ED 072 158 UD 013 288

AUTHOR Brunswick, Ann F.; Josephson, Pric
TITLE Adolescent Health in Harlem.
INSTITUTION American Public Health Assocization, Washington, D.C.:
. Columbia Univ., New York, N.¥Y. School of Public
Health, .

SPONS AGENCY Department of Health, Education, and Welfare,
Washington, D.C. .Maternal and child Health

Services.
PUB DATE oct 72
NOTE 61p.
JOURNAL CIT American Journal of Public Health; Suppl., Oct -
1972
EDRS PRICE MF-$0.65 HC-$3.29
DESCRIPTORS Adolescence; *Adolescents; *Community Surveys; Dental

Health; Drug Abuse; Economically Disadvantaged;
Health Needs; Health Services; *Inner City; Medical
Evaluation; Negro Attitudes; *Negro Youth; #Physical
Health; Urban Youth

IDENTIFIERS Harlem; New York City

ABSTRACT

This is a report on a four and one-half year study of
adolescent health, based on data collected through personai
interviews with and medical examinations of 752 youth, 12-17 years of
age, in a representative cross section of households in Harlem.
Almost all were black and this report focuses on them alone. On the
assumption that many health needs among adolescents in Harlem are not
being met, and that innovations in providing care will be required to
meet those needs, the three major objectives in this study were: (1)
to assess the physical and emotional health status of adolescents in
Harlem; (2) to determine their utilization of available health care
services and their needs for medical care; and, (3) to make
recommendations for more effective provision of health services.
Personal .interviews were conducted in the adolescents® homes by

- gpecjally trained survey interviewers who were matched to their

respondents for both sex and ethnicity. The interviews Gealt at
length with ‘adolescents® current health status--physical and
emotional; utilization of medical.and dental services; personal
health practices; and attitudes toward health and toward the medical
care they had received. All young people who were interviewed were
offered a free comprehensive medical examination. [ *Appendix E® may
not be legible in MF or HC reproduction due to size of the print. ]
{Authox/JM)




PAFullToxt Provided by ERIC

_ FILMED FROM BEST AVAILABLE COPY

US DEPARTMENT OF HEALTH,
EDUCATION & WELFARE
OFFICE OF EOUCATION
THIS OOCUMENT HAS BEEN REPAO-
OUCEO EXACTLY AS RECEIVEO FROM
THE PERSON OR ORGANIZATION ORIG-
INATING IT POINTS OF VIEW OR OPIN.
IONS STATEQ 0O NOT NECESSARILY
REPRESENT OFFICIAL OFFICE OF EOV-

CATION POSITION OR POLICY

ADOLESCENT HEALTH
IN HARLEM

by Ann F. Brunswick
Eric Josephson

PERMISSION TO REPROOUCE THIS COPY
RIGHTED MATERIAL HAS SBEEN GRANTED

® American Public

Health Association

T0 ERIC ANO ORGANIZATIONS OPERATING
UNOER AGREEMENTS WiTH THE US OFFICE
Of EQUCATION FURTHER REPROOUCTION
OUTSIDE THE ERIC SYSTEM REQUIRES PER
MISSION Of THE COPYRIGHT OWNER

Ann F. Brunswick, M.A.. is Senior Research Associate in Sociomedical Sciences and
Eric Josephson, Ph.D., is Associate Professor in Sociomedical Sciences. Columbia University
School of Public Health, New York, New York.

Requests for further information about or data from the study should be addressed to:
Ann F. Brunswick, Columbia University School of Public Health, 630 West 168th Street, New
York. New York 10032,

This study was supported by Maternal and Child Health Grant Number MC-R-360040-
05-0 (formerly Children’s Bureau Grant PH 101) to Columbia University School of Public
Health.




D

Copyright by the American Public Health Association, Inc.
1015 Eighteenth Street, NW, Washington, D.C. 20036
October, 1972

OCTOBER 1972 PART TWO

The American Journal of Public Health, published 13 times a
year, is the official publication of the American Public Health
Association, 1015 Eighteenth Street, N.-W., Washington, D. C.
20036. Subscription price $20.00 per year domestic, $22.00 per
year foreign. Second class postage paid at Hanover, Pa., and addi-
tional mailing offices. Copyright 1972, by the American Public
Health Association, Inc. All rights reserved. Reproduction without
specific permission is prohibited.

Neither the Association nor the Editor assumes responsibility
for the opinions expressed by authors of papers abstracted, quoted,
or published in full in this Journal. The American Journal of
Public Health is indexed in part in the Index Medicus, Biological
Abstracts, Chemical Abstracts, Public Affairs Information Ser-
vice, Hospital Literature Index, and Environmental Periodicals.




AN A e

Acknowledgments

A study of this scope could not have been undertaken without the cooperation of many people. Our thanks
go first (0 the 752 young people and their families in Harlem who made it possible for us to learn by means of inter-
views and medical examinations what we report here about their health. If this report contributes to the improve-
ment of health care for them and their contemporaries, their patience and cooperation will have been rewarded.

We are grateful also to the members of an advisory committee in Harlem who have given generously of their
valuable time, advice and encouragement. The members of this committee are: Mr. Harry E. Jackson (Chairman),
Department of Social Service. Harlem Hospital Center; Mr. Marshall England, Board Chairman. HARYOU-ACT;
Ms. Gwendolyn Jones. Director of Community Development, Harlem Teams for Self-Help; Dr. James A. Jones,
Professor, Columbia University School of Social Work; Mr. Preston Lewis, Development Administrator. Central
Harlem Nursing Home: Dr. Doris Wethers, Director of Pediatrics. Knickerbocker Hospital.

Collaborating with us in this project was the Harlem Hospital Center, under whose auspices we were per-
mitted to provide 556 adolescents with comprehensive medical examinations. We wish particularly to thank Dr.
James Wesley, Director of Ambulatory Care Services at Harlem Hospital, for providing the facilities for those exam-
inations and for recruiting a team of physicians. dentists, nurses, technicians and aides to conduct them.* We are
grateful to all of them for their help; just how important their role was in the project may be seen in our description
of the reactions of the young people they examined. We also wish to thank Dr. Elizabeth Davis, Director. Depart-
ment of Psychiatry and Chairman, Medical Board Research Committee of Harlem Hospital, for the support which
she has given us.

