States, 1960-93
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SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics
System.

B Between 1960 and 1993 the proportion of not had a live birth declined from 1960 to 1975 and
women 20-39 years of age who had not had at leasten rose by 1993 to about the same level as in
one live birth increased. 1960.

B In 1993, 68 percent of women 20-24 years of B The trend towards women having first births at
age had never had a live birth, compared with later ages may affect the incidence rates of breast
48 percent of women in this age group in 1960. and ovarian cancers in the future. Research has
Similarly, women 25-29 years of age were more shown a possible association between lack of child
likely never to have had a live birth in 1993 bearing or late age at first birth and the incidence of
(44 percent), compared with 1960 (20 percent).  these cancers (1,2).

H Between 1960 and 1993 the proportion of
women aged 30-34 years, 35-39 years, and 40-4&References
years who have had no live births increased less _ ) o
substantially than for women 20-29 years of age 1. Rosner B, Colditz GA, Willett WC. Reproductive risk factors
. £12. 7 d1 t int in a prospective study of breast cancer: The Nurses’ Health
(increases of 12, 7, and 1 percentage points). Study. Am J Epidemiol 139:819-35. 1994.
B The increase in the proportion of women under. Homn-Ross PL, Whittemore AS, Harris R, Itnyre J.
30 years of age who have not had one live birth is Characteristics relating to ovarian cancer risk: Collaborative
: : : : lysis of 12 U.S. case-control studies. VI. Nonepithelial

mostly a result of delays in childbearing in the ana onro

. . cancers among adults. Epidemiology 3:490-5. 1994.
United States rather than a decrease in the 9 P »
proportion of women having any births. The
proportion of women 4044 years of age who had




Unintended Pregnancy

Figure 27. Proportion of live births that were unintended pregnancies among women 15-44
years of age by age: United States, 1978-82 and 198488
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NOTES: Data based on pregnancies occurring among respondents in the 5 years before being interviewed in 1982 and
1988. Intendedness was classified as pregnancies or births that were mistimed or unwanted at the time of conception.
Women who responded as not knowing were included in the denominator. Age is measured at delivery.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, Division of Vital Statistics,
National Survey of Family Growth, Cycle Il 1982, Cycle IV 1988.

B |n 1984-88, 39 percent of live births to womenm® Unintended pregnancies largely result because a
15-44 years of age were unintended. woman failed to use a contraceptive method

B Between 1978-82 and 1984-88 there was no correctly or because the method itself failed. This

significant change in the proportion of unintended has important implications for family planning
bi?ths aither ovgrall or inF:em)F/) age group programs and contraceptive development to improve

efforts to ensure proper and consistent use of

B The proportion of unintended live births was modern methods as well as reliable backups when
higher for women under 25 years of age than for these methods fail (1).

older women, both in 1978-82 and in 1984-88. In

1984-88, 71 percent Qf all births to women 1_5—19 Reference

years of age were unintended, more than twice the

proportion for women 35-44 years of age. Women 1. piccinino LJ. Unintended pregnancy and childbearing. In
20-24 years of age were 34 percent more likely to Wilcox LS, Marks JS, eds: From Data to Action: CDC's Public
have an unintended birth than women 35-44 yearsHealth Surveillance for Women, Infants, and Children. U.S.
of age. Women 25-34 years of age were about as Department of Health and Human Services. 1994.

likely as women 35-44 years of age to have an

unintended birth, although approximately one-third

of all births to women in these age groups were

unintended.
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Abortion

Figure 28. Legal abortion ratio by age: United States, 1975-92
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NOTES: See Technical Notes for information on which States are included in this figure and how missing data were
handled. Ratios are plotted on a log scale.

SOURCE: Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health
Promotion, Abortion Surveillance. See related Health, United States, 1995, tables 15 and 16.

B Between 1980 and 1992 the overall abortion ratio by 38 percent, as a result of a drop in the number of
declined by 7 percent and the number of reported abortions among women 15-19 years of age.
abortions per 1,000 women 15-44 years of age decli

by 8 percent nﬁd The abortion ratios among women 40 years of

age and over declined by 44 percent between 1980
B The age-specific abortion ratios have been and 1992. The number of live births among women
decreasing since the early 1980’s for most age in this group increased by 138 percent between
groups. However, the ratio for women aged 20-34 1980 and 1992, while the reported number of
years, the group that accounted for 71 percent of adbortions only increased 10 percent.

abortions in 1992, remained the most stable,

decreasing only 4 percent since 1985. B The decline in the national abortion ratio may

be attributable to factors such as reduced access to
B The abortion ratios for women under 15 years abortion services, changes in abortion laws (for

of age have been consistently higher than any othexample, parental consent or notification laws and
age group. The abortion ratio in this age group mandatory waiting periods), changes in

dropped 43 percent between 1980 and 1992. This isontraceptive practices, and attitudinal changes

a result of a 20 percent increase in the number of concerning abortion and/or carrying unplanned
pregnancies being carried to term during this perioggregnancies to term (1).

and a 33 percent decrease in the number of reported

abortions. Reference

B The abortion ratios for women 15-19 years of age _ _ _ _
were second highest between 1983 and 1990. Sincel- Koonin LM, Smith JC, Ramick M. Abortion

. g . . urveillance—United States, 1991. In: CDC surveillance
1980 the abortion ratio in this age group has declined,;;maries, May 1995. MMWR 44(SS-2):23-53. 1995.




Health Care Coverage

Figure 29. Proportion of women 25—-64 years of age with no health care coverage by poverty
and marital status: United States, 1993
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NOTES: Percents are age adjusted. For a description of age adjustment, see Appendix Il. See Technical Notes for
description of poverty status and health care coverage.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview
Survey.

B |n 1993, 15 percent of all women aged 25-64 likely to be uninsured as currently married women
years had no health care coverage, compared with(18 percent and 9 percent).

17 percent of all men in this age group. Persons
without health care coverage were not currently
enrolled in either public or private insurance.

B In 1993, 19 percent of women 25-34 years of
age were uninsured, 36 percent more than the
proportion of women 45-64 years of age who were
B In 1993 poor women were 3.2 times as likely uninsured (14 percent). The proportion of women

to be uninsured as nonpoor women (36 percent an85-44 years of age who were uninsured was similar
11 percent). to that of the older age group (14 percent).

B Thirty eight percent of currently married and
previously married poor women were uninsured in
1993, compared with 29 percent of never married
women. The higher insurance rate for never married
women was partially attributable to the higher rates
of Medicaid coverage among never married women
than among currently married women (57 percent
and 34 percent).

B Among nonpoor women 25-64 years of age in
1993, previously married women were twice as

45



46

Usual Source of Health Care

Figure 30. Proportion of women 25-64 years of age with no usual source of health care by
poverty status and health care coverage: United States, 1993
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NOTES: Percents are age adjusted (see Appendix Il). Usual source of care was defined as having one or several clinics,
health centers, doctor’s offices, or other places that a person goes to if they are sick or need advice about their health.
Private insurance includes either fee-for-service or HMO coverage. Public insurance is Medicaid or Medicare excluding
HMO enrollees. See Technical Notes for definitions of health care coverage and poverty status.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview
Survey.

B |n 1993, 11 percent of all women aged 25-64 proportion of women without a usual source of care
years did not have a usual source of health care. by poverty status among women with private health
Women 25-34 years of age were most likely to  insurance or among those with public coverage.
have no usual source of health care (15 percent).
The percent of women without a usual source of
health care declined with age to 9 percent for
women 45-64 years of age and 6 percent for
women 65 years of age and over.

B In 1993, 29 percent of both poor and nonpoor
women who had no health insurance also had no
regular source of medical care. This figure was
3-4.5 times the proportion of insured women who
lacked a regular source of medical care.

H In 1993 women who lived below the poverty

line were 57 percent more likely to lack a regular

source of medical care than women whose family

income was at or above the poverty line (16 percent

and 10 percent, age-adjusted).

