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Objectives. This study provides
a current national profile of the
prevalence and impact of chronic
conditions causing childhood dis-
ability. Disability is defined as a
long-term reduction in ability to con-
duct social role activities, such as
school or play, because of a chronic
physical or mental condition.

Methods. A cross-sectional
descriptive analysis was performed
on data from 99513 children younger
than 18 years who were included in
the 1992-1994 National Health Inter-
view Survey. The response rate
exceeded 93% during each year.

Results. A significant propor-
tion of children, estimated at 6.5% of
all US children, experienced some
degree of disability. The most com-
mon causes of childhood disability
were respiratory diseases and mental
impairments. Prevalence of disabil-
ity was higher for older children,
boys, and children from low-income
and single-parent families. Child-
hood disability is estimated to result
in 66 million restricted activity days
annually, including 24 million days
lost from school. Furthermore, dis-
ability in childhood results in an
added 26 million physician contacts
and 5 million hospital days annually.

Conclusions. Childhood disabil-
ity has profound impacts on chil-
dren, the education system, and the
health care system. (4dm J Public
Health. 1998;88:610-617)
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Introduction

Although large numbers of children
are afflicted by chronic conditions, only a
small proportion of children are so severely
affected that they experience limitations in
their ability to engage in school or play
activities.! Data from the 1992-1994
National Health Interview Survey (NHIS)
indicate that an estimated 4.4 million chil-
dren, or 6.5% of the noninstitutionalized
population younger than age 18, were lim-
ited to some degree in their activities owing
to chronic conditions.”™

The impact of childhood disability can
be measured by its effects on the individual
child’s health and functional status, as well
as by the aggregate effects of disability on
the educational system and the health care
system. Adverse outcomes for child devel-
opment and well-being have been demon-
strated, as have long-term detrimental
impacts on social and economic status in
adulthood.>® Moreover, childhood disability
often results in added caretaking demands
and lost income for parents.” Many disabled
children either are restricted in their ability
to participate in school activities for
extended periods or require special classes
or other forms of special education.® Chil-
dren with disabilities are also subject to
many more days of restricted activity,
including missed school days, than other
children.” Studies have also shown that dis-
abled children use far more hospital care,
physician services, and nonphysician ser-
vices than their counterparts without dis-
abilities.”'® Health care expenditures have
been shown to be commensurately higher
for children with disabilities.' '

Given the substantial health and social
impacts of childhood disability, we sought
to provide a current profile of children with
disabilities, including detailed estimates of

the prevalence and impact of chronic condi-
tions causing disabilities. Although statis-
tics on the overall prevalence of disability
are routinely published by the National
Center for Health Statistics (NCHS), preva-
lence estimates for individual conditions or
groups of conditions causing disabilities are
not generally available for children, nor are
data routinely published on the health and
social effects of childhood activity limita-
tions. Combining results for nearly 100 000
children included in the 1992, 1993, and
1994 NHIS data sets, we derive average
annual national prevalence estimates of dis-
abling chronic conditions and assess the
effects of disability on the child, the educa-
tional system, and the health care system.

Methods
Data Source and Sample Design

The information presented in this arti-
cle is based on data from the NHIS, a con-
tinuing nationwide cross-sectional survey
conducted by household interview by the
US Bureau of the Census for the NCHS.>’
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During the period 1992 through 1994, the
combined NHIS samples comprised
approximately 145205 households that
included 99513 children younger than 18
years. The response rate for all years
exceeded 93%. The same sample design
and survey questions were used each year.

The results presented in this paper are
representative of the US civilian noninstitu-
tionalized population. Persons residing in
institutional settings, such as long-term care
facilities, are excluded; thus the number and
proportion of children with disabling
chronic conditions would be higher than
reported here were the population living in
institutions included. However, the number
of children residing in health-related institu-
tional facilities is relatively small—esti-
mated at 92000 in 1990, or 0.14% of all
children younger than 18 years.?

Measuring Disability

In the NHIS, children are categorized
as limited in their activities when their abil-
ity to perform the usual activities associated
with the child’s age group, such as school
or play, are compromised by a chronic con-
dition. The terms “limitation of activity,”
“activity limitation,” and “disability” are
used interchangeably in this paper.