Among our colleagues at the Columbia University School of Public Health—past and present—we are in-
debted to many for their support and counsel, and particularly to Dr. Ray E. Trussell. formerly Director of the
School and currently Director of the Beth Isracl Medical Center; Dr. Elinor F. Downs, Associate Professor, Division
of Health Administration, whose earlier work in the field of adolescent health helped to launch this study and who
has provided essential guidance on the medical aspects of this research; and Ms. Patricia Collette, Director of the
Harlem Hospital Center's Community Health Survey (from which our sample of adolescents was drawn). We are in-
debied above all to Dr. Jack Elinson, Professor and Head, Division of Sociomedical Sciences, who has generously
shared with us his wisdom and expertise in sociomedical research throughout the many stages of the project.

We are grateful also for the contributions of many present and former members of the project staff. This
includes the team of interviewers* in Harlem whose conscientious work with adolescents and their families produced
much of what is contained in this report. We are particularly grateful to Ms. Clarissa White (office manager) and Ms.
Joan Richardson (medical examination coordinator) for their tireless and indispensable contributions since the early
stages of the project. Also to be thanked are the following present and former staff members: Dr. Naomi Richman
(who was primarily responsible for designing the medical examination), Dr. Leon Monrose. Donna Smith. Veronica
Dixon. Mildred Powell, Rosa Graham. Audrey Harris. Victor Soland, Mollie Hechtman. Sarah Haber. Myrna
Sameth. and Louise Masterjoseph.

We acknowledge with thanks cooperation given to us by the New York City Bureau of School Health, and
especially Dr. Olive Pitkin and Dr. Harold Herman.

Last but by no means least, we wish to thank Dr. Hyman Goldstein, formerly Associate Director, Division of
Research, Children's Bureau and currently Research Biostatistician at the School of Public Health, University of
California (Berkeley) and Ms. Gloria Wackernah, Grants Management Officer, Division of Research, Maternal and
Child Health Service, Health Services and Mental Health Administration for their sustained interest and support.

Despite the very considerable help given us by those named above and many others, the responsibility for this
report on adolescent health is ours alone.

Ann F. Brunswick
Eric Josephson

* Names of the medical examining staff. medical consultants at Harlem Hospital and the interviewing staff appear in Appendix A.

Q

| ERIC

Aruitoxt provided by Eic:
—




Chapter
R
n.

.

v.

vl

vil.

Qo
I

T

Aruitoxt provided by Eic:

TABLE OF CONTENTS

Page
Acknowledgments ............. ... ........ 3
TableofContents ......................... . 5
ListofTables. ................. e eeeae e 6
THEREPORTINBRIEF ...................... 7
BACKGROUND AND OBJECTIVES............. 1
1. TheProblem........................ 1
2. RelatedResearch ................... 1
3. Objectives ......................... 13
CONCEPTS ANDPROCEDURES .............. 14
1. Conceptualizationof Health ........... 14
2. Relations with the Community ......... 14
3. The Personal Interview ............... 14
4. The Medical Examination............. 15
5. Information from School Records:
The School Record Abstract .......... 15
6. TheSample ........................ 15
PARTICIPATION IN THE MEDICAL
EXAMINATION ........coiiiiiiiiiinennnnns 17
1. Explaining the Examination ........... 17
2. Scheduling and Rescheduling
Appointments ...................... 17
3. Reminders of Appointment............ 18
4. Age Differences in Participation ....... 18
5. Other Demographic Correlates of
Participation in Examination .......... 18
6. The Problem of Nonparticipation . ... ... 19
7. Summary ... 20

HEALTH STATUS OF ADOLESCENTS IN HARLEM 21

1. Prevalence of Health Problems:
Reported in Personal Interviews ....... 21
2. Prevalence of Conditions: Findings
from Medical Examinations ...... .. o7
3. Correspondence in Prevalence Between
Self-Reported and Medically Observed
Conditions ...............ccovvnnnn. 24
4. Gene.al Measures of Health Status .. ... 24
5. Summary ............ciiiiiiien.. 25
SELECTED HEALTH PROBLEMS OF
ADOLESCENCE ................ccvvinnennn. 26
1. Vision andEyeProblems ............. 26
2. Mental Health: Reported in
Personal Interviews ................. 26
3. MenstrualProblems ................. 28
4. Accidents and injuries: Reported
in Personal Interviews ............... 28
5. Growth and Development............. 28
6. Summary ........... ... 29
HEALTH ATTITUDES ANDBEHAVIOR ... ...... . 29
1. Perceptions of Neighborhood Health
Problems .......................... 29
2. Conceptions of Health and Personal
. HealthConcerns .................... 29
3. Personal Health Behavior .. ........... 30
4, Summary ........... .c0iiiiinennan, 32

Page
Vill.  MEDICAL CARE UTILIZATION ................ 32
1. Use of Medical Services: Reported in
Personal Interviews .. .............. 32
2. Medical Care Sought for Health
Problems Reported in
Personal Interviews ................. 34
3. Summary ... 35
IX. ATTITUDES TQWARD MEDICALCARE ......... 36
1. Perspectives on Medical Care ........ 36
2. Preferences Regarding Delivery of
Medical Services ................... 37
3. Reactions to the Medical Examination .. 37
4. Summary ..............00iiiaan.. 38
X. NEEDS FORMEDICALCARE ................. 38
1. Ratio of Treated to Untreated
Medical Problems ................... 38
2. Number of Health Problems Referred
forCare ...........ccovvviievnnnnn. 39
3. Kinds of Health Problems Referred for
Care by Examining Physicians ....... 39
4. Some Other Considerations ........... 39
5. Summary ..............cceiiiiinann 39
Xi. THEOLDERADOLESCENT................... 40
1. Participation in Examination .......... 40
2. Prevalence of Health Problems:
Reported in Personal Interviews ....... 40
3. Prevalence of Health Problems:
Findings from Medical Examinations ... 40
4, Drug Use Among Older Adolescents .... 40
5. Overall HealthStatus ................ 40
6. Utilization of Medical Services:
Reported in Personal Interviews ....... 4
7. Needs for Medical Care: Findings
from Medical Examinations ........... 41
8. Summary .................c00iuennn 41
Xll. DENTAL PROBLEMS AND DENTAL CARE ...... 43
1. Dental Status and Needs for Dental
Care ... .. e 43
2. Needs for Dental Care: Findings from
Dental Examinations ................ 43
3. Dental Health Practices: Reported
in Personai Interviews ............... 43
4. Utilization and Attitudes Regarding
Dental Services: Reported in
Personal Interviews ................. 44
5. Dental Health Among Older Adolescents 45
6. Summary .............. .. .0uiiinn 45
Xill. SOMEIMPLICATIONS....................... 46
APPENDIX A:  Medical and Interviewing Staffs ......... 48
APPENDIXB: SampleSelection ..................... 48
APPENDIX C:  Notes About Statistical Inference ... .. ... 49
APPENDIX D:  Percentage Equivalents of Proportions ... 50
APPENDIX E: The Home Interview Schedule .......... 50
BIBLIOGRAPHY . .....cotii ittt 59
NOTESTOCHAPTERS ..........ccoviiiiiiiinnnnnn, 60
5