B Among women with some form of health care
coverage, poor women were as likely to have a
regular source of medical care as nonpoor women.
There were no significant differences in the




Ambulatory Care

Figure 31. Physician contacts among persons 15-64 years of age by patient’s principal
reason for visit, age, and sex: United States, 1992

Visits per person
5

B women I Men

15-44 years  45-64 years 15-44 years  45-64 years 15-44 years  45-64 years

All ambulatory care Diagnoses and testing Other reasons
Reason for visit

NOTE: For description of how reason for visit was defined, see Technical Notes.

SOURCES: Centers for Disease Control and Prevention, National Center for Health Statistics, National Ambulatory Medical
Care Survey and National Hospital Ambulatory Medical Care Survey. See related Health, United States, 1995, table 79.

B Women 15-64 years of age visited physicians for an additional 9 percent among women of this

in private practices, emergency rooms, or hospital age group. Women 45-64 years of age were about
outpatient clinics an average of 4.0 times in 1992. half as likely to see a physician for diagnosis or
This was 66 percent more than the average numbescreening as women 15-44 years of age.

of physician visits made by men, even though
women are less likely to have chronic diseases su
as hypertension in their middle years.

. When visits principally for diagnosis, screening,
and test results are excluded, women 15-64 years of
age saw physicians approximately 43 percent more
B In 1992 women 15-64 years of age made an often than men in 1992. Furthermore, this gender
average of 0.9 visits to physicians for diagnosis, differential in ambulatory care use was similar for
screening, and test results, almost 4 times the each of the two age groups (15-44 and 45-64) after
number of physician visits made by men for these excluding visits for diagnosis, screening, and test
reasons (0.2 average visits). Visits for these reasongsults.

accounted for 22 percent of all physician visits

made by women in this age group.

B Among persons 15-44 years of age, women
were 5.7 times as likely to see a physician for
diagnosis, screening, or test results as men. Visits
for pregnancy-related concerns accounted for

59 percent of these visits, while family planning and
other obstetrical or gynecological visits accounted
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Inpatient Care

Figure 32. Hospital discharge rates in non-Federal short-stay hospitals for selected
first-listed diagnoses among persons 45—-64 years of age by sex: United States, 1993
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NOTES: Data shown are for the five leading first-listed diagnoses among women 45-64 years of age in 1993. For a
description of the International Classification of Diseases, Clinical Modification, code numbers for diagnostic categories, see
Appendix II.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Hospital Discharge
Survey. See related Health, United States, 1995, tables 86, 87, and 88.

B |n 1993 the hospital discharge rate among Hospital discharge rates among women for these
persons 45-64 years of age was 7 percent lower fatiagnoses equaled or exceeded those for men.

women than for men (123 and 132 discharges per

1,000 population) and days of care were 11 percen! IT 1993 the hospital discharge rate for benign
lower for women than men (742 and 831 days of heoplasms was 413 percent greater among women
care per 1,000 population) than men. Hysterectomies were performed during

53 percent of hospitalizations of middle-aged

B Among both women and men 45-64 years of women with this discharge diagnosis. Hysterectomy
age, heart disease was the most frequent first-listetvas the most common operation among women in
diagnosis on hospital discharge summaries in 1993his age group as well as the most frequent

The hospital discharge rate for heart disease was nonobstetric operation performed on women of all
47 percent lower among women than men in this ages.

age group. This mirrors the lower risk of heart
disease mortality among women than men of this
age (figure 3).

B In 1993 the hospital discharge rate for delivery
was 67.8 per 1,000 among women 15-44 years of
age. This hospitalization rate was greater than that
B Malignant neoplasms, psychoses, benign for any other diagnosis for either sex in any age
neoplasms, and cholelithiasis (gall stones) were thgroup under 65 years.

second—fifth most frequent first-listed hospital

discharge diagnoses among middle-aged women.




Figure 33. Hospital discharge rates in non-Federal short-stay hospitals for selected
first-listed diagnoses among persons 65 years of age and over by sex: United States, 1993
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NOTES: Data shown are for the five leading first-listed hospital diagnoses among women 65 years of age and over in
1993. For a description of the International Classification of Diseases, Clinical Modification, code numbers for diagnostic
categories, see Appendix Il.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Hospital Discharge
Survey. See related Health, United States, 1995, tables 86 and 87.

B |n 1993 the hospital discharge rate for women for women than men because there are more

65 years of age and over was 7 percent less than thhemen in this age group, and the average hospital
hospital discharge rate among men in this age grogtay for women with heart disease was slightly
(331 and 357 per 1,000 population). The average longer than for men.

length of stay among older women was 8.1 days,

about half a day longer than for men. B Malignant neoplasm was the second most

common hospital discharge diagnosis for both

B Heart disease was the most frequent first-listedvomen and men 65 years of age and over. The
hospital discharge diagnosis among women and manspital discharge rate for malignant neoplasms was
65 years of age and over in 1993. The gender 50 percent greater among men than women in this
differential in hospitalization for heart disease age group.

narrows with advancing age; the hospitalization rat
for women due to heart disease was 47 percent
lower than for men at 45-64 years of age,
compared with a 20 percent lower hospitalization
rate for women than men among the elderly.

(i Hospitalizations for fractures as the first-listed
diagnosis represented 6 percent of all discharges for
women 65 years of age and over from non-Federal
short-stay hospitals. Women were 129 percent more
likely to be discharged with a diagnosis of fracture
B In 1993 women aged 65 years and over had athan men. Of these hospitalizations among women,
total of 9,535,000 days of care in non-Federal 57 percent were for hip fractures, resulting in
short-stay hospitals for heart disease and men hadapproximately 219,000 hospital stays in 1993.
7,711,000 days of care. Days of care were higher
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Prenatal Care

Figure 34. Receipt of early prenatal care among mothers 20 years of age and over by
maternal education: United States, 1970-93
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NOTES: Data shown only for States with education of mother and prenatal care items on their birth certificates. The
number of States reporting both items increased from 35 in 1970 to 50 and the District of Columbia starting in 1992 (see
Appendix I). Percents are plotted on a log scale.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Vital Statistics
System. See related Health, United States, 1995, table 7.

B |n 1993, 90 percent of mothers 20 years of age® In 1993 black mothers were less likely to

and over with more than 12 years of education receive early prenatal care than were white mothers
received early prenatal care, compared with at every educational level. Among black mothers

80 percent of mothers with 12 years of education, with fewer than 12 years of education, 55 percent
and 63 percent of mothers with fewer than 12 yearseceived first trimester care, compared with

of education. This assocation between maternal 65 percent among white mothers. Among mothers
education level and the likelihood of receiving first with more than 12 years of education, 79 percent of
trimester prenatal care has been observed since black mothers and 92 percent of white mothers
these data were first collected. received first trimester prenatal care.

B The percent of mothers with fewer than 12

years of education who received first trimester
prenatal care increased by 16 percent between 1970
and 1980, decreased by 8 percent between 1980 and
1990, then increased 9 percent from 1990-93. In
contrast, at no point between 1970 and 1993 did
receipt of early prenatal care by mothers with more
than 12 years of education decline.




Mammography

Figure 35. Receipt of mammography within the last year among women 50 years of age and
over by age and health care coverage: United States, 1993
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NOTES: See Technical Notes for definitions of health care coverage and groups that were excluded from the chart.

SOURCE: Centers for Disease Control and Prevention, National Center for Health Statistics, National Health Interview
Survey. See related Health, United States, 1995, table 78.

