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Abstract

The reported prevalence of diseases increased among older Americansin recent years. The largest
increases have been in the proportion of the population with heart disease and cancer. There hasalso
been a decrease in the number of older personswith no disease and an increase in the proportion of
people with multiple conditions. The severity of disability among women with most diseases has
been reduced; among men there has been no reduction in disability. Both the prevalence of diseases
and the prevalence of disability are indicators of population health that result from a complicated
process of disease and disability onset, survival probability and death rates for people with and
without these health conditions. While change in disease preval ence and disability has been based
on analysis of two surveys representative of the U.S. noninstitutionalized popul ation taken ten years
apart and designed to monitor health change, it is possible that changes in medical knowledge or
service usage could play arole in increased reporting of disease presence.
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1. Introduction

There has been considerable research on trends in health of the older American population focused
on trends in disability [Crimmins, Saito, and Reynolds 1997, Manton, Stallard, and Corder 1997].
Disability is an important dimension of health but clarification of trends in the other health
dimensionsisimportant for understanding overall trends in health. In recent conceptualizations of
the dimensions of health, the onset of diseases and conditions are seen as the initial health changes
underlying functioning loss and disability [V erbrugge and Jette 1994]. For this reason, change over
time in the prevalence of disease is important in monitoring trends in the health of the older
population.

Changein the prevalence of diseases is an important indicator of the combined effects of past
levels of, and changes in, mortality and disease incidence on subsequent population health. Empirical
evidence on trends in disease provides an additional indicator of whether current mortality and
incidence trends are leading to a compression or expansion of morbidity. Linking functioning loss
and disability to disease can provide evidence of whether the severity of diseases as well as the
presence of diseases has changed over time. Finally, the cost of hedth careis highly related to the
number of persons who must be treated or monitored for various diseases; so the number of people
with diseases provides a valuable indicator of the potential demand for health care.

This paper will address the following questions. How has the prevalence of mgjor diseases and
conditions changed in the older population of the United States between 1984 and 1994? How has
the severity of disability and functioning loss among those with diseases changed over the period?
How has comorbidity or the prevalence of multiple conditions changed in this period?

2. Background
2.1 Prevalence as an indicator of population health

The prevalence of diseasesin the population is an indicator of the current stock of health. Itisthe
result of past rates of disease incidence, disease progression, and survival. Over time, the prevalence
of disease may change because of increases or decreases in risk factors for various diseases and
because of increasing ability to treat diseases in order to delay their progression to disability and
death. The relative size of the change in incidence rates and survival rates will determine changein
disease prevalence. Simulation analysis relating population disability levels to change in incidence
of disability and mortality has clarified the primary role of incidence change in affecting population
health as well as the potential negative role of increasing survival without changing incidence
[Crimmins, Hayward, and Saito 1994].
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The major diseases and conditions of old age can be divided into fatal and non-fatal
conditions. For the lethal diseases of old age, the potential end point of an incident case may be
death. Many of the causes of disability in old age, however, are not lethal and one survives with them
until death from some other cause. Therefore, the prevalence of non-mortal diseaseis determined
by the incidence of those conditions, the length of life after incidence, and the death rate from lethal
conditions. Trendsin the prevalence of fatal and non-fatal condition may differ.

Trends in disease presence do not necessarily represent trends in disease of a specified
severity. Even with a constant prevalence of disease over time, the severity of diseases could
change. It ispossible that in more recent years, people are learning of the presence of less severe
disease at an earlier stage because of the growing ability to diagnose noninvasively. Prevalence of
disease could also increase because of increased use of medical services.