O

ERIC

Aruitoxt provided by Eic:

-

Table
I-1
-1
-2

Iv-1
Iv-2

Iv-3
tv-4

V-5

V-6

V-1
V-2
V-3

V-5

Vi-1
Vil-1
viii-1
viii-2

LIST OF TABLES

Page

Major HealthProblems . ................... 8
Sex and Age Distribution of Interviewed

and Examined Samples .............. .. 16
Background Characteristics of interviewed

Sample...........iiiii e, 16
Appointment on Which Examined ........... 17
Rates of Participation in Medical

Examination by Sex and Age for

Two StudyYears ....................... 18
CompletionsbyAge ...................... 19
Participation by Mother’s Birthplace. ........ 19
Participation by Adolescent’s

Birthplace ...... ............ .... ... 19
Participation by Presence of Older

Male Living in Household................ 19
Self-Reported Health Problems .. ........... 22
Medical Problems Noted by Physician ....... 23
Conditions Referred for Further

Investigation .......................... 23
Frequency of Self-Reported Health

Problems ............ ................ 24
Frequency of Physician-Noted

Medical Conditions..................... 25
Selected Health Problems of Adolescence. ... 27
Daily Drinking Patterns (Nonalcoholic). .. ... . 31
Utilization of Physician Services ............ 33

Physician Consultations for Frequently

Table

viil-3

Viil-4

X-1
X-2

X-3
XI-1

XI-2

Xli-1
Xli-2
Xll-3

B-1

B-2
B-3

C-1
C-2

Reported Health Problems . ............

Physician Consultations for Infrequently

Reported Health Problems ....... ......

Frequency of Self-Reported Conditions

and Self-Reported Doctor Visits .........

Physician Notations About Referral

Requirements .......................
Medical Problems Requiring Referral .......
Physician ReferralsforCare ......... ....

Distribution of Adolescents Referred
for Care For Two or More Medical
Conditions Compared to the Distribution

of All Examined Adolescents ... ........

Physician Notations about Referral
Requirements ..................

Dentist Ratings of Oral Health .............
Dental Status and Needs for Dental Care . . ..

Utilization of Dental and Medcal

ServicesCompared....................

Ethnic, Sex, and Age Distribution of
Total Sample, Interviewed Sample and
Medically Examined Sample ........ .

Sample Size and Completion.............
Number of Contacts Required to

Complete Interview . ...................

Estimates of Sample Vanability.........

Siblings in Interviewed Sample ..........

Page
33

34

35

38
39
39

41

. 42

43
44

45

.. 48
. 49

49

. 50




S T e o« 7

ERIC

Aruitoxt provided by Eic:

Chapter |
The Report in Brief

This is a report on a four and one-half year study of
adolescent health, based on data collected through personal
inverviews with and medical examinations of 752 youths,
12-17 years of age..in a representative cross section of
households in Harlem. Almost all were black and this
report focuses on them alone. Although the study addressed
itself to adolescents in one urban area, some of their health
problems. health behavior, and needs for medical care are
likely to be shared by other young people.

What distinguishes the study is that (a) it was based
on a cross section of adolescents living at home—not hospital
patients: (b} it dealt with a broad array of health matters: (c) it
used a variety of rescarch techniques—e.g.. personal inter-
views and medical examinations: and (d) it provided a
service—a free medical examination with referrals for
follow-up care. It is hoped that findings from this study will
be useful to those responsible for improving the delivery of
health services to adolescents.

Background and Objectives of the Study

There is growing concern about certain health
problems presented by adolescents—such as drug abuse—
and with means for dealing with those problems. However,
information is lacking on their general health status, behav-
ior and attitudes. and medical care needs. Particularly
lacking is information about young people from a commu-
nity such as Harlein. where many live in poverty. Data on
children and youth from national surveys show significant
class and ethnic differences in access to health services, e.g.,
in visits to physicians and dentists, and health insurance
coverage. with black youths at a distinct disadvantage. But
how does this apply to young black people in one urban
community?

On the assumption that many health needs among
adolescents in Harlem are not being met, and that innova-
tions in providing care will be required to meet those needs.
the three major objectives in this study were (1) to assess the
physical and emotional health status of adolescents in
Harlem; (2) to determine their utilization of available health
care services and their needs for medical care; and (3) to
make recommendations for more effective provision of
health services to them. The issue may be put briefly as one
of finding ways to get health services to adolescents and ad-
olescents to health services.

Procedures

A sample of young people 12-17 years of age was
drawn from a larger community household health survey
conducted by Harlem Hospital's Department of Patient
Care and Program Evaluation as part of its affiliation with
Columbia University. Over a period of two years (1968-70).
and after obtaining parental consent, personal interviews
were completed with 752 adolescents in Central Harlem, or
83 per cent of those assigned; medical examinations were
completed with 556 youngsters, or 74 per cent of those who

were interviewed; information about school performance
was abstracted from nearly 600 school records.

Personal interviews were conducted in the adoles-
cents’ homes by specially trained survey interviewers who
were matched to their respondents for both sex and eth-
nicity. The interviews dealt at length with adolescents’ cur-
rent health status—physical and emotional; utilization of
medical and dental services; personal health practices: and
attitudes toward health and toward the medical care they had
received. All young people who were interviewed were of-
fered a free. comprehensive medical examination that was
designed and conducted especially for this project in space
provided by the Ambulatory Care Service at Harlem Hospi-
tal. Examination sessions usually were held one afternoon a
week after clinic hours and were staffed by specially
recruited physicians, nurses. and other health workers on the
staff at Harlem Hospital. The medical examination included
a complete physical check by a physician, an examination of
teeth and mouth by a dentist, tests of blood pressure and visu-
al acuity. a chest X-ray. a skin test for tuberculosis. blood
tests. urinalysis. and measurements of growth and develop-
ment.

In addition. information was abstracted from school
records concerning days absent. school marks. special
disabilities. and standard reading achievement test scores—
to provide the basis for an analysis of the relationship be-
tween health problems and school achievement.

The Sample

Nearly 90 per cent of the sample were black. the
remainder from Spanish-speaking families. Adolescents 12-
15 years old were represented in both years of the study; 16-
17 year olds were included in just the second study year.
The emphasis in this report is on the 542 black youths !2-
I'5 years old, since their numbers are large enough for reli-
able statistics regarding their health problems and health be-
havior. The smaller group of 16-17 year old black youth.
with a larger sampling error, is analyzed separately for age
gradients in health problems and needs for care.