A series of 8 questions is used in the
NHIS to identify children who are limited in
their activities.” For children younger than
17 years, the respondent is an adult member
of the household, usually the mother; 17-
year-olds are permitted to respond for them-
selves. After children are classified accord-
ing to the major activities appropriate for
their age—those relevant to preschool-aged
children (play) and school-aged children
(school)—a series of interview questions is
used to classify children into 1 of 4 cate-
gories according to the degree to which their
activities are limited as a result of chronic
conditions: (1) children unable to conduct
their major activity, (2) children limited in
the amount or kind of major activity per-
formed, (3) children not limited in major
activity but otherwise limited, and (4) chil-
dren not limited in activity.

If any level of activity limitation is
reported, additional probes are used to iden-
tify the condition(s) responsible for the limi-
tation. Only chronic conditions are consid-
ered to be causes of activity limitation. If an
acute condition is reported as causing a tem-
porary disability, the limitation questions are
asked again. The NHIS classifies conditions
as chronic only if the onset of the disease,
injury, or impairment occurred more than 3
months prior to the week of the interview or
if the condition reported is one of several
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conditions always considered chronic
regardless of date of onset (e.g., congenital
anomalies, asthma, diabetes)." If more than
1 condition causing limitation of activity is
reported, conditions are classified as either
main or secondary causes on the basis of
respondent’s perceptions.

Chronic conditions reported as causing
activity limitations are recorded by the inter-
viewers and then recoded into individual
diagnoses based on the International Classi-
fication of Diseases, Ninth Revision, Clinical
Modification (ICD-9-CM) coding system by
trained NCHS staff using an extensive cod-
ing procedure manual.”*'* Conditions are
then recoded into several more general cate-
gorizations developed by NCHS for public
reporting purposes.

Because of the relatively small numbers
of disabled children, prevalence estimates for
conditions are presented here in broad condi-
tion groupings that generally follow the
ICD-9-CM.' Prevalence estimates are pre-
sented for 8 impairment categories and 14
disease and injury categories. Injuries are
included only if their onset occurred at least
3 months prior to the interview date. Impair-
ments are defined here as chronic or perma-
nent defects, usually static in nature.>"

Statistical Analysis

The NHIS uses a complex sample
design and estimates are statistically
weighted to obtain estimates for the US
civilian noninstitutionalized population.
Standard errors for prevalence and popula-
tion characteristics were computed by stan-
dard methods that incorporate sample
design considerations."?

Results

Social and Demographic Correlates of
Childhood Disability

On average, approximately 446 000
(0.7%) children younger than age 18 were
estimated to be unable to conduct their major
activity each year during 1992 through 1994,
approximately 2726000 (4.0%) were limited
in the kind or amount of their major activity,
and about 1224000 (1.8%) were limited in
other activities. Thus, an annual average of
4396000 (6.5%) children experienced some
degree of disability.

The prevalence of disability among
children varies by demographic and socio-
economic characteristics (Table 1). For
example, prevalence increases with age, ris-
ing particularly after age 5. However, the
social role activity used to assess limitation
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in the questionnaire changes from play to
school for children reaching school age. The
observed increase in prevalence may thus
reflect the added social role demands placed
on children as they enter school, rather than
a change in underlying disease pathology.
Disability was more prevalent among
Blacks, boys, and children from families
with incomes below the poverty level. Chil-
dren living in single-parent families were
also more likely to have disabling condi-
tions. Prevalence rates varied only slightly
by family size and region of the country.

Some of these demographic and
socioeconomic differences in prevalence
may be attributable to confounding. For
example, the higher prevalence associated
with 1-parent families may reflect the fact
that single-parent families tend to have
lower incomes than 2-parent families. We
conducted a multivariate analysis to deter-
mine whether the variables shown in Table
1 were independently associated with
prevalence of disability. The results, shown
in the fourth column of Table 1, indicate
that age, sex, family income, and family
structure each exert an independent effect
on the probability of disability. Hispanic
and “other minority” children continue to
demonstrate a lower likelihood of disability
than White children; however, after we con-
trolled for the other variables included in
the logistic regression, there was no statisti-
cally significant difference between Black
and White children.