2.2 Empirical Evidence of Changesin Disease Prevalence

There have been anumber of studies of trends in the prevaence of diseases and conditions among
the elderly population. Manton and associates, using the U.S. National Long-Term Care Survey for
the 1982 to 1989 period, examined changes in the prevalence of 16 diseases and conditions[Manton,
Stallard, and Corder 1995]. After controlling for age, sex, and disability status, they found
reductions in the prevalence of arthritis, arteriosclerosis, hypertension, stroke, other circulatory
diseases, emphysemaand dementia. They found increasesin the percent of people with Parkinson's,
heart disease other than heart attack, bronchitis, pneumonia, and broken hip. In this study there was
no change in the prevaence of diabetes, heart attack, cancer, and asthma. Crimmins and associates
[Crimmins, Reynolds, and Saito 1999] found that during the 1980s, there were decreases in cerebro
and cardiovascular diseases and arthritis among persons in their 60s. Robine and his associates
found increases in the prevalence of almost all diseases between 1981 and 1991 among the old in
France [Robine, Mormiche, Sermet 1998]. They found large increasesin the prevaence of the most
important disabling diseases - cardiovascular conditions and arthritis. In France prevalence change
differed for older and younger age groups; for a number of diseases where there were prevalence
increases among the old, no increases were found for younger age groups.

Other researchers have concentrated on trends in specific diseases. The reported prevalence
of heart disease in the U.S. has increased by about 50% between 1972 and 1989 [Feinleib 1995].
Several countries have reported increases in the prevalence of diabetes [Bloomgarden 1994]. Hann
and associates found an increase in the prevalence of stroke and angina examining two cohorts from
alarge HMO in the U.S. from the beginning of the 1970s and 1980s [Hann et a 1996]. Stroke
prevalence aso increased in Minnesota during this period [Brown et al 1996, Shahar et a 1997].

Some of these studies have investigated change in both the prevalence of diseases and the
processes by which the prevalence changes have come about. Generally, they attribute increasesin
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prevalence to lengthening survival after disease diagnosis with varying pattern of change in
incidence [Brown et al 1996, Feinleib 1995, Hann et a 1996, Liebson 1997, Shahar et al 1997].
Other researchers have modeled trends in incidence, mortality, and prevalence of specific diseases
to see the implications for disease prevalence of assumed changes in incidence and mortality.
Bonneux and associates [Bonneux et al 1994] predict that the falling mortality rates from heart
disease should result in arising prevalence of persons with heart disease. Their model, in fact,
predicts that even with steady decreasesin incidence of heart disease at younger old ages, in the ol der
old agesthe trend is likely to be toward both increasing incidence and prevalence among the older
old.

Thus the literature is somewhat mixed in the picture that is provided of disease trendsin the
older population. Although the bulk of the empirical evidence is that disease prevalence is
increasing, there is some indication that trends for the old may differ from those for the total
population. The theoretical evidence makesit clear that if mortality from diseasesis declining, there
may be an effect on prevalence. If there are no accompanying declinesin disease incidence but only
increasesin survival, prevalence of disease should increase. If both incidence and case fatality rates
are declining, the effect on prevalence depends on the relative change [Crimmins, Hayward, and
Saito 1994].

3. Data and Methods
3.1 The 1984 and 1994 Surveys of the Aging Population (SOA)

Data used come from the 1994-95 and 1984 Supplements on Aging to the National Health Interview
Surveys (SOAI and SOAII). These surveys were designed to provide information on the heath of
the community dwelling population of the United States 70 years of age and over at two dates - 1984
and 1994 [Note 1]. Both surveys were designed and completed by researchers at the National
Centers for Health Statistics with support from the National Institute on Aging. In 1984, 7541
persons 70 years of age and over were included in SOAI and the number for SOAIl was 8767.
Because of the complex sample design used to select respondents, the data are weighted to reflect
the U.S. noninsgtitutionalized population 70 years of age and over.