In the group of 12-15 year olds. boys outnumbered
girls in the ratio of 55 to 45. They were more often younger
(12-13) than older (14-15), in the same ratio. Nearly half of
the households in Central Harlem in which they lived were
on welfare; a similar proportion were without an older male
or male head. Their households were predominantly Protes-
tant in religion. More than three-quarters of the youths
were born in New York City and nearly the same propor-
tion had mothers who were born in the South. On the
average, five or six people were living in cach houschold.

Participation in Examination

The rate of participation in medical examinations
was high. especially among the 12-15 year old youths: 78
per cent of those interviewed appeared for examination.
Both boys and girls showed a drop in participation rate by

ADOLESCENT HEALTH IN HARLEM 7
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ages 16-17. The decline was sharper and appeared carlier
among boys, decreasing from 83 per cent at age 12 to 48
percent at age | 7. Among girls, the rate of participation was
79 per cent at age 12 and 61 per cent at age 17. There were
no notable socio-economic differences between those inter-
viewed and those examined. The high rates of participation
achieved in this study are important both methodologically
and substantively. Data are more representative when fewer
cases are lost. In addition, high participation rates suggest
that adolescents and their parents in this community are in-
terested in health and in using health services.

Such rates also indicate what careful planning can
achieve in gaining youngsters’ participation. Important here
was the signed parental consent obtained in the home
before the examination. This eliminated the need for
parents to accompany their children to the examination. A
consideration of paramount importance was allowing for
flexibility in scheduling and rescheduling youngsters’ exam-
ination appointments.

Health Status

More dental problems were noted than any other
kind of health problem and they are treated separately in this
report. Apart from the dental, the health problems that
Harlem youngsters reported most frequently in their inter-
views were: trouble seeing, frequent colds, repeated head-

aches, nervous or emotional problems, stomach pains, skin
problems, and pains in legs andfor arms—in that order.
Girls reported more health problems than boys. Among
those given medical examinations, the conditions observed
most frequently were vision and eye disorders, skin
problems, and nervous and emotional problems—in that
order. Again, somewhat more girls than boys were consid-
ered by physicians to have significant health problems.
There was high correspondence between what adolescents
reported about their own health and what physicians ob-
served upon examining them. Exceptions were subjective
conditions, e.g., headaches, which were more likely to be
reported in interviews, and conditions that can be determined
only by medical tests and professional diagnosis, e.g., heart
and blood pressure problems, which were more likely to have
been observed by physicians. This is shown in Table I-1,
which summarizes the major non-dental health problems
reported in interviews and observed in the medical examina-
tions.

Detailed reports were obtained about some of these
problems during personal interviews. Almost one in five
reported some trouble seeing the blackboard in school;
better than one in three had eyeglasses and more than half
of those with eyeglasses indicated that they do not wear
them as much as they are supposed to. The result of visual
acuity testing at the medical examination indicated that one-
quarter of the adolescents were functioning with distance
acuity of 20/30 or worse.

Table I-1—Major Health Problems (In Order of Frequency)*

Black Youth 12-15 Years

Reported in Interviewst

Observed in Examinationst

1. Trouble seeing: reported by one in four; giris
more than boys.
2. Frequent colds: reported by one in five; girls
more than boys.
3. Repeated headaches: reported by nearly one i
tive; no sex difference.
4. Nervous or emotional problems: reported by one
in six; girls more than boys.
5. Stomach pains: reported by one in six; girls more
than boys.
6. Skin problems: reported by one in seven; girls
four times as often as boys.
7. Pains In legs andjor arms: reported by one in
seven; no sex difference.
8. Speech problems: reported by one in eight; no
sex difference.
9. Repeated sore throats: reported by one in eight;
girls more than boys.
10. Repseated nose blesds: reported by one in ten; no
sex difference.
11. Long-lesting cough: reported by one in ten: no
sex difference.
12. Asthma or whesezing: reported by one in ten; no
sex difference.
13. Vomiting: reported by one in ten; girls more than
boys.

* Denta$ probi & nott

fuded here.

1. Vision and eye problems: observed in one in five;
no sex difference.

2. Upper respiratory tract disorders: observed in
one in six; no sex difference.

3. Heart or blood pressure problems: observed in
one In six; no sex difference.

4. Skin and complexion problems: observed among
ten per cent; girls twice as often as boys.

§. Nervous and emotional problems: observed in
one in twelve; girls more than boys.

8. Nutritional problems, chiefly obesity: observed in
seven per cent; no sex difference.

7. Neuromuscular or musculoskeletal disorders:
observed among seven per cent; no sex
difference.

8. Lung and bronchlal disorders: observed among
five per cent; no sex difference. -

9. Blood problems, chiefly anem/a: observed in four
per cent; girls twice as often as boys.

10. Urinery problems: observed in four per cent; girls
three times as often as boys.

11. Speech problems: observed in three per cent; no
sex difference.

t Refers to period of one year prior to interview. Since Qiris reported more probiems than did boys. they tend to exceed boys on any one
condition. Listed here are heaith probiems reported in their interviews by at least 10 per cent of the biack youth 12-15 years of age.
# Heaith problems physicians noted for at jeast three per cent of the examined 12-15 year olds.

——
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When asked whether they have a “mental or emo-
tional” problem, one in six replied affirmatively. (The medi-
cal examination did not include psychiatric tests.)

Regarding growth and development, approximately
one-third were observed at the medical examination to be
either underweight or overweight. The interviews revealed
considerable concern on the part of both boys and girls
about their height and weight.

There was close correspondence between the
average height reported in interviews and measurements
taken at the medical examination: the average height
reported by 12-15 year olds during interviews was 64 inches
for boys and 62 inches for girls; the medical examination
showed boys with an average height of 63 inches and girls
62 inches. Reported and observed average weights were also
similar: by their own reports, boys weighed 117 pounds on
the average and girls 118 pounds; when weighed at exami-
nation, boys averaged 115 pounds and girls | 18 pounds.

General health status was appraised in several ways.
In the interview, slightly more than one in ten described his
own health as “fair” or “poor”; one-third considered their
health “very good,” and better than half “pretty good.”

Among those examined by physicians, approxi-
mately one-third were observed to have at least two signifi-
cant health problems (i.e., significant deviations from what
physicians considered normal}; a similar proportion were
observed to be free of any problem.

One in six of all 12:15 year olds reported missing
more than two weeks of school because of illness during the
previous school year, with a mean number of seven days lost
{a figure which is somewhat higher than that reported for a
national sample of all American children 6-16 years of age in
1968).