Conditions Causing Disability

Prevalence figures for individual diag-
nostic categories are presented in Table 2.
The first column displays the average
annual prevalence of chronic conditions
reported as the main cause of disability,
while the second column presents preva-
lence estimates for main and secondary
causes combined. Conditions classified as
chronic impairments were the main cause
of about 39% of all childhood activity limi-
tations, while those labeled as chronic dis-
eases and injuries accounted for 61%.
Overall, respiratory diseases (principally
asthma) and impairments of speech, special
sense, and intelligence (principally mental
retardation) constituted the most common
causes of disability. Each of these diagnos-
tic categories accounted for a little more
than one quarter of all cases of childhood
disability. The third most prevalent diag-
nostic category, mental and nervous system
disorders, accounted for about one sixth of
disablities. Most of the other conditions
listed in Table 2 affected comparatively
small numbers of children.
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States, 1992 through 1994

TABLE 1-—Prevalence of Activity Limitations Due to Chronic Conditions among Children Younger than 18 Years: United

Estimated No. Cases 95%
No. of Cases per 1000 SE Odds Ratio Confidence Interval
Degree of limitation
All 4396 000 64.7 1.2
Unable to conduct major activity 446000 6.6 0.3
Limited in amount or kind of major activity 2726000 40.1 1.0
Limited in other activities 1224000 18.0 0.5
Age
<6 794000 33.2 1.2 1.00 o
6-11 1794000 79.3 20 2.56 2.35,2.78
12-17 1808000 84.3 1.9 2.80 2.56, 3.07
Race and ethnicity
White, non-Hispanic 2912000 64.3 1.4 1.00 .
Black, non-Hispanic 854000 80.7 3.3 0.93 0.84, 1.03
Other, non-Hispanic 121000 414 3.6 0.59 0.48, 0.72
Hispanic 510000 55.5 28 0.71 0.63, 0.81
Sex
Male 2639000 75.8 1.6 1.50 1.41,1.59
Female 1757000 52.9 1.3 1.00
Family income
Poor 1210000 96.2 34 1.80 1.64,1.99
Nonpoor 2859000 57.3 1.2 1.00 e
Family structure
1 parent 1404000 90.5 27 1.40 1.29, 1.52
2 parents 2842000 55.9 1.2 1.00 ...
Family size
<5 persons 2642000 65.9 14 1.06 0.98, 1.14
25 persons 1754000 62.8 1.7 1.00 e
Region
Northeast 797000 63.2 3.1 0.98 0.85, 1.12
Midwest 1010000 66.3 25 1.00 0.88, 1.12
South 1549000 67.8 21 0.98 0.88, 1.09
West 950000 59.6 22 1.00 e

Source. Author’s tabulations of data from the 1992-1994 National Health Interview Survey.

When secondary conditions are
included, the distribution of conditions
changes only modestly for the most part,
suggesting that the distribution of sec-
ondary conditions was similar to that of
main conditions. Comparison of the column
totals in Table 2 reveals that children with
disabilities were reported to have an aver-
age of about 1.2 underlying conditions.

Impact of Disability on the Child

Disability has pronounced effects on
children’s health and functional status, as
indicated by counts of restricted activity
days, the percentage of children who were
unable to conduct their major activity (the
most severe level of disability), and the per-
centage of children who were reported to be
in only fair or poor health by the respondent
(Table 3).

On average, children with disabilities
were restricted in their daily activities for
slightly more than 2 weeks per year. In total,
conditions cited as the main cause of disabil-
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ity resulted in 66 million restricted activity
days annually. Restricted activity days
reflect a reduction of activity below a child’s
normal capacity and include days spent ill in
bed or hospitalized and other days when a
child must cut down on usual activities for
most or all of the day. Consequently, for
those children who have permanently
reduced their usual activities because of a
disability (for example, a child who is com-
pletely paralyzed), no restricted activity days
may be reported. Moreover, the counts
shown in Table 3 include only those days of
restricted activity that are caused by the con-
dition reported as the main cause of disabil-
ity. Children may have additional restricted
activity days because of other acute and
chronic conditions.