B |n 1993, 47 percent of women 50-64 years of B Almost all women 65 years of age and over
age reported having had a mammogram within thehave Medicare coverage, and about 75 percent also
past year. There was no difference in the proportiofave private health insurance coverage, either HMO
of black women and white women who reported or fee-for-service (2). Among women 65 years of
recent mammography in this age group. age and over who had private coverage, those who

B Among women aqed 50—64 vears. the percent of were enrolled in HMO’s were 31 percent more

g W 9 Y ' P likely to report recent mammography than women
women reporting a recent mammogram was lowest fO{’N- ;

. X ith fee-for-service coverage.

uninsured women (20 percent) and highest for women
enrolled in an health maintenance organization (HMO)® Women aged 65 years and over with only
(59 percent). Women 50-64 years of age with MedicaitMledicare coverage were 36 percent less likely to
coverage were twice as likely to report use of report recent mammography than women with both
mammography within the last year as uninsured woméWedicare and private fee-for-service coverage.

in this age group.

m In 1993, 39 percent of women 65 years of age References
and over reported having had a mammogram Withir11 Miler BA. Ries LAG. Hankev BE. of al.. eds. SEER C

H . nier , RIes , mankey , et al., eds. ancer
\tltl]oen?ear?tS%e—aéré’l ?,g:rrg%?tggg peO\;gf’]S tlﬁgjghtts)?gggtr Statistics Review: 1973-90. National Cancer Institute. 1993.

cancer incidence and mortality are higher among 2. Makyc D, Freid VM, Parsons PE. Health insgrance and cancer
screening among women. Advance data from vital and health

women 65 years of age and over than for youngerstatistics; no 254. Hyattsville, Maryland: National Center for
women (1). Health Statistics. 1994.
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Mental Health Services

Figure 36. Lifetime mental health services utilization among persons 15-54 years of age who
ever had a psychiatric disorder by sex: United States, 1990-92
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NOTES: The presence of a psychiatric disorder did not have to be formally diagnosed for people to be included as having
a disorder. See Technical Notes for description of the services included in each category and data source.

SOURCE: University of Michigan, Institute for Social Research/Survey Research Center, National Comorbidity Survey.

B In 1990-92 only 55 percent of U.S. women  psychiatric disorders 46 percent more often than by

who had ever had an episode of a psychiatric men with psychiatric disorders. Women were only
disorder in their lives had ever received mental 23 percent more likely to seek help from religious
health treatment. organizations, while they were 78 percent more

B Mental health service utilization varies by sex. likely to go to a social service agency.

Among persons who have ever had a disorder, ® Men were slightly more likely to use self-help
women were slightly more likely to have used any groups for their psychiatric disorder than women
type of mental health service than men (55 percent(16 percent and 14 percent). This is partially due to
and 42 percent). the larger number of men with substance abuse

. disorders than women, for which there are a large
B Women were 48 percent more likely than men néimber of self-help groups.

to have been treated by a health service profession
for a psychiatric disorder at some point during their
lifetime. Women more often than men sought help
from physicians, including psychiatrists (25 percent
and 11 percent) and mental health specialists

(36 percent and 26 percent).

B Human services, such as social service
providers, clergy, hotlines, and school counselors,
were also accessed for help by women with




Home Health Care

Figure 37. Home health care patients among persons 45 years of age and over by sex and
age: United States, 1993
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NOTES: Age is defined as age at interview. Rates are based on the civilian noninstitutionalized population as of July 1,
1993. See Appendix Il for definition of home health care.

SOURCES: Centers for Disease Control and Prevention, National Center for Health Statistics, National Home and Hospice
Care Survey. See related Health, United States, 1995, table 82.

B The United States has experienced rapid grows Women are more likely to utilize home health
in the availability and use of home care in recent care than men, and this differential increases with
years (1). This is due in large part to advances in age. For example, among persons 65-74 years of
modern medical technology that have allowed age, the rate of utilization is 36 percent higher
delivery of health care services in the home, as welimong women than men. Among persons aged 85
as expansion of insurance coverage to include honyears and over, however, the rate is 65 percent
health care as a cost-saving measure. (1) higher among women.

B In 1993 approximately 1.5 million persons weral Heart disease was the most common condition
under the care of a home health agency on an leading to utilization of home health care for both
average day. Of these patients, approximately women and men in 1993. Other frequent admission
three-quarters were 65 years of age and over and diagnoses among female patients included arthritis
two-thirds were women. and other musculoskeletal diseases, diabetes, and

B The rate of home health care utilization Stroke.

increases sharply with age. Among women the rate

of utilization in 1993 increased from just over 3 perReference

1,000 population among those 45—-64 years of age at o

the time of the survey to 132 per 1,000 among 1_. Dey AN. Characteristics of elderly men and women

th d 85 d E ! th t discharged from home health care services: United States,

h 0se age years and over. For men the ral€  1991_go aAdvance data from vital and health statistics; no 259.
increased from 3 per 1,000 among those aged Hyattsville, Maryland: National Center for Health Statistics.
45-64 years to 80 per 1,000 among those 85 yearg995.

of age and over.
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Substance Use

Figure 38. Substance use in the past month among women 15-44 years of age by pregnancy
and parental status: United States, 1994
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NOTES: Percents are adjusted for age and marital status. Cigarette smokers are those who reported having smoked at all
in the past 30 days. See Technical Notes for definitions of moderate to heavy alcohol use and illicit drug use, and the
method of age and marital status adjustment.

SOURCE: Substance Abuse and Mental Health Services Administration, Office of Applied Studies, National Household
Survey on Drug Abuse.

B Pregnant women and other women of B In 1994 the proportion of pregnant women
childbearing age are equally likely to have used  15-44 years of age who were moderate to heavy
alcohol, cigarettes, and illicit drugs at some time inalcohol users in the past month was 4 percent while
their lives. Among all women 15-44 years of age, 10 percent of women in this age group with

47 percent have ever used illicit drugs compared children were moderate to heavy alcohol users.

with 46 percent among currently pregnant women. B Twenty-one percent of pregnant women 15-44

Proportions of women using alcohol and cigarettes ars of age had smoked cigarettes in the past
in the past year also showed no differences betweérﬁomh corg ared with 29 elgcent of vlvomenpin this
pregnant women and all women in this age group. pe | 29 P

age group with no children and 32 percent of

B Among pregnant women 15-44 years of age, women with children. These data suggest that

2 percent used an illicit drug within the past month.reducing cigarette use during pregnancy is less
Among women in this age group without children likely to occur than reducing alcohol or illicit drug
8 percent had used an illicit drug, while among use.

nonpregnant women with children 7 percent had

used an illicit drug within the past month. This

suggests that 78 percent of drug using women stop

drug use during pregnancy, but that most resume

drug use after pregnancy.




Figure 39. Primary substance of abuse among admission to substance abuse treatment
facilities of women 15 years of age and over by race and Hispanic origin: United States, 12
months ending September 1993
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NOTES: Cocaine includes both crack and powder. Other drugs include marijuana, methamphetamines, and more than eight
other drug types. See Technical Notes for description of the data source.

Source: Substance Abuse and Mental Health Services Administration, Treatment Episode Data Set.

B Between October 1992 and September 1993, m Between October 1992 and September 1993,
women accounted for 28 percent of all reported  type of substance abuse was highly correlated with
admissions to publicly funded specialty substance race and ethnicity. Alcohol and alcohol combined

abuse treatment facilities. Non-Hispanic white with another drug was the primary substance of
women accounted for 56 percent of admissions of abuse among non-Hispanic white women, account
women, while non-Hispanic black women for 59 percent of admissions. Among admissions of

accounted for 32 percent and Hispanic women non-Hispanic black women, cocaine was the
accounted for 9 percent of all admissions of womemredominant type of substance abuse (53 percent)
including 45 percent who abused crack. Among
admissions of Hispanic women, the great proportion
rg43 percent) were a result of abuse of heroin.