Conceptions of Health and Health Bshavior

High rates of participation in the interviews and ex-
aminations suggest a substantial degree of interest in health
on the part of young people in Harlem. Information ob-
tained during personal interviews about their perceptions of
health problems, conceptions of health, and their own
health practices leads to the same conclusion. As for adoles-
cent perceptions of the major health problems confronting
them and their contemporaries, drug abuse, cigarette smok-
ing, drinking, and unsanitary living conditions (in that
order) were seen as most threatening. The first of these, drug
abusc. was mentioned as a public health problem by approxi-
mately halfof all 12-15 year olds.

Questioned about what contributes to good health
and what they do to maintain their health, 12-15 year olds
most often thought about physical activity and exercise.
Underlying many of their replies was a conception of health
in terms of bodily appearance, including physical strength
and weight. There was also considerable awareness of the im-
portance of diet, cleanliness, and sleep as contributing to
good health. '

Replies in the personal interview showed that nine
in ten believed that being healthy was mainly a matter of
“looking after yourself”. At the same time, there was a feel-
ing of fatalism regarding illness: three-quarters believed that,
no matter what, a person could expect a lot of illness in his
lifetime; more than half felt that there was not much a person
could do to keep from getting sick.

Approximately one-sixth of all 12-15 year olds in
the sample smoked cigarettes, although only five per cent
were smoking as much as half a pack daily. (The 16-17 year
old youths smoked more: more than half smoked cigarettes,
and over one-fifth of these were smoking at least half a pack
daily; the 16-17 year old girls were more likely to smoke
than the boys. but, among the smokers, boys smoked more
cigarettes than girls.) Less than one-sixth of the 12-15 year
olds had ever drunk alcoholic beverages. (Among the 16-17
year olds the proportion was approximately one-half—boys
considerably more than girls.)

With regard to eating, four in ten thought they ate
too much; one in ten not enough. Half of the girls and
about a third of the boys reported that they ate more in
snacks than in meals. Six in seven adolescents reported that
they drank at least some milk daily. Consumption of soft
drinks was slightly lower. More tea was drunk than coffee.
As to sleeping habits, 12-15 year old youngsters reported an
average of nine hours sleep on a weekday night.

Madical Care Utilization

Data regarding the medical care that youngsters in
Harlem receive were obtained from the personal interviews.
Seventy per cent of the 12-15 year olds said they had visited
a physician at least once during the year prior to the inter-
view. They recalled a mean number of 3.1 doctor visits over
the year (a slightly higher rate than the 2.8 dector visits per
year that parents reported for white children 5-14 years of
age, nationally, and much higher than that reported for
nonwhite children). Consistent with their greater number of
health problems, girls reported more doctor visits than
boys. One-fourth of the Harlem sample indicated that they
had a private physician; two-thirds that they had some usual
source of care; Harlem Hospital was reported as the usual
source of medical care by one-fifth; six in ten had used
clinic services there at least once.

Despite what appears to be a relatively high volume
of physician visits, many adolescents reported health
problems about which they had not seen a doctor. The like-
lihood of having seen a physician varied widely according
to the condition being reported, from four-fifths of the
youngsters reporting asthma or wheezing to 28 per cent of
those who reported headaches, and 15 per cent of those who
felt they had a speech problem. Comparing the frequency of
reported conditions with the numbers who said they had
seen a physician about those conditions, the major un-
treated problems were headaches, skin problems, speech
problems, repeated sore throats, chest pains and other respi-
ratory problems, repeated nosebleeds, digestive problems,
musculoskeletal disorders, neuromuscular disorders, and
trouble hearing—in that order.

Most youngsters had a favorable impression of the
care they had received, whatever the source. Their general
opinion regarding physicians was also positive. Youngsters
preferred physicians of their own sex. Only one-fourth of
the 12-15 year olds indicated a preference for physicians
who specialize in the treatment of teen-agers; they were
more likely to prefer a physician who treats the entire fami-
ly. Nearly two-thirds said they preferred to see a physician
in a private office—considerably more than the proportion

-who actually had access to such care. The reasons most

often given were the absence of waiting time, increased
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privacy, and being able to spend more time with the
physician.

Youngsters reported favorable reactions to the med-
ical examination provided them as part of this project. Ex-
amining physicians were perceived as friendly and kind;
they explained things. answered questions, and did not rush;
and they took a personal interest in the young person and
his problems. Examined youngsters also liked the nurses—
particularly their friendliness, kindness, and consideration.
Least liked in the examination was having a blood test or a
needle (a third of the youth mentioned that) and the dental
examination, which about 10 per cent said they did not like.

Needs for Medical Care

An assessment of unmet needs for medical care
among youngsters in this community comes from the medi-
cal examinations, based on the numbers of problems
physicians referred for care: half the adolescents had at least
onc medical problem for which the examining physician
made a referral; one-fifth had at least two conditions for
which they were so referred. The major conditions which
required referral for follow-up care were vision problems (1
in 5 of the examined youths), heart or blood pressure
problems (1 in 7), respiratory disorders (I-in 12), nervous and
cemotional problems (1 in 12), and skin problems (1 in 20).

The need for medical services can also be seen by
comparing the ratic of medical problems already being
cared for to those referred for treatment. For each medical
problem that a physician observed which was already under
treatment, there vrere eight medical problems that required
referral.

Among the 556 youngsters examined at Harlem
Hospital, a total of 372 referrals were made by the ex-
amining physicians (some youngsters were referred for
more than one condition) and of this number, 337 referrals
were made to services at Harlem Hospital itself. However.
only 40 per cent of the appointments for follow-up care
were actually kept.

The Older Adolescent

Health problems and needs for health care increased
with age during adolescence. Both self-reports and
physicians’ findings at the examination revealed more
health problems among 16-17 year old adolescents than
among younger adolescents and more among older girls than
older boys. Girls 16-17 years old also neceded the most
referrals for care.

Sex Differences

Girls have more health problems, according to both
their own reports and physicians’ observations. Although
they reported more physician visits, they still had more
unmet needs for medical care than boys.

There was no sizeable difference between boys and
girls in general attitudes toward health care, their percep-
tions of providers of medical care, or their reactions to the
medical examination.

