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Recent data releases from the National Center for
Health Statistics, Centers for Disease Control and Prevention track trends in smoking during pregnancy in
the 1990s, profile patterns of ambulatory care for
women, and provide the latest mortality data for the
nation. A new feature on the NCHS/CDC website
offers access to early release of data from the National
Health Interview Survey on key health indicators.
SMOKING RATES AMONG PREGNANT WOMEN
DROP STEADILY IN THE 1990S
The rate of smoking during pregnancy dropped 33%
from 1990 to 1999, so that in 1999 just over 12% of all
women reported smoking during their pregnancies,
according to a new report from NCHS. The greatest
success in reducing smoking was for women in their
late twenties and early thirties, where there was a
greater than 40% drop since 1990. Teenagers were
more likely than women of any other age to smoke
while pregnant. After experiencing a dramatic 20%
decline in the first part of the decade, smoking rates
among pregnant teenagers—unlike women of all other
ages—increased by 5% from 1994 to 1999. The highest rate in 1999 (19%) was for women 18–19 years of
age.
“Smoking During Pregnancy in the 1990’s”1 presents an analysis of the current patterns and trends in
smoking by age, race, and ethnic origin on a national
basis as well as a state-by-state breakdown of smoking
rates for each year and the percent change from 1990
to 1999. NCHS tracks smoking rates among pregnant
women because of the serious consequences to their
babies, such as low birthweight, growth retardation,
and infant mortality.
Other highlights of the report show that women of
all race and ethnic groups were less likely to smoke
during pregnancy in 1999 than they were in 1990. Of
all groups, American Indian women still have the highest rate of smoking during pregnancy (20%) and had
the smallest reduction in that rate. Smoking rates are
still high for non-Hispanic white mothers (16%), whose
rate dropped by 25%. Rates were lower for Hispanic
and non-Hispanic black women during pregnancy, and
those rates were further reduced by about 45% during
the 1990s. Already the lowest, smoking rates during
pregnancy for Asian and Pacific Islander women were
cut by 47%, to a smoking rate of 3% by 1999. Non-

Hispanic white teens had the highest rate overall at
30% and represent one in seven of all women who
smoked during pregnancy. There is great variation in
smoking rates within racial and ethnic groups as well.
Puerto Rican mothers were more likely to smoke during pregnancy (11%) than any other Hispanic group.
Hawaiian mothers have higher rates (15%) than any
other Asian and Pacific Islander women.
The percent of mothers who smoked during pregnancy in 1999 ranged from about 2% for those with
four or more years of college to 29% for those who did
not complete high school. Nearly one-half of nonHispanic white women with 9–11 years of education
smoked during pregnancy. The report includes data
for most states, the District of Columbia, and New
York City, all of which reported a drop in smoking
rates from 1990 to 1999. The District of Columbia
reported the largest single decline, a 77% drop, followed by Massachusetts and Arizona which cut their
rates by more than 50%. New York City, the District of
Columbia, Texas, Arizona, and Hawaii have the lowest
smoking-during-pregnancy rates—less than 8% in 1999.
Women who smoked during pregnancy were more
likely to have a low birthweight infant (12.1%) compared to women who did not smoke (7.2%) in 1999.
Data on smoking during pregnancy are based on
information reported on birth certificates filed in state
vital statistics offices and reported to NCHS through
the National Vital Statistics System. Currently the birth
certificate obtains information on whether the mother
smoked during pregnancy and the number of cigarettes per day. Because of the importance of this information, questions on tobacco use are being improved
and expanded to provide more detailed information
on smoking patterns immediately before and during
pregnancy.
Copies of the report can be viewed or downloaded
without charge from the CDC home page available at
http://www.cdc.gov/nchs
NEW STUDY PROFILES
WOMEN’S USE OF HEALTH CARE
Women are more likely to visit the doctor and more
likely to receive annual health exams than men according to a new study that examines women’s use of
ambulatory medical care in 1997 and 1998. Even excluding pregnancy-related visits, women were 33%
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more likely than men to visit a doctor, although this
difference decreased with age. The rate of doctor visits for such reasons as annual examinations and preventive services was 100% higher for women than for
men, and medication patterns differed significantly.
Women were not only more likely to receive hormones,
but also dramatically more likely to have an antidepressant prescribed.
“Utilization of Ambulatory Medical Care by Women:
United States, 1997–98”2 describes the 500 million
ambulatory medical care visits to doctors’ offices and
hospital outpatient and emergency departments made
each year by women 15 years of age and older. The
report covers patient characteristics such as age, race,
insurance coverage, and health care provider characteristics, including place and type of care.
Among the highlights of the report:
• On average, women made about 4.6 visits a year
from 1997 to 1998, ranging from 3.8 for those
ages 15–44 to about double that for those 65 and
older.