In both surveys people were asked about the presence of diseases in an almost identical
manner. Questions used to elicit thisinformation are shown in Table 1. We examine trends in three
sets of diseases or conditions: mortal diseases, morbid conditions and impairments. Mortal
conditions, which are major causes of death among people this age, include heart disease, stroke,
cancer, and diabetes. Hypertension is also included in this category asit can be considered both a
disease and arisk factor for other diseases. Morbid conditions include arthritis, osteoporosis, broken
hip, and glaucoma. Most of the impairments represent sensory impairments: cataracts, blindness,
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deafness, and other hearing trouble. We also include the symptom dizziness, which could be the
result of a large number of underlying conditions. While the surveys were designed to be
compatible, for some questions the wording was changed at the second survey. The most important
changeisin the question about heart disease, for which the four subquestions asked in 1984 were
combined into a single question in 1994.

In order to examine severity of conditions, we look at the functioning loss and disability level
among persons with each condition. Disability and functioning in the survey is measured by a series
of questions on ability to perform activities of daily living (ADLS), instrumental activities of daily
living (IADLS), and a set of functions called Nagi functions. Inability to perform persona careis
indicated by inability to perform the seven ADL tasksincluding bathing, dressing, toiletting, eating,
getting in and out of bed or chair, walking, and getting outside. Inability in performing the five
IADL tasks (including preparing meals, managing money, using the telephone, heavy housework,
and light housework) indicates additional inability in the area of self-maintenance. Finally we look
at inability to perform a series of nine Nagi functions which represent physical functioning deficits
that should precede ADL and IADL disability. These functions include walking a quarter of amile,
walking up ten stairs, standing for 2 hours, sitting for two hours, stooping, crouching or kneeling,
reaching up over head, reaching out as if to shake someone’s hand, using your fingersto grasp, lifting
or carrying something as heavy as ten pounds.

3.2 Methods

In order to examine the significance of change over time in each disease, we pool data from the two
surveys and look at the effect on disease presence of being in the later year in a series of sex-specific
logistic regression equations including only two covariates: a continuous measure indicating year
of age and year of survey indicated by a dummy variable. This use of the regression technique
allows us to summarize the effect of time change across all ages. The models presented do not
include agelyear of survey interactions which would indicate age differences in time change;
however, these models have been tested and results indicate that most results are consistent across
ages from 70 through 90, therefore models without interactions have been presented. When the
coefficient indicating change over time is statistically significant, we use the results of these
equations to estimate the prevalence of diseases at age 70 for 1984 and 1994 to indicate the change
over time. We use OLS regression to estimate disability and functioning problems among those with
specified diseases. Again we estimate sex-specific regressions including age and survey year asthe
covariates. We aso use OL S regression to determine change between 1984 and 1994 in comorbidity
or the average number of diseases after controlling for age. Finally we use results of logistic
regressions including age and year of survey to estimate the probability of having no disease or three
or more diseases by type for each of the two dates.
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4. Results

4.1 Changein Disease Prevalence

There are statistically significant increases between 1984 and 1994 in the reported prevalence of
most diseases among the American population 70 years of age and over. Odds ratios indicating the
relative likelihood of having a condition in 1994 and 1984 after age is controlled are shown in
Figures 1 (mortal conditions) and 2 (non-mortal conditions). The odds ratios are shown only where
there is significant or measurable change over time; ratios for males are on the left and females are
on theright. For ailmost all diseasesthe ratios are above 1 indicating a significantly higher level in
1994. Thereisonly one significant decline - the prevalence of hypertension for females. Among
females, there is no change in the prevalence of stroke survivors. For the other mortal diseases and
for hypertension among males, increases in prevalence are observed. Odds ratios range from 1.12
for hypertension in malesto 2.0 for cancer meaning that the relative likelihood of having a disease
increased between 1984 and 1994 from 12 percent to 100 percent. For both men and women the
increase in the relative likelihood of having had cancer wasthe greatest. Theincreasein therelative
likelihood of reporting heart disease was the next largest.

The equations which generated the odds ratios can aso be used to predict the absolute
probability of having each disease a the two dates. The predicted probability of having each disease
at age 70isshown in Table 2. Thetwo major causes of death in this age range are heart disease and
cancer. The estimated reported preval ence of heart disease at age 70 has increased by 6 percentage
points for men and 4 percentage points for women. Theincrease in reported cancer survivorsis 9
percentage points for men and 5 percentage points for women.