Dental Problems and Dental Care

Dental problems and needs for dental care were by
far the most prevalent of all health problems presented by
young people in this studv. Among those examined at
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Harlem Hospital, almost two-thirds were given only a “fair”
or “poor” rating in oral health. Almost nine in ten were
given dental referrals for at least one condition, six in ten
for at least two conditions, four in ten for at least three con-
ditions, and more than one in ten were giver reférrals for as
many as four different dental conditions. In order of
frequecy, the conditions requiring referrals were decay
(among 8 in 10), oral hygiene (among more than half), gin-
givitis or periodontal disease (among 4 in 10) and
malocclusion (among 1 in 4).

in certain respects, adolescent utilization of dental
services was poorer than that of medical services. One-third
of the 12-15 year olds reported a visit to a dentist within six
months prior o the interview; somewhat more than half
had visited a dentist within one year prior to the interview.
As to frequency of visits, two-thirds reported that they gen-
erally visited a dentist at least once a year, (our in ten said
they usually saw a dentist twice a year, and seven per cent
reported that they had never seen a dentist. Nearly two in
five reported having a private dentist; approximately one-

- third said they had no usual place for'dental care.

When questioned directly about their tooth care
practices. better than nine in ten said they brushed their teeth
at least once a day; half at least twice a day: and five per
cent said they did not brush their teeth daily. In response to
questions directed at perceptions of dental services. adoles-
cents associated pain with dental care.

Differences between older and younger adolescents
in the prevalence of dental problems were contrary to what
was observed for medical problems—younger adolescants
had more dental problems than older adolescents. Dental
problems peaked in early adolescence.

Among 12-15 year olds. boys’ dental problems ex-
ceeded girls’; but among 16-17 year olds, girls had more
dental problems than boys.

Some Implications

These and other findings from the study—details of
which appear in the chapters that follow—have numerous
implications for the delivery of health care to adolescents.
First, the cooperation which young people in Harlem
showed, particularly in the medical examination phase of
the project, demonstrates their motivation as well as that of
their families to get medical care. The fact that younger ad-
olescents were considerably more likely to appear for the
examination than older adolescents, although the latter
when they did appear presented more health problems, sug-
gests that special efforts should be made to reach young
people carly in adolescence. Second. comprehensive health
services are neeeded to deal with the variety and multiplic-
ity of health problems which adolescents present. Third. the
delivery of dental services. in particular, needs to be restruc-
tured to deal with problems which are so pervasive in the
early years of adolescence.

While Harlem may or may not be typical of other
places. we hope that the methods and the findings of this
research will encourage similar kinds of studies to be made of
adolescents and their health in other communities. The
number and kinds of untreated health problems reported and
observed in this study point to the need for increased adoles-
cent health services. As these become available, studies such
as this can be useful as a base agairst which changes in physi-’
cal. emotional. and social aspects of health can be measured.
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Chapter I
Background and Objectives

The Problem

The major assumptions underlying this study were
that adolescents in Harlem have numerous unmet needs for
health care and that innovations in the delivery of care may
be necessary if those needs are to be met cffectively. A
related assumption is that. in any community. deficiencies in
health and miedical care advensely affect youthful achieve-
ment during school years and afterwards,

Before describing the specific  objectives and
procedures of the study and presenting detailed findings. it
is appropriate to review the problem to which it is
addressed in the light of what is known about adolescent
health in general (not very much) and the health of black
children and youth in particular (even less).

Growing interest in the health and medical care of
adolescents—here defined as the 12-17 year age group—
reflects a number of factors. First. there are many of them.
In 1970, there were approximately 24 million in this age
group. or well over 10 per cent of the total U.S. population.
More important. their social status has changed signifi-
cantly with prolonged education. delayed cntry into the
labor market. congregation in age-graded ‘comimunitics”
based in schools. colleges. or ¢ven on the streets. and the
emergence of their own “sub-culture™ and life styles.

Traditionaily. pediatric carc (at least in hospitals)
drops youngsters at age 12. after which presumably they
pass into the network of health services for adults, But
since they are not yet adults and present some serious health
problems which may require special attention precisely
because of their ambiguous social status—e.g.. drug abuse.
psychiatric problems. venereal discase. pregnancies. ac-
cidents, suicide—there has been some justification for the at-
tmpt 1o separate adolescents from child and from adult
health services. Hence the emergence of a sub-specialty in ad-
olescent medicine (or “ephebiatrics™ as it has been called).,
the establishment of both inpatient and outpatient adolescent
units in hospitals and health centers, and even the rise of a So-
ciety for Adolescent Medicine (Gallagher. 1966: Garel!,
1965: Pediatric Clinies of North America. 1960: Schmidt,
1962: Simons and Downs., 1968).

The rationale underlying this development has been
provided by the report of a World Health Organization Ex-
pert Committee on Health Problems of Adolescence: “The
ilinesses of members of this age-group have received consid-
crable medical attention for many years in many countries.
but physicians as a whole have not given adolescents the
care that they have given to children and adults. Medical
students and physicians have been taught less about adoles-
cents than about other age-groups. less research has been
carried out on their disorders and fewer facilities have been
provided for their care. Yet the future effectiveness of these
young people depends in no small part on the care given
them during the formative years of adoleseence™ (World
Health Organization. 1965).

in recent years in the United States. this movement

has led to the organization of so-called “anti-establishment™
clinics for adolescents and youth. which are presumably
more compatible with their life styles. and to legislative cf-
forts to lower the age at which youngsters can obtain medi-
cal care without parental consent (Minkowski et al.. 1971
Smith. 1968. 1969; Pilpel and Wechsler. 1971). As yet.
however. health scrvices for adolescents in the United States
arc fragmented and reach relatively few of those age-
cligible. let alone disadvantaged youth (Maver, 1971).

Relsted Research

Rescarch bearing dircctly or indirectly on adoles-
cent health and medical care nceds falls into a number of
categories. One body of work deals with what adolescents
themselves report o7 more often. what adults report for
them about their health. A second source consists of data
from health examination surveys. Another body of rescarch
deals wizh adolescent patients and with what physicians and
other health professionals have observed in special popula-
tions of adolescents. Still another kind of research has
addres.cd itself to specific health problems of youth. such as_
mental illness. drug use. suicide. accidents. pregnancy. and
venereal discase. Some attention has alyo been given to the
health care facilities which are or should be available to ad-
olescents. Finallv—and most pertinent—there are studies of
class and ethnic differences in health status. health behave
jor. the utilization of health services. and the delivery of
medical care.

There have been relatively few sample surveys in
which adolescents themselve were asked to report on their
own health. The reports issued by the National Center for
Health Statistics from its Health Interview Survey (with re-
spondents who are at least 17 years of age) present data
separately for the 5-14 and the 15-24 year age groups. thus
combining children and vounger adolescents in one group
and older adolescents and young adults in another (National
Center for Health Statistics. 1970a. 1971a). The Health Ex-
amination Survey of 12-17 year olds also included self-ad-
minntered questionnaires on health behavior: however. as
vet no findings have been reported (National Center for
Health Statistics. 1969).