• Visits by younger women were more likely to be
to primary care physicians and emergency departments, while older women were more likely
to see specialists.
• Compared with white women, black women had
higher rates of visits for hypertension, complications of pregnancy, and diabetes.
• More than four out of five ambulatory medical
care visits were made to office-based physicians;
the rest were about equally divided between hospital outpatient and emergency departments.
• The most common diagnostic or screening service for women was blood pressure screening,
performed in over half of all visits. Pelvic exams
were performed during about 14% of the visits
and urinalysis in about the same number of visits. The rate of mammography was about 29%
lower for women 65 and over than for women
45–64 years of age.
• Among the major classes of drugs, those most
frequently prescribed for women were for the
cardiovascular-renal and central nervous systems,
as well as hormones. The specific therapeutic
classes most frequently prescribed were nonnarcotic analgesics, antidepressants, and estrogen/
progestin.
• The most frequent sources of payment for ambulatory care visits by women were private insurance (50%), Medicare (22%), and Medicaid
(9%). The proportion of visits covered by private

insurance was 1.3 times as high among white
women as among black women. In contrast, the
proportion of ambulatory visits by black women
covered by Medicaid was more than three times
as high as the proportion of Medicaid visits by
white women.
NCHS/CDC conducts annual surveys of physician
visits to office-based practices and to hospital outpatient and emergency departments as part of its National Health Care Survey which also covers hospitals,
nursing homes, hospices and home health care. For
more information about the survey and to view or
download the report, visit the website.
MORTALITY DATA FOR 1999 RELEASED
Mortality for several leading causes of death declined
in 1999, according to “Deaths: Preliminary Data for
1999.”3 The report shows that age-adjusted death rates
continued to fall for heart disease and cancer, the two
leading causes of death in the United States that account for more than one-half of all deaths in the
country each year. In addition, suicide, homicide, and
firearm mortality dropped an estimated 6% from 1998
to 1999. At the same time there were increases for
other leading causes of death, including septicemia
(6.6%), hypertension (5%), chronic lower respiratory
diseases (4%), and diabetes (3.3%).
Mortality from HIV infection, which dropped more
than 70% over the previous three years (1996–98),
continued this trend by decreasing nearly 4% in 1999.
Though it is no longer ranked among the leading
causes of death in the United States, HIV infection
still ranks fifth among 25–44 year-olds, and is the leading cause of death for black men in this age group.
Among black women in this age group, HIV ranks
third as the cause of death. HIV mortality declined
26% in 1996, 48% in 1997, and 21% in 1998.
This latest report incorporates several significant
methodological changes, including a more up-to-date
age distribution for the US population for calculating
age-adjusted death rates and an updated cause-of-death
classification and coding system (the Tenth Revision
of the International Classification of Diseases, issued
by the World Health Organization (ICD-10). While
the five leading causes of death in 1999—heart disease, cancer, stroke, chronic lower respiratory disease
(formally classified as “Chronic obstructive pulmonary
diseases and allied conditions”), and accidents (unintentional injuries)—remained unchanged from the
previous year, some significant changes did occur in
the ranking of leading causes. Suicide dropped from
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8th to 11th among leading causes of death as the
number of suicides in the United States fell more than
5%, from 30,575 in 1998 to 29,041 in 1999.
The new cause-of-death classification system also
resulted in a significant shift in ranking for Alzheimer’s
disease. In 1998, Alzheimer’s disease ranked 12th
among leading causes of death, but jumped to 8th in
1999 (due mainly to the inclusion of a cause of death
formerly classified separately as “presenile dementia,”
which accounted for a substantial number of additional Alzheimer’s deaths in 1999). The 44,507 deaths
from Alzheimer’s disease in 1999 surpassed the totals
for other major causes of death, including motor vehicle accidents and breast cancer. The report also shows
that the national infant mortality rate was 7.1 infant
deaths per 1,000 live births in 1999, compared with
7.2 in 1998. However, the difference was not statistically significant.
Information on causes of death is recorded on death
certificates by physicians, medical examiners, and coroners, and reported to the state vital statistics offices.
Demographic information is provided by funeral directors, based on information from informants, who
are usually family members. The report is on the
website.
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tion, NCHS has established an electronic series of
releases available on the NCHS website. A set of indicators has been chosen, covering such measures as
health insurance coverage, usual source of medical
care, and failure to obtain needed medical care, as
well as health behaviors and risk factors such as smoking, excessive alcohol use, physical activity, and overweight. This release includes self-assessed health status
and the use of preventive services including influenza
and pneumococcal vaccinations. The early releases
now include data from January through March, 2001;
trends are provided back to 1997. The series will be
updated regularly.
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EARLY RELEASE OF DATA FROM THE
NATIONAL HEALTH INTERVIEW SURVEY
To speed access to data from this annual comprehensive health survey based on household interviews with
a sample of the nation’s noninstitutionalized popula-
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