Although the sampling variances for
some condition groups are quite high, it is
apparent that the overall average figure of
15 days of restricted activity annually masks
large differences by diagnostic category. For
example, chronic disabling injuries, infec-
tious and parasitic diseases, and neoplasms

resulted in an average of more than 6 weeks
of restricted activity per year, while visual
impairments and impairments related to
speech, special sense, and intelligence all
resulted in less than a day of restricted activ-
ity annually, on average. These results might
be expected, since the former conditions are
more likely to interfere with physical health
while the latter have greater effects on cog-
nitive functioning.

One tenth of all children with disabili-
ties were completely unable to conduct their
major activity (school or play). The condi-
tions most likely to cause this severe level of
disability included paralysis, defects and
other physical abnormalities, and genitouri-
nary disorders. Children with these condi-
tions were 2 to 3 times more likely to be
unable to perform their usual activities than
children with other conditions. Conditions
least likely to cause inability to conduct the
child’s major activity included sensory
impairments (vision and hearing), intelli-
gence-related impairments (mental retarda-
tion), and nonparalytic orthopedic impair-
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TABLE 2—Prevalence of Chronic Conditions Causing Activity Limitations among Children Younger than 18 Years: United
States, 1992 through 1994
Main Causes of Disability Main or Secondary Causes of Disability
No. Cases No. Cases
per 100000 SE per 100000 SE
Impairments
Blindness, impairment of vision 59 8.2 108 10.9
Deafness, impairment of hearing 169 15.2 247 19.3
Impairment of speech, special sense, intelligence 1696 63.9 1942 719
Absence or loss of extremities, certain other sites 20 4.3 26 5.3
Paralysis, complete or partial 150 13.7 190 15.8
Specified deformity of limbs, trunk, back 155 12.4 198 148
Nonparalytic orthopedic impairment 192 135 239 16.2
Defect, abnormality, special impairment 71 9.1 103 10.7
Diseases and injuries
Infectious, parasitic diseases 56 8.2 64 8.6
Neoplasms 55 7.6 62 8.1
Endocrine, nutritional, metabolic, blood disorders 142 12.9 177 14.8
Mental, nervous system disorders 1042 43.3 1262 51.0
Diseases of eye, ear 160 16.7 236 19.2
Diseases of circulatory system 96 11.9 143 141
Diseases of respiratory system 1729 66.5 1952 75.5
Diseases of digestive system 68 9.2 105 11.2
Genitourinary disorders, pregnancy, childbirth 37 6.9 55 8.2
Diseases of skin, subcutaneous tissue 74 10.2 108 12.2
Diseases of musculoskeletal system, connective tissue 93 10.0 110 10.9
Certain congenital anomalies, causes of perinatal morbidity 155 125 211 16.4
Certain symptoms, ill-defined conditions 214 16.3 295 21.5
Injuries 32 6.0 51 8.7
All activity-limiting conditions 6466 154.3 7884 195.4
Source. Author’s tabulations of the data from the 1992—1994 National Health Interview Survey.

ments. Children with conditions in these cat-
egories were less than half as likely as other
disabled children to be unable to conduct
their usual activities.

The final column of Table 3 shows the
percentage of children reported as being in
only fair or poor health by survey respon-
dents. On average, 18% of children with
disabilities were reported to be in fair or
poor health. This figure compares with only
2% for children without disabilities, indica-
tive of a near 10-fold differential. Among
children with disabilities, those with infec-
tious and parasitic conditions and those with
endocrine, nutritional, metabolic, and blood
disorders were most likely to be reported in
fair or poor health, while those with ortho-
pedic impairments, absent extremities, and
impairments of speech, special sense, and
intelligence were least likely to be reported
in fair or poor health.