B Among the 390,000 admissions of women to
publicly funded specialty treatment facilities in
fiscal year 1993, alcohol and alcohol combined wit
another drug was the primary substance of abuse B Women accounted for less than half of all

for 47 percent (26 percent and 21 percent). Cocain@dmissions to publicly funded specialty treatment
accounted for 26 percent of admission, most of  facilities for most types of substance abuse. In fiscal
which (19 percent) was crack cocaine and the year 1993 the exceptions were admissions for

remainder was powder. Heroin accounted for tranquilizers for which women accounted for
16 percent of all admissions of women, while other60 percent, and sedatives, for which 58 percent were
drugs accounted for 12 percent. women.
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Technical Notes

Cause of Death: Lung Cancer (figures 6 Estimated AIDS-Opportunistic lliness

and 9) (figure 11)
For the purpose of national mortality statistics, i
every death is attributed to one underlying Before 1993 the Centers for Disease Control

condition, based on information reported on the ~ (CDC) surveillance definition of acquired

death certificate. Most figures and tablesHealth, ~immunodeficiency syndrome (AIDS) included only
United States, 1998eflect groupings of deaths from OPPOrtunistic illness (AIDS-OI) diagnosed per year
the List of 72 Selected Causes of Death and HIV ©F quarter (adjusted for reporting delays). In 1993
Infection that follows theNinth Revision, the AIDS surveillance case definition was expanded
International Classification of Diseas¢kCD-9). to include a laboratory measure of severe

One of these groupings is Malignant neoplasms of IMMunosuppression (CDAT-lymphocyte count of
respiratory and intrathoracic organs (ICD-9 Nos. €SS than 200 cells/pL or a percent of total
160-165). These figures focus specifically on lymphocytes less than 14) and three additional
trachea, bronchus and lung cancer (ICD-9 No. 162AIDS-OI clinical conditions (pulmonary

and ICDA-8 No. 162), a subgroup of neoplasms of tuberculosis, recurrent pneumonia, and invasive
respiratory and intrathoracic organs. cervical cancer). Because most HIV-infected persons

do become severely immunosuppressed before the
onset of AIDS-OI, the addition of the CD4riteria
Underlying and Nonunderlying Causes resulted in a sharp increase in incidence rates for
of Death (figure 8) AIDS in 1993. In ord_er to examine tre_nds over
time, an adjustment is required to estimate the time
The U.S. standard death certificate is designedat which AIDS-OI will develop in persons reported
to collect information on all conditions that the with AIDS based on the CD4criteria.
medical certifier reported as contributing to the The estimated AIDS-OI incidence (figure 11) is
death, either directly or indirectly. The first section the sum of incidence in two groups. The first group
of the death certificate lists all of the condition(s) includes persons who were reported to AIDS
that directly led to the death, distinguishing betweeaurveillance as having AIDS-OI. Incidence in this
the immediate cause of death, any intermediate  group is estimated by adjusting reported cases for
cause(s), and the underlying cause of death. The delays in case reporting using maximum likelihood

second section requests information on other statistical procedures. The second group is
conditions that contributed to the death but did not comprised of persons reported as having AIDS
result in the underlying cause of death. based on a CD4count or percent. Most of these

The concept of an underlying cause of death igpersons will eventually have an AIDS-OI diagnosed.
based on the premise that, if the starting point of aCDC has estimated the number of persons who had
sequence of events is known, death can be or will have an AIDS-OI diagnosed after the date of
postponed by preventing the initiating cause from the reported CD4count or percent by month of
further impacting upon health. Cause-specific AIDS-OI diagnosis. CDC used data from the Adult
mortality is usually based on classifications of Spectrum of Disease Project to estimate the
underlying cause of death. This concept was probability distribution of the time interval between
developed when mortality patterns were dominateda CD4" count in a particular range and the
by infectious diseases, which tended to be the onlydiagnosis of an AIDS-OI.
serious condition present at the time of death. There is some uncertainty in these estimates of
Mortality patterns in the United States are currentlyAIDS-OI incidence. Part of the uncertainty results
dominated by chronic conditions and, because of from the need to adjust for delays in reporting of

common etiologies and concurrent disease AIDS causes. Additional uncertainty arises because
processes, these conditions often occur jointly (1). some persons reported with AIDS based on the
For analysis of trends over time and CD4" criteria die before an AIDS-OI is diagnosed
international comparisons, information on and, hence, should not contribute to the AIDS-OI
underlying cause of death is critical. However, to incidence estimate. Other persons reported with
gain a better understanding of the variety of AIDS based on the CD4criteria have an unreported

concurrent diseases contributing to death, it may b&IDS-OI diagnosis by the date of the CD4
important to have information on all diseases listeddetermination; thus, the estimation procedure counts
on the death certificate. their contribution to AIDS-OI incidence later than it




should. However, preliminary analyses show that eating, getting in and out of bed or chairs, walking,
the effect of these two sources of bias on estimatesind using the toilet, including getting to the toilet.

of AIDS-OI incidence is minimal, in that the Questions about these activities ask whether an
estimates change by only a few percentage points individual has any difficulty performing the activity
(2). without personal assistance or the assistance of

special equipment because of a health or physical
problem. If the individual has difficulty, then degree

Arthritis (figure 13) of difficulty is obtained, including whether he or she
] ) receives help from another person.
In the National Health Interview Survey The instrumental activities of daily living

one-sixth of.the respondents in any given year are (IADL) scale is used to assess home management
asked a series of questions regarding current boneang independent living skills. The activities

and muscle disorders. Conditions that are included in the IADL measure of disability include:
classifiable according to thaternational doing heavy work around the house, doing light
Classification of Diseases, 9th Revision, Clinical \york around the house, preparing meals, shopping
Modification (ICD-9-CM) to the following codes  for personal items, using a telephone, and managing
were used to define arthritis: 711, 711.0, 711.9, 71%;10ney. The degree of difficulty and receipt of help

712.8-712.9, 714-716.9, 720.0, and 721. are obtained in a manner similar to that used with
the ADL series.

Indicators of Disability and Functional Social Functioning (figure 17)

Limitation (figures 15 and 17) This is an indicator of whether the subject has

. . L . difficulty either forming or keeping friendships
Data on impairments, disabilities, or hand'capsbecausye of one or mgre ment%l gr emotiongl
presented in this chartbook conform closely to the disorders

definitions of impairment, disability, and .han_dicz.ip
as proposed by the World Health Organization in  Coping with Day-to-Day Stress (figure 17)

the International Classification of Impairments, o . .
Disabilities, and HandicapsBased on this This is an indicator of whether the subject has

classification, an impairment is defined as “any losdifficulty coping with day-to-day stress because of
or abnormality of psychological, physiological, or On€ or more mental or emotional disorders.
anatomical structure or function.” A disability is :
defined as “any restriction (resulting from a>r/1 Concen'gratlng Long Enough to Complete
impairment) of ability to perform an activity in the Tasks (figure 17)
manner or within the range considered normal for a  This is an indicator of whether the subject has
human being” (3). difficulty concentrating long enough to complete
tasks because of one or more mental or emotional

A . - disorders.
Activities of Daily Living and Instrumental

Activities of Daily Living (figures 15 and 17)

The activities of daily living (ADL) and The National Comorbidity Survey
instrumental activities of daily living (IADL) scales (figures 16 and 36)

are used to measure disability, primarily in The National Comorbidity Survey (NCS) was a
community-dwelling populations. Questions collaborative epidemiologic investigation of the
pertaining to ADL’s and IADL's are_perlodlcally prevalence, causes, and consequences of psychiatric
included in supplements to the National Health 1, ity and comorbidity in the United States that
Intc_arwew Sqrvey. The most recent supplement in was carried out between 1990 and 1992 by the
which questions were asked was the 1991 Institute for Social Research’s Survey Research
Suppler_nent on Health Promotion and Disease Center at the University of Michigan. In the NCS
Prevention. . . 8,098 persons 15-54 years of age who were in the
The ADL scale is comprised of a set of noninstitutionalized civilian population of the 48
self-maintenance activities speuﬂcglly designed to coterminous states were interviewed. Psychiatric
ﬁiagnoses were based on the American Psychiatric

functions. The activities included in the measure of pgqiation’sDiagnostic and Statistical Manual of
ADL disability are: bathing or showering, dressing, Mental Disorders, Revised Third Edition, 198the
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instrument used to generate these diagnoses was abuse disorder, mental retardation, or other mental

structured diagnostic interview designed to be usedr emotional disorder.

by trained interviewers who are not clinicians.