Figure 2 shows the increase for the non-fatal conditions and impairments. For both sexesthere
are statistically significant increases in the prevalence of arthritis, osteoporosis, cataracts and
glaucoma. There are significant increases in blindness among women. Some of the non-fatal
conditions do not appear on the figure because there is no significant change in prevalence. There
isno change in the prevaence of having abroken hip, hearing trouble or dizziness among either sex.

The highest odds ratios are for osteoporosis indicating that this condition has the greatest
relative increase over time for both men and women. It is possible that the increase in osteoporosis
prevalence represents, at least in part, the dissemination of the use of this diagnosis to describe the
condition. For most of the diseases the odds ratios for men are dightly higher than those for women,
indicating more relative increase over time among men. The exceptions are for the eye conditions
of glaucoma and blindness where women have more relative increase than men.

The estimated probability of having arthritis at age 70 increases from .44 to .49 for men and
from .59 to .62 for women at age 70. The probability of having cataracts at age 70 has increased by
.03 for both sexes. Even though the odds ratio indicated that the size of the increase in the relative
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likelihood of having osteoporosis was similar for men and women, the absolute increase (7 % at age
70 for women) is much greater among women.

4.2 Change in Functioning and Disability among those with Diseases

In order to indicate change in the severity of diseases and conditions among those who have each
disease, we examine change between 1984 and 1994 in the levels of disability and functioning loss
among those who have each specific disease or condition in Table 3. The average change in the
number of Nagi functions (out of 9), in the number of ADLs (out of 7), and IADLSs (out of 5) one
is unable to perform is presented after controlling for the age composition of the samples of people
having each of the 13 diseases. There are striking sex differences in the change over ten yearsin
functioning and disability. For men with disease there is almost no change in functioning and
disability and the only significant changes indicate increased functioning problemsin 1994. For
women, the change is quite different.  Ability to perform Nagi functions and IADLS clearly
improved over the decade. Women with ailmost al of the conditions experienced significantly less
functioning loss and IADL impairment. The decreases in Nagi functioning deficits were largest
among women who had heart diseases, strokes, arthritis, and osteoporosis; the decreasesin IADL
functioning were largest for those with heart disease, stroke, and osteoporosis. In genera the
greatest improvement was in the Nagi indicators, or the indicators of the most moderate functioning
loss. Only for women with diabetes, broken hips, and blindness was there no improvement in these
types of functioning.

Any significant change in ADL functioning for both men and women, represented
deterioration in functioning over time. For men almost all of the significant functioning changes
represented increases in ADL disability in 1994. For women most of the increases were small.
Examination of functioning change for those with no disease indicates no change over timein any
type of functioning ability among either men or women. Change over the ten-year period in the total
sample, including people with any disease and without disease, indicates improvement in Nagi and
IADL functioning among women and slight deterioration of ADL functioning among both genders.

4.3 Co-mor bidity

To this point we have treated diseases individually, not acknowledging the potential for any
individual to have multiple diseases or conditions. It is possible that there has been a change over
time in the number of diseases people have, in the likelihood of having multiple diseases as well as
in the likelihood of having any one disease. We examine the change in the number of reported
diseases per person: mortal conditions (range O to 5), morbid conditions (range O to 4), and
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impairments (range O to 4). The regression coefficients representing the increase from 1984 to 1994
from sex-specific equations with age controlled are shown in Table 4. In 1994 both men and women
report an average of .3 diseases more than in 1984. For men most of the increase is due to increase
in the number of mortal conditions. For women the increase in the number of morbid conditionsis
greater.