Impact of Disability on the Education
System

Childhood disability has substantial
effects on the US educational system
(Table 4). During 1992 through 1994, con-
ditions cited as the main causes of disability
resulted in an average of 6.2 school absence
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days per child annually. These are in addi-
tion to school absences for other acute and
chronic conditions. This represents an
added burden of 27 million school absence
days for children with disabilities.

There was wide variation in the num-
ber of school absence days reported for
children in different diagnostic groups.
Children with infectious and parasitic dis-
eases, neoplasms, and injuries were
reported to have missed an average of 6
weeks or more of school annually. In con-
trast, children with sensory impairments,
impairments related to speech and intelli-
gence, or skin diseases were reported to
have missed an average of less than 1
school day annually.

In addition, an estimated 900000 chil-
dren, or 23% of those with disabling
chronic conditions, were unable to attend or
were limited in their ability to attend school
on a long-term basis. Conditions most
likely to lead to long-term attendance prob-
lems included digestive conditions, infec-
tious and parasitic diseases, and genitouri-
nary disorders. Interestingly, sensory
impairments and impairments of speech
and intelligence were least likely to be asso-
ciated with long-term school attendance
difficulties.

Impact of Disability on the Health Care
System

The presence of a childhood disability
is associated with elevated use of health care
services. Table 5 presents data on use of
physician and hospital services. These esti-
mates include utilization for all reasons and
are not limited to encounters directly related
to the child’s disability. Consequently, the
impact of disability must be assessed in an
indirect fashion by comparing utilization
rates for children with disabilities against
rates for children without disabilities. On
average, children with disabilities were
reported to have 8.8 physician contacts
annually, about 3 times the rate for children
without disabilities (2.9 contacts). In total,
26 million physician contacts annually can
be attributed to disabilities in children.

Children with neoplasms, paralysis, or
injuries as the main cause of their disability
were reported to have the greatest numbers
of physician contacts—in each case averag-
ing over 20 contacts annually. The lowest
rates of physician use were found for chil-
dren with absent extremities and impair-
ments related to speech, special sense, and
intelligence. Children with these conditions
were reported to have physician use rates
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TABLE 3—Effect of Activity-Limiting Chronic Conditions on Children Younger than 18 Years: United States, 1992 through 1994
No. Restricted-Activity Proportion of Children Proportion of Children
Days in Past Year Due to Unable to Conduct in Fair or
Limitation of Activity Major Activity Poor Health
Mean SE % SE % SE
Impairments
Blindness, impairment of vision . e 3.6 2.0 17.3 6.1
Deafness, impairment of hearing 1.1 0.8 4.1 15 125 25
Impairment of speech, special sense, intelligence 0.7 0.3 3.7 0.5 8.8 0.7
Absence or loss of extremities, certain other sites 24.4 17.8 9.5 6.4 9.9 6.6
Paralysis, complete or partial 22.4 8.5 29.2 3.7 31.0 41
Specified deformity of limbs, trunk, back 19.8 6.5 12.2 27 14.7 2.8
Nonparalytic orthopedic impairment 25.7 6.3 4.0 15 10.0 25
Defect, abnormality, special impairment 214 10.9 30.0 6.9 221 6.1
Diseases and injuries
Infectious, parasitic diseases 84.0 16.2 19.4 5.4 427 7.2
Neoplasms 61.6 17.6 21.2 5.7 36.1 7.4
Endocrine, nutritional, metabolic, blood disorders 35.1 6.6 16.2 3.5 40.8 4.8
Mental, nervous system disorders 11.7 2.0 9.4 1.1 15.9 1.3
Diseases of eye, ear 19.8 105 4.9 1.8 131 3.3
Diseases of circulatory system 24.3 8.4 13.5 3.4 33.5 6.2
Diseases of respiratory system 20.0 1.5 12.5 0.9 23.5 1.1
Diseases of digestive system 34.9 9.4 20.4 5.4 334 6.1
Genitourinary disorders, pregnancy, childbirth 138 9.7 24.8 9.0 191 6.9
Diseases of skin, subcutaneous tissue 8.0 5.1 134 4.2 26.1 6.2
Diseases of musculoskeletal system, connective tissue 35.6 104 10.8 35 22.6 47
Certain congenital anomalies, causes of perinatal morbidity 345 8.1 21.2 3.2 36.8 41
Certain symptoms, ill-defined conditions 14.9 3.6 13.3 2.7 19.1 29
Injuries 471 18.7 20.3 6.7 35.5 10.0
All activity-limiting conditions 15.0 0.8 10.2 0.5 18.5 0.6
Children without limitation of activity 1.9 0.1
Source. Author’s tabulations of data from the 1992-1994 National Health Interview Survey.

similar to those of children without
disabilities.