Respondents were asked about symptoms, from ]

which diagnoses were generated. Most of these Poverty Status (figures 23, 29, and 30)

diagnoses have high interrater reliability, test-retest

reliability, and validity (4). Respondents who

recalled symptoms of acute psychotic disorder,

which has been shown to be diagnosed with low

reliability and validity by structured interviews,

were reinterviewed by experienced clinicians.
The psychiatric diagnostic categories and

Poverty status is based on family income and
family size using poverty thresholds developed by
the U.S. Bureau of the Census (see Appendix II).
Poor persons are defined as having family incomes
below the poverty threshold and nonpoor persons
have incomes equal to or greater than the poverty

specific conditions included in figure 16 are definednreshold.
as follows:
B Depressive (affective) disorders: major Sedentary Lifestyle (figure 24)

depressive episodes, manic episodes, dysthymia,
anxiety disorders, panic disorder, agoraphobia
without panic disorder, social phobia, simple
phobia, and generalized anxiety disorder.

Sedentary lifestyle is defined as no self-reported
leisure time physical activity during the past 2 weeks.
Individuals with disabilities were asked if they had
done any exercises, sports or physically active hobbies
B Substance use disorder: alcohol abuse withoutin the past 2 weeks. All other persons were asked
dependence, alcohol abuse dependence, and drugabout the following specific activities: walking for
dependence exercise, gardening or yard work, stretching exercises,
liting weights, jogging or running, aerobics or aerobic
dancing, bicycle riding, stair climbing, swimming for
exercise, bowling, golfing, or playing the following
sports: softball, baseball, tennis,
handball/racquetball/squash, basketball, volleyball,

B Other disorders: antisocial personalities, and
nonaffective psychosis (schizophrenia,
schizophreniform disorder, schizoaffective disorder,
delusional disorder, and atypical psychosis).

The types of mental health services and soccer, or football. A final question was asked about
providers that correspond to the categories doing any other sport, exercise, or physically active
presented in figure 36 are defined as follows: hobbies.

u Health_ services: physicans (any specialty),
psychologists, counselors, and nurses The National Crime Victimization

B Human services: clergy, social workers, schooISurvey (figure 25)

personnel, hotlines, spiritualists, and herbalists ] ) S
The National Crime Victimization Survey

m  Self-help: all self-help groups. (NCVS) obtains information about crimes, including
incidents not reported to the police, from a
continuous, nationally representative sample. The
sample consisted of approximately 100,000 persons
12 years of age and over in 50,000 households in

Serious mental illness (SMI) was defined f(_)r he United States each year (5). This survey has
the 1989 Mental Health Supplement to the Nationaheen conducted annually since 1972.

Serious Mental lliness (figure 17)

Health Interview Survey as having one or more NCVS measures crimes of violence such as
psych|atr|_c disorders QUrlng the past year that rape, robbery, aggravated assault, and simple
seriously interfered with one or more aspects of a agsaylt. The survey also measures crimes of theft
person’s daily life. To make this determination, ersonal larceny with and without contact), and
household respondents were asked whether a”yongz)usehold crimes (burglary, household larceny, and
in the household had the following conditions: motor vehicle theft). The survey does not include
schizophrenia, paranoid or delusional disorder, murder, kidnapping, commercial crimes, and

manic episodes or manic depression, major incidents that the victim may not recognize as
depression, anti-social personality, crimes, such as fraud or con games.
obsessive-compulsive personality, or other severe In 1992 a redesigned NCVS interview

personality disorders, Alzheimer’s disease or other jnsirument was implemented. One of the goals of
type of senile disorder, alcohol abuse disorder, drughe NCVS redesign was to produce more accurate




reporting of incidents of rape and sexual assault arfde-for-service and HMO categories include people
other crimes committed by intimates and family ~ who were also covered by Medicare.

members. This was done by encouraging Only health care coverage categories for which
respondents to report incidents of this nature. there were a sufficient number of respondents to
The relationship of the victim to the offender calculate mammography estimates are shown in
was categorized as follows: figure 35. Due to small numbers, mammography
- . ) . data are not shown for women 50-64 years of age
| Intimate: spouse, ex-spouse, boyfriend, who reported only Medicare or military/CHAMPUS
girifriend, ex-boyfriend, or ex-girlfriend. coverage, and for women 65 years of age and over

m Other relative: a child or stepchild, parent or Who were uninsured or reported
stepparent, sibling, grandparent, in-law, cousin, or military/CHAMPUS coverage.
other relative.

B Acquaintance: a friend or former friend, Reasons for Physician Visits (figure 31)
roommate or boarder, schoolmate, neighbor,

someone at work, or other nonrelative known to From each sampled visit in the National
victim. Ambulatory Medical Care Survey and National

Hospital Ambulatory Medical Care Survey, the
patient's complaints, symptoms, or other reasons for
the visit are recorded in the patient’'s own words,
with the most important reason listed first. This
Legal Abortion (figure 28) infor_mation is then coded qccordin_g_ to an updated
version of A Reason for Visit Classification for

For each year since 1969 the Centers for Ambulatory Care(6). .
Disease Control and Prevention has compiled total ~_ The data on reasons for visits that are presented
abortion data from the States, the District of in figure 31 were collapsed into two broad
Columbia, and New York City. The number of categories, including (a) visits for diagnosis,
states with abortion data available by age fluctuate§Creening, administrative screening, or test results,
but was smallest in 1975 with 23 plus the District and (b) all other visits. Examples of specific reasons
of Columbia and highest in 1991 and 1992 at 41 that fall into the first category (diagnosis, testing,
States plus the District of Columbia and New York and administrative reasons) are as follows:
City.

B Stranger: someone completely unknown by
victim.

Diagnosis and screening refer to group of
sons for physician visits having to do with
%eneral or special examinations, diagnostic tests,
screening and other procedures, and family

|
For calculations of ratios by age, abortions Witr}ea
unknown age have been distributed in proportion t
abortions with age known.

planning.
Health Care Coverage (figures 29, 30, m Test results include all abnormal test results and
and 35) followups for test results.

B Administration refers to physical examinations

The data in these figures are based on the  required for specific reasons, such as employment,
one-half sample that received the 1993 National = gchool, insurance, or marriage.

Health Interview Survey (NHIS) Year 2000
Supplement.

Uninsured individuals were identified as those Home Health Care (figure 37)
who did not report private insurance, Medicare,
Medicaid, military/CHAMPUS/CHAMP-VA, or The National Home and Hospice Care Survey
public assistance coverage. The category pertainingefines home care as care that is provided to
to health maintenance organization (HMO) coveragedividuals and families in their places of residence
includes all persons who reported having HMO  to promote, maintain, or restore health or to
coverage, regardless of any other type of health maximize the level of independence while
insurance coverage they reported. The Medicaid minimizing the effects of disability and iliness,
category excludes persons with HMO coverage, buncluding terminal illness.
otherwise includes persons who reported Medicaid Current home health care patients are defined
irrespective of other coverage reported. Among  as patients who were on the rolls of the sampled
people 65 years of age and over, both agency as of midnight on the day immediately prior
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to the date of the survey. See Appendix | on
National Home and Hospice Care Survey for furthefiacilities in the United States by fiscal year. TEDS

information on sample design.

Alcohol Use and lllicit Drug Use
(figure 38)

Moderate to heavy alcohol use is defined as
drinking 15 or more drinks in the past 30 days.
Illicit drug use is defined as any nonmedical use ofpy the National Institute on Drug Abuse starting
marijuana or hashish, cocaine (including crack),
inhalants, hallucinogens (including LSD and PCP), January 1, 1990. As of October 1, 1992, the survey
heroin, or psychotherapeutics at least once in the was sponsored by the Substance Abuse and Mental

past 30 days.