We also use logistic regression to estimate the effect of the time change on the likelihood of
having no disease and the likelihood of having extensive comorbidity (3+ diseases). Where there
was significant change between the two surveys, we use the results to estimate the probability that
a 70 year old man or woman would have no disease or would have three or more diseases in 1984
and 1994 (Table 5). Itisclear that in 1994, people are less likely to be without disease.  About one
third (32%) of men had no mortal disease in 1994; in 1984, the figure was 41 percent. For women,
the percentage having no morbid disease fell from 38% to 34%. The number of people reporting 3
or more diseases at age 70 increased for both men and women and for both genders the increase was
concentrated in mortal diseases.

Some combinations of disease are particularly interesting. The likelihood of persons with
heart disease aso being cancer survivors was twice as great for menin 1994 asin 1984. For women
the increase was about 50 percent.

Among those who have amortal disease, thereis an increase in the likelihood of aso having
amorbid condition. Among those with one of the mortal conditions, the likelihood of having at least
three comorbid conditions increased by 25% over the ten years for both men and women.

5. Summary and Discussion

The reported prevalence of specific lethal diseases has generally risen in the older
noninstitutionalized population in recent years and it appears to have risen more for men than for
women. Thisincrease is not surprising given the increased survival from many mortal conditions
and the fact that thereis little evidence of reductionsin disease incidence. Mortality improvement
during this period was faster among men than among women. The largest increases in disease
prevalence have been in heart disease and cancer, two major causes of old age mortality. Declines
in mortality from heart disease have continued from the late 1960s through the present, but decreased
mortality from all cancers combined has only recently been a major feature of mortaity decline. The
increase in reported prevalence of heart disease and cancer most likely results from mortality
declines and longer survival for people with these diseases.

There have been some increases in the reported prevalence of non-lethal conditions and
impairments, particularly arthritis, osteoporosis and visual conditions. The increase in arthritis
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occurred among both men and women; the prevalence of osteoporosis more than doubled among
women perhaps representing increased interest and diagnosis in this condition.

The increased prevalence of diseases has resulted in adecrease in the proportion of the older
population with no disease and an increase in the number of diseases comorbid within individuals.
Thisisto be expected where people survive one disease and live long enough to acquire others. If
one looks at change in the presence of disease as an indictor of health, the conclusion is that
morbidity has been expanding in recent years.

In spite of thisincrease in the prevalence of disease and comorbidity, functioning and IADL

disability improved among older women. Thisimproved functioning among older women appears
among women who have most of the diseases investigated and could represent a decrease in the
severity of prevalent disease among women. It could result from improvement or expansion of
treatment of diseases. Functioning improvement is not reported for women who have no diseases.
For older men functioning deteriorates among those with disease. In general, men have more disease
in 1994 with similar disability levels to those of 1984; women have more disease at the later date
but less disability. As noted above, men experienced both more decline in mortality during this
period and a greater increase in disease prevaence and comorbidity. For these reasons men may not
have had the same improvement in functioning and disability as women.

While reduction in mortality without evidence of areduction in disease incidence would lead
us to expect the empirical evidence to reflect an increase in prevalence of disease between 1984 and
1994, disease prevaence can clearly be influenced by changes in factors other than the physical
condition of the population. Peoples’ awareness of disease states can change with improvements
in diagnosis. In addition, cohorts who use more health care services are likely to be more
knowledgeable about disease states because of their contact with the medical establishment. It is
also possible that people have medicalized some conditions that were once regarded as “aging” and
not disease. For instance, people may now be more likely than in the past to declare aches and pains
to be arthritis and osteoporosis. There has been a small decrease in the percent of the older
population institutionalized during this time (from 6.3 to 5.2 percent) [Manton, Stallard, and Corder
1997]. While this small change is not enough to account for the changes observed here, it does
increase the proportion of the population with health problems.