Children with disabilities were about 4
times as likely as children without disabili-
ties to be hospitalized over the course of a
year (11.4% vs 2.8%) and spent 8 times as
many days in the hospital (1310 per thou-
sand vs 160 per thousand). In total, we esti-
mate that 5 million hospital days can be
attributed to childhood disability. As with
physician services, use of hospital care var-
ied greatly by diagnostic category. High
admission rates and lengths of stay
are apparent for children with neoplasms
and injuries. In contrast, children with im-
pairments in speech, special sense, and
intelligence were hospitalized much less
frequently.

Discussion

The results of this analysis provide a
current national profile of the prevalence
and impact of childhood disability. Because
the results are based on aggregating multi-
ple years of a large national probability
sample, we were able to develop statisti-
cally reliable estimates of the prevalence of
childhood disabilities in several diagnostic
categories that would not be possible with
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smaller samples. In addition, because the
NHIS sampling plan is designed to be repre-
sentative of the US noninstitutionalized
population of households, the results pre-
sented here are more generalizable than the
results of localized surveys.

The prevalence of disability was found
to vary by demographic and socioeconomic
characteristics of children. Older children,
boys, children from poor families, and those
from single-parent households all exhibited
significantly higher prevalences of disabil-
ity. For the most part, the differentials in
prevalence reported here are consistent with
patterns found in past reports.'*™"® However,
the strong association of economic and
social disadvantage with elevated preva-
lence of disability, even after multivariate
analysis to adjust for potentially confound-
ing factors, is of concern. Targeting preven-
tion and rehabilitattion efforts toward disad-
vantaged children and families may be an
important way of ameliorating the impact of
these conditions. Additional analysis is
needed to elucidate how different social and
demographic factors contribute to the preva-
lence and manifestation of chronic condi-
tions in children; such information can be
used to further refine prevention efforts.

Our results suggest that there is wide
variation in the impact of disability on chil-

dren’s health and social functioning. We
found a high degree of variation in restricted
activity and school loss days, severity of
limitation, and use of medical services for
different childhood chronic conditions.
More than 10-fold differences were found
among diagnostic categories for some of
these outcome indicators. These results sug-
gest that while a “noncategorical” or generic
approach to studying childhood chronic ill-
ness has great appeal,'*' it remains impor-
tant to consider the underlying condition
when developing health and social policies
targeted at improving outcomes for these
children.

The effects of disability on children,
their families, and the health and educa-
tional systems are profound. Childhood dis-
ability results in 66 million restricted activ-
ity days annually, including 27 million days
lost from school. Since these estimates are
limited to restricted activity resulting from
the conditions cited as main causes of dis-
ability, the actual illness burden, if sec-
ondary conditions were considered, would
be much greater. Moreover, our analysis
did not consider the costs of special edu-
cation services and grade repetition attrib-
utable to childhood disabilities.

The impact of childhood disability on
the health care system is also substantial.
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TABLE 4—Effect of Activity-Limiting Chronic Conditions on the Educational System for Children Younger than 18
Years: United States, 1992 through 1994