Standardization by Age and Marital

Status (figure 38)

publicly funded specialty substance abuse treatment

data are collected primarily to monitor treatment
services, including inpatient, outpatient, and
long-term residential treatment, delivered by these
facilities. It is estimated that 94 percent of specialty
substance abuse treatment providers receive public
funds. The TEDS reporting system, formerly the
Client Data System, was begun under sponsorship

with substance abuse treatment admissions on

Health Services Administration (SAMHSA).

TEDS data are reported to the States by
approximately 6,600 treatment facilities, and then
compiled and submitted by the States to SAMHSA.
The data collected focus primarily on the substance

For the comparisons in Figure 38 adjustment bgbuse patterns and demographic characteristics of
age and marital status, using the direct method, wasients at the time of admission. Over 99 percent of
performed. This adjustment is the application of theesponses have complete race information, and
age and marital status specific rates in a populatio®7 percent obtain complete information on type of
of interest to a standardized age/marital status
distribution in order to eliminate differences in the shown in Figure 39 are for 45 States plus the
observed proportions that result from age and
marital status differences in population compositionKansas, Mississippi did not report to TEDS in fiscal
Proportions were adjusted to a standard million
population of women 15-44 years of age who
reported they were pregnant at the time of the

Table I. Standard million age and marital status distribution used

to adjust proportions of women in the National Household
Survey on Drug Abuse

substance abuse at the time of admission. The data
District of Columbia. Arizona, Nebraska, Kentucky,

year 1993.

For more information on TEDS, see: Advance
Report 12 Client Admission to Specialty Substance
Abuse Treatment in the United States: Treatment
Episode Data SefTEDS) or contact: Office of
Applied Studies, Substance Abuse and Mental
Health Services Administration, Room 16-105,
5600 Fishers Lane, Rockville, MD 20857.

Allages . . ... 1,000,000

15-17 ... Married. . . ... ... 1,458
Never married. . . .. .. ............ 32,791 References
Other* . . ... ... ... . ... ... 572

18-25 ... Married. . . ........ ... 192,044 ) . )

825 N:\;re;?%arried ................... 1251242 1. Is_rael RA, Rosenberg HM, Curtin LR. An_alytlcal potential for

Other* . . . o oo 22,178 Multiple cause-of-death data. Am J Epidemiol 124:161-79. 1986.

25-34 ... '\N":\:g‘:%a'mea """""""""" 322'238 2. Centers for Disease Control and Prevention. HIV/AIDS
othert . ... oTir 31:840 Surveillance Report. 6(2):37-38. 1994.

35-44 ... Married. ... 126,653 3. World Health Organization. International Classification of
(N)ftyer marmied. . .. ;%% Impairments, Disabilities, and Handicaps. Geneva: World Health

L o s

* Other includes separated, widowed, and divorced.

Organization. 1980.

4. Kessler RC, McGonagle KA, Zhao S, et al. Lifetime and
12-month prevalence of DSM-III-R psychiatric disorders in the
United States. Arch Gen Psychiatry 51:8-19. 1994.

survey in the 1994 National Household Survey on 5. Bachman R, Saltzman LE. Violence against women: Estimates
Drug Abuse sample. Adjustment is based on 12 agkom the Redesigned Survey. NCJ-154348. 1995.

and marital status groups as shown below.

The Treatment Episode Data Set
(figure 39)

6. National Center for Health Statistics. A reason for visit
classification for ambulatory care, United States. National Center
for Health Statistics. Vital Health Stat. 2(78). 1979.

The Treatment Episode Data Set (TEDS)
contains data on a census of all client admissions to




Data Tables for Figures 1-37

Figure 1
Year Women Men
1940, .. .. 65.2 60.8
1950 . . ... 71.1 65.6
1960 . ..., ... 73.1 66.6
1970 . .. o 74.7 67.1
1971 . .. 75.0 67.4
1972 ... 75.1 67.4
1973 . .. 75.3 67.6
1974 . .. 75.9 68.2
1975, .. 76.6 68.8
1976 . . .o oo 76.8 69.1
1977 . .. 77.2 69.5
1978 . .. 77.3 69.6
1979 . . . 77.8 70.0
1980. ... 77.4 70.0
1981 . ... o 77.8 70.4
1982. .. ... 78.1 70.8
1983. ... 78.1 71.0
1984 . ... 78.2 71.1
1985. .. ... . 78.2 71.1
1986 . ... o 78.2 71.2
1987 . ... 78.3 71.4
1988. ... .. . 78.3 71.4
1989 . ... 78.5 71.7
1990 . .. .. 78.8 71.8
1991. ... ... 78.9 72.0
1992, ... ... 79.1 72.3
1993 . ... 78.8 72.2
Cause of death Women Men

Figure 2
Cancer . ... 28.1 24.7
Unintentional injuries. . .. ............... 15.0 51.2
Heartdisease. . .. .................... 11.4 29.0
HIVIAIDS. . . ... . 9.1 57.0
Homicide. .. ....... .. ... .. ... ... .... 6.4 22.3

Figure 3
Cancer .. ... .. 240.1 298.7
Heartdisease. . .. .................... 120.7 308.2
Stroke. . ... 26.2 33.3
Chronic obstructive pulmonary disease. . . . .. 23.6 29.7
Diabetes . . ........ ... ... ... . 20.4 23.8

Figure 4
Cancer .. ... 688.4 1,113.3
Heartdisease. . .. .................... 589.3 1,175.3
Chronic obstructive pulmonary disease. . . . .. 135.6 208.4
Stroke. . ... 118.7 157.4
Diabetes ... ......... ... .. ... .. .. ... 76.6 85.1
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Figure 5 Figure 6

Women Men Breast cancer Lung cancer
Ischemic Ischemic
Heart heart Heart heart
Year disease disease disease disease Black White Black White
1970 . . ... 175.2 - - - 348.5 - - - 215 23.4 10.0 9.4
1971 . ..o 171.7 - - = 344.1 - - = 22.7 22.8 11.0 10.1
1972 ... 170.3 - - = 343.1 - - = 23.1 23.4 10.6 11.0
1973 . ... 165.6 - - - 337.3 - - - 23.6 23.4 11.9 11.2
1974 ... 157.1 - - = 321.3 - - = 24.0 23.0 125 12.1
1975, ... 147.4 - - = 305.7 - - = 22.1 22.8 12.9 13.0
1976 . .. ..o 144.4 - - - 300.2 - - - 22.0 23.0 13.7 13.9
1977 . oo 139.9 - - = 291.3 - - = 24.0 233 15.2 14.7
1978 . ... 138.5 - - = 286.2 - - = 233 22.8 15.3 15.8
1979 . ... 136.8 97.3 278.9 216.2 22.7 22.4 16.6 16.4
1980 . . ..o o 140.3 98.8 280.4 214.8 233 22.8 18.5 17.6
1981. . ... 135.3 94.5 2715 206.1 23.7 22.8 18.9 18.2
1982, ... ... 132.7 92.2 264.9 200.1 24.7 22.8 19.5 19.4
1983 . . ... 132.6 90.5 262.2 193.8 24.6 22.7 21.2 20.5
1984 . ... ... 129.5 87.2 254.1 185.2 26.4 23.2 20.7 21.0
1985. . ... ... 127.4 84.2 250.1 179.6 255 23.4 21.8 22.1
1986. .. ... 124.8 80.7 240.9 168.8 26.2 23.1 22.6 225
1987 . .. 121.9 78.0 232.7 161.5 26.9 22.9 237 233
1988 . .. ... 120.1 76.1 228.0 155.9 275 23.1 24.3 24.3
1989 . .. ... 112.7 72.6 214.0 149.0 26.5 23.1 25.0 25.3
1990 . . . ... 108.9 70.2 206.7 144.0 275 22.9 26.4 25.9
1991 . . ... 106.3 68.0 201.0 138.7 27.6 225 26.1 26.1
1992, .. ... 103.8 65.7 195.1 133.8 27.0 21.7 27.3 26.7
1993 . ... ... 105.0 65.4 195.5 132.3 27.1 21.2 27.0 26.0
Figure 8
Figure 7 Women Men
Underlying or Underlying or
Year Women Men Underlying nonunderlying Underlying nonunderlying
1970 . . ool - - = - - = 14.4 47.4 135 49.9
1971 . ... - - = - - = 14.0 46.4 13.2 49.7
1972 ... - - - - - = 13.7 46.2 13.1 49.8
1973 . ..o - - = - - = 131 45.2 12.8 49.6
1974 . ... - - = - - = 12.6 433 121 47.9
1975, ... - - - - - - 11.4 39.9 11.3 45.6
1976 . . ..ol - - = - - - 10.9 38.3 10.8 44.3
1977 .o oo - - = - - = 10.1 36.3 10.3 42.4
1978 . ... - - - - - - 10.0 35.3 10.3 41.4
1979 . ...l 7.7 24.3 9.5 34.0 10.0 39.8
1980. . . ..o 8.9 26.1 10.0 35.5 10.2 41.2
1981. ... ... 95 26.2 9.6 34.6 10.0 40.7
1982, . ... 9.8 25.6 9.4 33.9 9.8 40.3
1983 ... ... 10.9 27.2 9.8 34.7 10.0 41.0
1984 . ... ... ... 11.4 27.2 9.2 343 9.9 41.2
1985. . . ... ... 125 28.1 9.4 34.6 10.0 41.7
1986. .. ... ... 12.8 27.9 9.3 34.4 10.0 415
1987 . ... 13.2 27.3 9.4 34.3 10.4 42.1
1988 .. ... ... 14.0 27.9 9.8 34.6 10.7 42.6
1989. ... ... ... 14.7 26.9 11.0 34.8 12.2 42.8
1990 . .. ... ... ... 14.7 27.2 11.1 34.4 12.3 43.1
1991 .. ... 155 27.0 1.1 34.4 12.6 43.3
1992, ... ... ... ... 155 26.4 11.1 34.4 12.7 433
1993 ... ... ... ... 17.1 27.8 11.7 35.2 13.4 45.2
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Figure 9