When information becomes available from the Na-
tional Center for Health Statisties” Health Examination
Survey of 12-17 year olds. for the first time there will be na-
tional data on the physical state and “verbal. perceptual.
and social skills” of a national sample of adolescents. This
survey provided a partial model for what was undertaken in
the medical examination of adolescents in Harlem. Other
investigations of adolescent health which rely on the exami-
nation technique have usually been based on selective
rather than on representative populations.

An earlier study by colleagues at the Columbia Uni-
versity Schoel of Public Health was Based on secondary anal-
wis of data from a city-wide sample survey of patients
visiting the outpatient depas:ments of ail 15 New Yaork City
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municipal hospitals in 1964-65. Apart from pregnancies, the
major health problems presented by the young people in this
survey were dental problems. injuries and accidents. skin
disorders. vision problems. and nutritional problems (Simons
and Downs, 1968).

Other studies in the field of adolescent health have
also been based cither on observations of youngsters
recciving treatment from private physicians or in hospitals
(Deisher and Mills, 1963; Gallagher, 1966; Garell. 196S;
Nolte. 1965; Pediatric Clinics of North America. 1960;
Schmidt. 1962; Sklar and Downs. 1966). This, of course,
lcaves out the presumably larger numbers who have not
been treated. Such studies have been unrepresentative in
other ways with regard to the populations studicd—for ex-
ample. reports on the health status of young men found
medically unqualified for military service, which of course
excludes young women (Adolf. 1964; President’s Task
Force on Manpower Conservation, 1964; Vandow et al.,
1967): studics dealing with high school students (Rogers
and Reese, 1964); or reports on the health status of youth in
Jjob-training programs. who are not likely to be represent-
ative of their communities (Eisner et al., 1966; Salisbury
and Berg. 1969).

Regarding specific health problems of adolescents
and youth. as noted. there is a considerable epidemiological
literature on the incidence and prevalence of such problems
as suicides, drug abusc. psychiatric disorders, venereal
discase, out-of-wedlock pregnancies, accidents, etc. Howev-
er. the methods of data collection and the age groups stud-
ied vary so widcly that it is difficult, if not impossible, to
generalize from them. To take just one example. it is widely
believed that drug abuse is the number one health problem
of youngsters in black communities. And yet. so far as we
know. there are no reliable data available on  the
prevalence of drug abuse in any one such community, let
alonc the nation as a whole. Nevertheless. it is concern
about just such problems as these which has stimulated in-
terest in adolescent health and improving the delivery of
medical care to adolescents.

Relatively littlc is known, however, about the health
care facilities which are available to adolescents in the Unit-
ed States. Earlier attempts to survey those facilities, either
in one city (Simons and Downs, 1968) or nationwide
(Garell. 1965). could not have anticipated either the chang-
ing legal status of young people seeking medical care or cer-
tain innovations in the delivery of that care which have
taken place in recent years and to which we have referred
carlier.

So much for research on adolescent health in gener-
al. This study addressed itself to the health status and medi-
cal care nzeds of black adolescents in a single community.
Relevant to this research are studies dealing with the health
status of young blacks and the medical care available to
them. What is known? The initial assumption was that
young people in Harlem present many unmet health care
needs. But it does not necessaiily follow that their health
status is inferior to that of whites. To be sure. a number
of health indicators show a white advantage. Thus, there is
evidence of higher black rates for a number of communica-
ble. inherited, and chronic conditions, e.g., tuberculosis,
sickle-cell anemia, and hypertensive heart disease (Pet-
tigrew, 1964). So, too. there are significant differences in
life expectancy between whites and blacks and not just at
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birth: at each year between ages 12 and 17 the expectation
of life in 1968 was approximately six years higher for white
than for nonwhite males in the United States (National
Center for Health Statistics, 1971c). However. there are
other indicators which produce a picture of black advantage
over whites (Cornely, 1970).

Data are lacking—national or local—on the healh
of youngsters in the 12-}7 year age group which would
make it possible to compare the health status of and medical
care received in different socio-economic and ethnic
groups. As noted carlier, the reports issued by the National
Center for Health Statistics from its Health Interview
Survey present findings for differently defined age groups.
Moreover, data frem these studies show some inconsist-
encies as regards socio-economic and ethnic differences in
health status and medical care. There are few differences
between income or ethnic groups in the number of days lost
from school because of illness and injury—a major func-
tional indicator of child.en’s health—among 6-16 year olds.
On the oiner hand, there are substantial differences between
white and nonwhite children this age regarding the number
of physician and dentist visits per year and hospital insur-
ance coverage. Nonwhite children are significantly less
likely to have visited a doctor or dentist within a given
period and are aiso less likely to be covered by hospital in-
surance (National Center for Health Statistics, 1971a).

Do poor people in general and nonwhites in particu-
lar tend to under-utilize health care services? A number
of investigators have argued that this is the case and that
such behavior is related to a “culsure” of poverty (and lack
of future-orientation) which is incompatible with modern
medicine o1 with preventive health behavior (Rosenstock.
1969). The evidence by no means suggests that poor
people in our socicty are more negligent in this respect than
the affluent. Relevant here are reports on cooperation in,
and attitudes toward. health examination surveys. In Cycle
! of the U.S. Health Examination Survey of adults, the par-
ticipation rate for all eligiblc persons was 86.5 per cent. sub-
siantially higher than rates reported in carlier studies. This
may have been due partly to the novelty of the methods
used in the survey and to the fact that examinces were
transported to the examination sites by survey personnel.
Particularly worth noting is that cooperation was higher
ameng nonwhites than among whites and higher among
young adults than among the elderly; however, there was
only slight variation by family income (Nationa!l Center for
Health Statistics. 1964) Even higher participation rates
were achieved in Cycle 11 of the U.S. Health Examination
Survey of children 6-11 years of age. In that survey (which
was conducted during schoo! hours by special arrange-
ment), an overall response ratc of 96 per cent was achieved,
with nonwhites again cooperating more than whites, boys
slightly more than girls. and children in the lowest income
group showing the highest cooperation rase (Mational Center
for Healtk Statistics. 1967).