No. School Absence
Days in Past Year

Proportion
of Children Limited

Due to in School Attendance
Limitation of Activity® or Unable to Attend®
Mean SE % SE
Impairments
Blindness, impairment of vision .. S 6.5 3.8
Deafness, impairment of hearing 0.4 0.3 4.7 1.8
Impairment of speech, special sense, intelligence 0.5 0.2 25 0.4
Absence or loss of extremities, certain other sites 27 2.7 19.9 104
Paralysis, complete or partial 10.3 6.1 18.0 4.0
Specified deformity of limbs, trunk, back 10.7 4.6 19.9 3.9
Nonparalytic orthopedic impairment 43 15 13.7 23
Defect, abnormality, special impairment 6.6 3.9 35.8 8.3
Diseases and injuries
Infectious, parasitic diseases 46.4 11.8 62.0 6.6
Neoplasms 35.1 12.9 41.8 7.2
Endocrine, nutritional, metabolic, blood disorders 20.4 5.1 53.9 4.7
Mental, nervous system disorders 5.3 1.0 15.8 1.2
Diseases of eye, ear 4.6 1.8 18.7 3.7
Diseases of circulatory system 71 3.5 18.4 5.2
Diseases of respiratory system 8.7 0.8 46.8 1.6
Diseases of digestive system 223 7.6 722 6.4
Genitourinary disorders, pregnancy, childbirth 4.4 2.4 54.8 9.7
Diseases of skin, subcutaneous tissue 0.5 0.4 425 6.7
Diseases of musculoskeletal system, connective tissue 8.2 37 27.3 5.1
Certain congenital anomalies, causes of perinatal morbidity 9.6 5.5 220 43
Certain symptoms, ill-defined conditions 7.9 24 25.0 37
Injuries 31.6 16.3 38.9 9.3
All activity-limiting conditions 6.2 0.4 23.0 0.8

&For children aged 5 to 17 years.

Source. Author’s tabulations of data from the 1992—1994 National Health Interview Survey.

We estimate that childhood disability
results in an additional 26 million physi-
cian contacts and 5 million hospital days
annually over the level that would be
expected if no children were disabled. Pre-
vious studies have demonstrated that dis-
abled children also make disproportionate
use of nonphysician medical professionals,
prescription medications, and other health
services and supplies.'”"' Because we were
able to assess only use of hospital and
physician services, these are conservative
estimates of the effect of childhood dis-
ability on the health care system.

This cross-sectional analysis demon-
strates the impact of chronic conditions at
one point in time and does not capture the
longitudinal impact of disability. The
impact of a disabling chronic condition in
childhood is not only felt in childhood but
can have lifelong consequences. A number
of studies have documented the relation-
ship between chronic childhood conditions
and adult disability.”?

Prevalence estimates based on house-
hold interviews such as the NHIS, how-
ever, are subject to biases created by
respondent attitudes and awareness of
health conditions.”® Because these survey
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reports are not corroborated by medical
examinations or correlated with clinical
findings, prevalence estimates may differ
from those that would be derived by other
diagnostic methods.?* % Studies using
household interview surveys have shown
that parental reports tend to result in con-
dition prevalence estimates for children
that range higher than those found in clini-
cal examinations.”” Such discrepancies in
reporting may be attributable to the inclu-
sion of mild conditions with limited clini-
cal importance in validation studies.
Higher levels of agreement are found
when validation studies are restricted to
conditions likely to cause disability. For
example, agreement rates between parent
respondents and physician records for
presence of asthma over the course of a
year exceeded 90% in one recent study.?®
In previous prevalence studies using other
data sources, prevalence estimates for child-
hood chronic conditions have ranged from less
than 5% to more than 30%.">'*'"¥"~*" This
degree of variation has been explained by
studies’ use of different approaches to defin-
ing chronic conditions, varying case ascer-
tainment methods (e.g., self-report, parent
report, teacher report, record abstract, or

clinical examination), and different settings
and purposes for conducting the studies
(e.g., school-based vs physician-based stud-
ies to estimate prevalence of learning disor-
ders).?’! The higher estimates tend to
include conditions that have modest effects
on children’s activities and use of medical
care, while estimates at the lower end of the
spectrum generally include only conditions
causing some level of disability, as in the
present study.