Year Breast Colorectal Lung Uterus Ovary Cervix
1973 ... 82.5 41.6 18.2 28.4 14.1 14.2
1974 . ... ..o 94.6 41.6 19.9 30.8 14.7 12.7
1975 . ... oo 87.9 42.7 215 32.1 14.1 12.4
1976 . ... .o 85.3 43.1 23.8 31.0 13.7 12.0
1977 ... 83.9 435 24.7 28.5 13.6 10.9
1978 . . ..o 84.0 43.9 26.2 26.5 13.2 10.5
1979 . ... o 854 43.0 27.8 24.9 13.2 10.6
1980 . ... .. 85.2 445 28.1 24.2 13.3 10.2
1981 . ... 88.7 445 30.8 24.0 13.2 9.0
1982. ... . 89.2 42.9 324 23.7 13.4 8.9
1983 . ... ... 93.2 43.6 33.3 23.4 13.7 8.8
1984 . ... ... 96.9 44.2 34.6 22.6 14.0 9.2
1985. ... ... 103.8 453 35.3 22.0 14.3 8.5
1986 . . ... ... 106.3 43.3 37.0 21.3 12.9 8.9
1987 .. .o 112.8 415 38.6 215 13.8 8.3
1988 . ... ... 110.0 40.6 40.4 20.5 14.9 8.8
1989 . ... .. 106.1 40.9 39.9 21.3 15.3 8.8
1990 . ... ... 109.6 40.4 41.4 21.8 15.2 8.9
1991 . ... 111.5 39.2 42.9 21.2 15.3 8.4
1992, ... .. 110.6 38.7 42.6 21.6 14.7 8.3
Figure 10
American Indian Asian or
Non-Hispanic white Non-Hispanic black Hispanic or Alaskan Native Pacific Islander
3.7 61.2 235 4.4 1.7
Figure 11
Month and year Women Men
January—June 1985 . .. ... ... .. 360 4,700
July-December 1985 . . ... ... ... 460 6,000
January=June 1986 . ... ... .. ... 700 7,800
July-December 1986 .. ... .. ... . ... 750 9,300
January=June 1987 . ... ... ... 1,100 12,000
July—December 1987 . . ... ... . ... 1,400 13,000
January=June 1988 . .. .. ... ... ... 1,700 14,900
July-December 1988 . . ... ... ... ... 1,800 15,200
January=June 1989 . .. ... .. ... 2,100 17,500
July—-December 1989 .. .. ... .. ... 2,200 17,500
January=June 1990 . .. ... ... 2,600 19,200
July-December 1990 . . ... ... ... 2,600 18,700
January=June 1991 . .. ... .. ... 3,200 21,500
July-December 1991 .. ... ... ... ... 3,400 21,600
January=June 1992 . .. ... ... 4,000 24,000
July—December 1992 . . . . ... .. ... 4,100 23,400
January—=June 1993 . .. ... ... 4,600 24,100
July-December 1993 . . ... ... ... 4,600 23,500
January=June 1994 . .. .. ... 5,200 25,600
July-December 1994 . . ... ... ... 5,200 24,800
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Figure 12

Year Women Men
1082 . . 15.7 38.6
1083 . . 15.2 37.9
1084 . . 15.4 39.6
1085 . . 14.9 34.0
1086 . . . 16.1 38.2
1087 . o 15.8 46.2
1088 . . 13.1 421
1089 . . 18.2 39.6
1990 . . . 18.6 35.6
1099L . . 20.9 39.2
1992 . . 22.6 32.7
1993 . . 21.3 38.0
10994 . L 19.5 28.3
Figure 13
65-74 years 75 years and over
Sex Total Not limited Total Limited Not limited Total Limited Not limited
Women.................. 27.7 20.7 48.8 12,5 36.3 56.5 15.8 40.7
Men ....... ... ... .. ... 16.6 14.0 40.5 7.8 32.7 40.3 9.1 31.2
Figure 14
50-59 60-69 70-79 80 years
Significant bone loss years years years and over
Total ... 55 69 88 95
Osteopenia . . ..........iinnen... 51 50 57 45
OStEOPOrOSIS « .« « v v v vt e e e 4 19 31 50
Figure 15
45-64 years 65—74 years 75 years and over
IADL IADL IADL
difficulty ADL difficulty ADL ADL difficulty ADL ADL
Sex Total only difficulty Total only difficulty ~ with help  Total only difficulty  with help
Women . . . 14.7 9.9 2.8 24.0 14.5 5.0 4.5 40.9 20.0 9.5 11.4
Men .. ... 8.0 3.8 2.4 13.6 7.7 3.8 2.2 23.2 9.8 6.1 7.3

NOTES: IADL, instrumental activities of daily living. ADL, activities of daily living.
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Figure 16 Figure 17

Substance Instrumental Coping with  Concentrating
Any Depressive  Anxiety use Any nonwork  activities of Social day-to-day to complete

Sex disorder disorder disorder disorder limitation daily living functioning stress tasks

Women . ... .. 47.3 23.9 305 17.9 71.3 16.9 41.9 65.9 41.4

Men ........ 48.7 14.7 19.2 35.4 87.0 347 60.0 79.1 59.2

Figure 18
20-29 30-39 40-49 50-59 60-69 70-79 80 years
Sex years years years years years years and over
Women............. ... 0.7 5.2 12.6 38.9 51.6 66.2 70.5
Men . ... 4.7 124 24.1 40.2 50.3 59.4 56.0
Figure 19
20-59 years 60 years and over
Nonpharmacologic Nonpharmacologic