The results presented in this paper are actually fairly consistent with the existing literature.
Results are quite similar to those for France which are also based on the comparison of two cross-
sectional surveys in a similar period [Robine, Mormiche, Sermet 1998]. Both studies show some
improvement in disability accompanied by increases in disease prevalence. Studies using different
data sets, time periods, and sometimes different age groups for the United States have also resultec
in generally similar findings on changes in disease prevalence as well as disability and functioning
changes.
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Findings for the older U.S. population using annual cross-sectional surveys [Crimmins, Saito,
and Reynolds 1997] and two longitudinal surveys [Crimmins, Saito, and Reynolds 1997, Manton,
Corder, and Stallard 1993, Manton, Stallard, and Corder 1995, Manton, Stallard, and Corder 1997]
have shown a statistically significant but small decrease in the overall level of IADL and ADL
disability, primarily due to decreased IADL disability with mixed results on the trends in ADL
disability. On the other hand, studies including younger age groups and less severe disability have
tended to find improvement in functioning and less disability and some reduction in the prevalence
of magor diseases including arthritis and heart disease [Crimmins, Saito, and Ingegneri 1997,
Crimmins, Reynolds, and Saito 1999, Freedman and Martin 1998, Reynolds, Crimmins, Saito 1998].

Results from the National Long Term Care Survey on changesin disease prevalence are a'so
fairly smilar. Manton et a. [Manton, Stallard, and Corder 1995] present the prevalence of a number
of diseasesin the 65 + noningtitutionalized population for two dates, 1982 and 1989. Estimates of
disease prevalence without controls for disability, produce findings similar to our results. They
report increases in prevalence for diabetes, cancer, and arthritis; no change in stroke prevalence,
which we find to be true only for women; and a small increase in hypertension, which we find only
for men. We differ in our findings for heart disease. Where the study of the 65+ population finds
no changein prevaence, looking at the 70+ population we find increase. This difference may be due
to the age composition of the samples because in earlier studies of the 60-69 year old population we
find decreases in cardiovascular conditionsin asimilar time period [Crimmins, Reynolds, and Saito
1999]. This pattern of improvement in disease prevalence among younger persons and increase
among older persons was also found in the French study [Robine, Mormiche, Sermet 1998].

The fact that more older people now report that they have the major mortal diseases of old age
means that more people are likely to be undergoing treatment or monitoring of their conditions.
More people are likely to be undergoing treatment for multiple conditions. One of the effects of the
success at reducing mortality may be a higher prevalence of disease and greater use of medical
services.
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Notes

1. Because of initial delays in beginning the survey, the second survey was actually collected in
both 1994 and 1995.
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Table 1:
Comparison of Questions asked in 1984 and 1994 in SOAI and SOAII

Disease 1984 1994

Mortal Conditions Heart Disease (Ever had) (Ever had)

Coronary heart disease
+ Angina pectoris

Heart disease (coronary heart disease,
angina, heart attack, myocardial

+ Myocardial infarction infarction)
+ Any other heart attack
Hypertension (Ever had) Hypertension
Stroke (Ever had) Stroke or Cerebrovascular Attack
Cancer (Ever had) Cancer of any kind
Diabetes (during past 12 months) <-- Diabetes --> (Ever had)

Morbid Conditions  Arthritis (during past 12 months) (Ever had) Arthritis
Arthritis or any kind of rheumatism
Osteoporosis (Ever had) Osteoporosis
Broken Hip (Ever had) Broken Hip
Glaucoma Now have the following eye conditions: Glaucoma
Impairments Cataracts Now have the following eye conditions: Cataracts
Blindness Now have the following eye conditions: Now have the following eye conditions:

Blindness in one or both eyes

Deafness Have deafness in one or both ears
Hearing Trouble Do you now have other trouble hearing with one or
both ears (tinnitus or ringing, deafness)
Dizziness (yes, no) Sometimes have trouble with dizziness

Blindness in both eyes
Blindness in one eye

Do you have now:
Deafness in both ears
Deafness in one ear

Any other trouble hearing with one or

both ears (deafness)

(yes, no, fell because dizzy)

1984: Yes, No, DK or refused; 1994: Yes, No, not ascertained, DK or refused
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Table 2:
Estimated Probability of Having Specified Disease at Age 70: 1984 and 1994 U.S.