In summary, our analysis indicates
that children with disabilities experience a
substantial added burden of illness. There
was, however, enormous variability across
conditions in their impact on children, the
educational system, and the health care
system. With the goal of ameliorating
adverse outcomes, additional study is
needed to identify preventable causes and
consequences of childhood chronic illness
and disability. [J
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TABLE 5—Effect of Activity-Limiting Chronic Conditions on the Health Care System for Children Younger than 18 Years:
United States, 1992 through 1994
No. Physician Proportion of Hospital Days
Contacts Children Hospitalized per 100
in Past Year in Past Year in Past Year
Mean SE % SE No. SE
Impairments
Blindness, impairment of vision 6.0 13 147 5.2 622 318
Deafness, impairment of hearing 6.0 0.8 6.2 1.9 412 227
Impairment of speech, special sense, intelligence 4.7 0.5 4.6 0.5 246 42
Absence or loss of extremities, certain other sites 4.3 1.1 20.7 9.4 1341 1104
Paralysis, complete or partial 21.0 5.4 20.4 3.6 3015 848
Specified deformity of limbs, trunk, back 10.5 2.4 20.5 3.5 2352 759
Nonparalytic orthopedic impairment 7.8 1.0 12.9 2.5 780 230
Defect, abnormality, special impairment 16.5 2.8 22.0 47 2061 1120
Diseases and injuries
Infectious, parasitic diseases 12.0 2.1 22.7 6.1 3235 1562
Neoplasms 25.3 6.5 40.2 6.4 11474 4474
Endocrine, nutritional, metabolic, blood disorders 12.0 1.7 36.3 4.3 3736 622
Mental, nervous system disorders 9.8 0.8 8.4 1.0 1400 340
Diseases of eye, ear 8.8 1.0 5.4 2.0 398 185
Diseases of circulatory system 7.7 1.4 13.2 3.9 2553 1158
Diseases of respiratory system 9.6 0.4 124 0.8 887 112
Diseases of digestive system 13.5 44 16.0 48 2494 1733
Genitourinary disorders, pregnancy, childbirth 8.7 2.2 25.6 8.6 2071 1036
Diseases of skin, subcutaneous tissue 10.9 23 9.3 4.0 491 249
Diseases of musculoskeletal system, connective tissue 10.3 1.8 8.9 3.0 562 231
Certain congenital anomalies, causes of perinatal morbidity 11.6 2.5 25.7 3.6 6304 1806
Certain symptoms, ill-defined conditions 9.8 1.2 15.5 2.9 2012 566
Injuries 20.7 3.7 45.8 8.3 12945 4620
All activity-limiting conditions 8.8 0.3 11.4 0.4 1310 104
Children without limitation of activity 2.9 <0.1 2.8 0.1 160 7
Source. Author’s tabulations of data from the 1992—1994 National Health Interview Survey.
Health and Human Services, under Cooperative 8. Aron LY, Loprest PJ, Steuerle CE. Serving 16. McNeil JM. Americans with Disabilities:

Agreement MCU-06MCP1.
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Improved Treatment for STDs Critical to Health of Women and Children: New CDC

Guidelines Address Urgent Health Need

The majority of severe illnesses and deaths associated with
sexually transmitted diseases (STDs) could be prevented with
improved diagnosis and treatment, according to the Centers for
Disease Control and Prevention (CDC). To address this need, the
CDC has issued updated national guidelines designed to improve
the prevention, detection, and treatment of STDs, especially
among women and infants—the 2 groups that suffer the most
severe consequences. The 1998 Guidelines for Treatment of Sex-
ually Transmitted Diseases outlines the most effective treatment
for STDs and includes recent advances that may greatly improve
the health of women and infants and slow the spread of HIV.

The CDC guidelines stress the critical need to focus on pre-
venting the further spread of STDs through multiple strategies.

These include efforts to reduce risk behaviors, wider use of vac-
cines for sexually transmitted forms of hepatitis, and early
detection and treatment of STDs to stop further transmission. The
CDC treatment guidelines were developed in consultation with
representatives from public and private health care settings,
including managed care organizations, where an increasing pro-
portion of STDs are treated.

Health care providers can access the guidelines through the
Internet at www.cdc.gov/nchstp/dstdp.html or call 1-888-232-
3228 (prompts, 2-5-1) to order copies. More information on STD
prevention, screening, and treatment can be obtained by calling
the CDC STD hotline at 1-800-227-8922.
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