Sex Medication means Uncontrolled Medication means Uncontrolled

Women............... 27.9 30.7 41.4 23.4 5.0 71.7

Men ................. 16.5 16.1 67.3 20.8 4.7 74.5

Figure 20

Year Women Men
1965 . . 34.0 51.6
1974 . 325 42.9
1976 . o 32.6 41.9
1977 o 32.8 40.6
1978 . 31.1 37.8
1979 . 30.3 37.2
1980 . . . 29.6 36.5
1983 . 29.9 34.7
1985 . 28.2 32.1
1987 . 26.7 31.0
1988 . . 26.0 30.1
1989 . . 243 27.6
1990 . . o 23.1 28.0
1991 . L 23.6 275
19092 . 24.8 28.2
1903 . L 22.7 275
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Figure 21

Less than More than
Race and Hispanic origin high school High school high school
Allwomen . ... ... 31.8 27.7 18.1
Non-Hispanic white. . . . ......... ... ... ... ...... 40.0 29.3 184
Non-Hispanic black. . . . ......................... 31.9 24.9 22.5
Hispanicorigin. . ...... ... ... .. .. 13.9 18.5 11.6
Figure 22
20-74 20-39 40-59 60-74
Year years years years years
196062 . . . ..o 25.6 16.4 30.8 45.8
197174 . 25.9 17.4 32.8 39.2
197680 . . . oot 26.5 18.9 33.0 37.7
198891 . ... 34.1 26.8 42.2 41.1
Figure 23 Figure 24
Less than More than
Race and Hispanic origin Total Nonpoor Poor Total high school High school high school
Non-Hispanic white. . . . . 30.9 29.0 47.1 27.7 40.9 29.4 20.0
Non-Hispanic black. . . . . 48.8 49.2 50.6 38.8 49.0 37.6 29.0
Mexican American . . . .. 47.3 45.9 48.5 R R R L
Hispanic . ........... R R R 39.0 51.9 33.8 28.4
Figure 25
Sex Intimate Other relative Acquaintance Stranger
Women.................. 9.3 2.8 12.9 7.4
Men .......... ... ... ... 14 1.2 17.2 19.0
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Figure 26 Figure 28
15-19 20-24 25-29 30-34 35-39 40-44 Less than 15-19 20-34 35-39 40 years
Year years years years years years years 15 years years years years and over
1960........ 91.4 47.5 20.0 14.2 12.0 15.1 - - - - - = - - = - - = - - =
1965........ 92.7 51.4 19.7 11.7 11.4 11.0 - - = - - = - - = - - - - - =
1970. ....... 93.0 57.0 24.4 11.8 9.4 10.6 - - - - == - - = - - - - - =
1975. ... ... 92.6 62.5 311 15.2 9.6 8.8 1,193 542 253 422 668
1976........ 1,208 582 271 419 712
1977 .. ... ... 1,123 568 274 424 755
1978 .. ... ... 1,149 650 304 435 788
1979, ....... R R C R C R 1,196 676 307 407 746
1980........ 93.4 66.2 38.9 19.7 125 9.0 1,397 714 323 410 807
1981........ 93.5 66.2 39.6 20.9 13.1 9.4 1,393 716 324 404 789
1982........ 93.6 66.4 40.2 22.0 13.7 9.8 1,337 722 330 379 777
1983........ 93.6 66.7 40.6 231 14.2 10.3 1,486 727 325 361 707
1984, ....... 93.7 67.2 41.0 24.0 14.8 11.0 1,439 697 313 334 640
1985........ 93.7 67.7 415 24.6 15.4 11.7 1,376 688 302 336 623
1986........ 93.8 68.0 42.0 25.1 16.1 12.2 1,163 650 297 313 590
1987 . ... ... 93.8 68.2 425 255 16.9 12.6 1,275 668 298 297 555
1988........ 93.8 68.4 43.0 25.7 17.7 13.0 949 624 288 280 514
1989........ 93.7 68.4 433 25.9 18.2 135 886 560 281 271 496
1990........ 93.3 68.3 435 25.9 18.5 13.9 844 515 290 273 501
1991........ 93.0 67.9 43.6 26.0 18.7 14.5 767 462 291 262 469
1992, ....... 92.7 67.3 43.7 26.0 18.8 15.2 790 440 290 256 454
1993........ 92.6 67.7 43.8 26.1 18.8 15.8 - - - - - - - - - - - - - - -
Figure 27
15-19 20-24 25-34 35-44
Year years years years years
1978-82 . ........... 69.4 37.4 27.6 24.0
1984-88 . ........... 71.2 44.9 30.2 33.6
Figure 29 Figure 30
Previously Never
Poverty status All Married married married All Private Public Uninsured
Poor . ....... 36.4 38.4 37.3 29.4 15.9 8.8 6.3 28.6
Nonpoor . . ... 114 9.3 18.0 11.7 10.1 7.5 7.6 294
Figure 31
15-44 years 45-64 years
Diagnosis/ Diagnosis/
All screen/ Other All screen/ Other
Sex ambulatory care test results reasons amubulatory care test results reasons
Women................... 3.9 1.0 2.8 4.2 0.6 35
Men ......... ... ......... 21 0.2 1.9 3.1 0.4 2.6
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Discharge diagnosis Women Men
Figure 32
Heartdisease. . .. ................. 16.5 31.1
Malignant neoplasms . . ............. 10.1 8.4
Psychoses. . ..................... 4.7 4.8
Benign neoplasms . . ............... 4.1 0.8
Cholelithiasis . . .. ................. 4.0 1.8
Figure 33
Heartdisease. . .. ................. 69.9 87.8
Malignant neoplasm . . . ............. 20.6 30.8
Fractures. .. ....... ... ... ... .... 195 8.5
Stroke . . . ... 18.5 20.2
Pneumonia . ............ .. ... ... 17.2 23.1
Figure 34
Less than High More than
Year high school school high school
1970 . . oo 54.7 74.6 81.3
1971 . 55.4 75.1 82.1
1972 . 56.9 76.1 83.2
1973 . 58.6 77.3 84.1
1974 . 59.9 78.4 85.5
1975 . 60.4 78.5 85.9
1976 . . 61.8 79.4 86.4
1977 62.1 79.4 86.6
1978 . 62.1 80.1 87.0
1979 . 63.2 80.7 87.7
1980 . . oo 63.4 81.1 88.1
1981 . . 62.7 80.7 88.3
1982, . 61.6 80.2 88.2
1983 . 61.7 80.0 88.4
1984 . . 61.9 80.0 88.5
1985 . . 61.6 79.5 88.4
1986 . . . . 61.0 78.9 88.4
1987 . 60.3 78.4 88.5
1988 . . . 60.4 78.7 88.8
1989 . . 58.0 77.8 88.7
1990 . . . oo 58.2 77.8 89.0
1991 . . 59.1 78.1 89.1
1992 . . 61.1 78.8 89.5
1993 . . 63.2 79.6 89.9
Figure 35
50-64 years 65 years and over
Health Health
maintenance Fee-for- maintenance Fee-for-
organization service Medicaid Uninsured organization service Medicaid Medicare
58.6 49.7 39.6 20.2 52.8 40.3 32.7 25.6
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Figure 36 Figure 37

All mental Health Human 45-64 65-74 75-84 85 years

Sex health services services services Self-help years years years and over
Women........... 55.1 46.6 242 13.7 35 20.1 53.5 132.2
Men ............. 42.3 315 16.6 16.4 3.0 14.8 35.6 80.0

Figure 38

Moderate to Hicit

Pregnancy and parental status Cigarettes heavy alcohol drugs
No children and not pregnant. . . . ..................... 29.2 16.3 8.3
Pregnant . . ... .. 21.2 4.4 1.8
Have children under 18 years of age and not pregnant . . . . .. 31.6 9.7 6.7

Figure 39

Alcohol Alcohol Other

Race and Hispanic origin only with drug Cocaine Heroin drug

AlLWOMEN . . .o 26.3 20.5 25.7 15.7 11.8
Non-Hispanic white. . . .. ........ . ... ... .. ... . ... 35.7 22.8 12.6 131 15.7
Non-Hispanic black. . . ... ...... ... ... . ... . .. 114 17.6 52.7 13.6 4.7
Hispanic origin. . . . ... ... 15.4 13.3 17.5 43.0 10.8
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