Noninstitutionalized Population

Males Females

1984 1994 1984 1994

Mortal Diseases Heart Disease .19 .25 12 .16
Hypertension .40 43 .49 A7

Stroke .07 .09 -

Cancer A2 21 A1 .16

Diabetes A1 14 12 13

Morbid Conditions Arthritis 44 .49 .59 .62
Osteoporosis .01 .01 .05 12

Broken Hip ---

Glaucoma .04 .06 .05 .08

Impairments Cataracts A3 .16 21 .24
Blindness .03 .03

Hearing Trouble* -

Dizziness

No Significant Change at .05 level
* Hearing trouble includes deafness in one or both ears and other trouble hearing with one or both ears.

Source: SOAI,SOAII. Estimates computed from logistic regressions of age, and year of survey on presence of disease.
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Table 3:

Estimated Changes Between 1984 and 1994 for U.S. Noningtitutionalized Population, 70+, in Number of Nagi Functions,
ADL Tasks, and IADL Tasks Unable to Perform Among Those with Specific Disease, Among Those with No Disease,
and Total Sample®

Zszs:feievt\jmlgisease Males Females

Nagi IADL ADL Nagi IADL ADL
Heart disease ns ns ns -0.353 -0.215 ns
Hypertension ns ns ns -0.184 ns 0.090
Stroke ns ns 0.289 -0.656 -0.418 ns
Cancer ns ns ns -0.193 -0.156 ns
Diabetes 0.285 0.171 ns ns ns ns
Arthritis ns ns 0.076 -0.220 -0.061 0.216
Osteoporosis ns ns ns -0.497 -0.231 0.064
Broken hip ns ns ns ns ns ns
Cataracts ns ns 0.109 -0.134 -0.080 ns
Glaucoma ns ns ns ns -0.167 ns
Blindness ns ns ns ns ns ns
Trouble hearing ns ns ns -0.213 -0.087 0.094
Dizziness ns ns 0.121 -0.298 -0.129 ns
People with no ns ns ns ns ns ns
disease
Total Sample ns ns 0.067 -0.136 -0.040 0.057

ns: not significant at the .05 level. Source: SOAI, SOAII.
2 Model includes age control and year dummy (1984 coded as 0 and 1994 coded as 1).
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Table 4:
Estimated Change Between 1984 and 1994 in Average Number of Diseases and Impairments, U.S. Noningtitutionalized
Population, 70+

Males Females
# Mortal 0.238 0.093
# Morbid 0.076 0.141
# Impairment ns ns
# Total Diseases 0.340 0.265
ns: not significant at .05 level.

Source: SOAI, SOAII.
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Table5:
Estimated Probability of Having No Disease or 3+ Conditions at Age 70: 1984 and 1994, U.S. Noninstitutionalized
Population

Males Females
Number of Diseases 1984 1994 1984 1994
0 Mortal 0.41 0.32 0.39 0.38
0 Morbid 0.54 0.49 0.38 0.34
0 Impairment -- -- -- --
0 Total 0.17 0.14 - -
3+ Mortal 0.06 0.10 0.05 0.07
3+ Morbid -- -- 0.01 0.02
3+ Impairments -- -- -- --
3+ Total 0.34 0.41 0.39 0.43

No Significant Change at .05 level.
Source: SOAI,SOAII.
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Figurel
Significant* Odds Ratios Indicating Time Changein Mortal Conditions:
U.S. Noninstitutionalized Population, 70+

25 +

15+ EMales

. B Females
1 i

Heart Disease Hypertension Stroke Cancer Diabetes

* .05 level of significance
Source: SOAI Il
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Figure2
Significant* Odds Ratios Indicating Time Change in Non-mortal Conditions:
U.S. Noninstitutionalized Population, 70+
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* .05 level of significance
Source: SOAL, Il
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