No l»ss important than health behavior—as ex-
emplified by differential rates of cooperation in health ex-
amination surveys—is the structure of ghetto medicine.
i.e.. the mismatch between the needs of poor blacks and the
health services available to them in their communities and
the attitudes of health professionals toward the poor
(Norman, 1969). But what is known about health care in
such communities has little to do directly with adolescents.
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In short. although there is growing interest in ado-
lescent health and health care. there is as yet little informa-
tion available on a nationwide or other representative basis
regarding the age group to which this study addressed itself.
let alone data on black youth. Nor is much known about the
most effectic  says of delivering needed health care to
urban bla  ,outh—i.c.. should it be age-segregated as
the movement for adolescent medicine suggests. or in-
tegrated with comprehensive care for v-nole families? The
study reported here is therefore unique . focusing on the
health problems of a cross section of adolescents in an
urban community as well as in the kind of community with
which it deals; it is also unusual. we believe. in addressing
itself to the problem of how best to deliver preventive care
in such a community.

Objectives

The objectives of this study in Harlem were:

@ to determine the health status of a cross section
of adolescents in the community;

@ to assess their needs for health care—met and
unmet:

# to make recommendations concerning improve-
ment in the delivery of health care for young-
sters in this age group.

The findings presented in subsequent chapters of this report
are addressed to each of these objectives.

The selection of Harlem as the site for this project
needs little justification. Its social problems are fairly well-
known: high rates of unemployment and dependency. juve-
nile delinquency. drug abuse. premature births. deteriorated
housing. etc. In such a community—and more precisely
that part of it known as Central Harlem. which is almost en-
tirely black—it seemed reasonable to assume that young
people (as well as children-and adults) present many unmet
needs for healih care.! Furthermore. while the youth of
Harlem had been studied before. as in HARYOU-ACT's
1965 survey of adolescent social values and behavior. there
had been no overall assessment of their health.

In the mid-1960's an unusual opportunity presentca
itself to study adolescent health in Harlem. Under the con-
tractual program of affiliation workcd out between the New
York City municipal hospital system and medical schools in
the city, Columbia University—i.e.. its medical center—
became affiliated with Harlem Hospital. a municipal insti-
tution and the major provider of hospital care in that com-
munity. Part of the affiliation contract called for an evalua-
tion of health care needs and patient care in Harlem to be
undertaken by the Schoot of Public Health. including a con-

tinuing houschold sample survey of the community’s health,
which has to date accumulated 9.000 interviews with
Harlem residents and obtained from them information
about 23.000 residents. .

The original plan for the adolescent health study
was to draw on this community population survey over a
period of several years and conduct personal interviews
with a subsample of approximately 2.000 young people 12-
17 years of age living in these houscholds: comprehensive
medical ¢xaminations would also be offered to all young-
sters in the sample whose parents gave their consent.
Procedures for interviewing and examining youngsters had
been pretested during 1967 in a smaller sample survey of
adolescent health in Washington Hcights, an ethnically
mixed community adjacent to Harlem (Brunswick. 1969).

But certain modifications in the original study
design needed to be made. First. because of an organized
protest during the initial stages of the study. certain areas of
questioning were omitted. i.c.. those dealing with drug use
and with violence (Josephson. 1970). Second. this protest
raised questions as to whether the study could be conducted
successfully. The original plan for a study of 2.000 adoles-
cents in all parts of Harlem was modified to include a
sample of approximately 750. almost all of them black. liv-
ing in Central Harlem.

Other limitations of the project should also be
noted. The reduction of the sample meant that few young-
sters of other ethnic groups residing in that part of
Marnhattan served by Harlem Hospital could be included. 1t
also meant that 16 and 17 yecar olds were not included
during the first year of the study. only in the second: hence
this report deals largely with a two-year sample of 12-15
vear old black youth in Central Harlem. There is as yet no
comparable information on youngsters in other kinds of
communities—white or black—although in due coure.
when data become available from the Health Examination
Survey of 12-17 year olds. it will be possible to make some
comparisons between these Harlem findings and data from
a nationwide sample of youth.

Even with these limitations. the findings presented
in this report are useful as measures of the major health
problems of urban black youth and even more important. as
basic to planning ways of providing them with medical care.
This was no mere academic exercise. but rather a combina-
tion of rescarch and the delivery of care in a community
where health problems proliferate. There is already evi-
dence regarding the impact which poor health has on disad-
vantaged youngsters' school achievement (Birch and
Gussow. 1970). Much remains to be done if such obstacles
are to be removed. The work reported here is intended as a
contribution to that cffort.

ADOLESCENT HEALTH IN HARLEM 13




ERIC

PAFullToxt Provided by ERIC

Chapter 11l
Concepts and Procedures

Research methods were designed 1o meet three
requirements of this study: a) to investigate many different
dimensions of adolescent health; b) to do this in a nonpa-
tient cross section of adolescents: and c) to provide a service
in addition to collecting systematic information about 2do-
lescent health. To meet these requirements with due consid-
eration for reliability and validity of measurement, a combi-
nation of techniques was employed: a personal interview. a
medical examination (with referrals for treatmemt where
needed—the service component). and an abstract of official
sc'1o0l records.

Conceptualization of Health

Although there are many difficulties in “operation-
alizing™ a broad approach to health such as the World
Heal'h Organization’s. with its statement regarding physi-
cal. emotional and social “well-being.” all three of these
dimensions have been included among the aspects of adoles-
cent health studied in Harlem.! More specifically. the focus
was on current health status. defined to include conditions
that voungsters reported having during the year prior to
their interview or at the time of their medical examination.
Furthermore. the study was concerned. with both “subjec-
tive™ and “objective™ measures of health. Indeed. one of the
purposes of the study was to evaluate the degree of
agreement between what adolescents themselves reported
about their health and the presumably more objective obser-
vations provided by physicians or available in official
school records. The match between these different sets of
data may. of course, vary among adolescents and according
to particular health conditions. Finally. an essentially func-
tional approach to health was selected. taking into consider-
ation how youngsters feel about their health. the way they
perform. and how. according + significant others—such as
parents. teachers and phv..cians—they are reported or ob-
served to be performirg.

Similar c:.siderations have entered into the assess-
memt of adoles.ent needs for health care. Here. too. the
studv w.a> _oncerned not only with what conditions
. wysicians observed as requiring medical care but also with
what youngsters themselves reported about their utilization
of available health services and their own perceptions of
what they needed. To answer questions as 1o how. when.
where, and by whom adolescent health services might best
be delivered in this community. consideration was given
both to youngsters® general attitudes toward medical care—
which reflect their prior experiences—and 1o their reactions
to the comprehensive medical examination which they ex-
perienced in the course of this project.

Relations with the Community

As noted carlier. opposition to the project in its
carly sages jeopardized its continuation. Consequently,
careful attention needed o be given 1o the involvement of
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community representatives in an ongoing relationship with
the project. How was this done? In March, 1968, the
Harlem Health Council (a volumtary body of individuals
and agency representatives with an interest in health)
formed an ad /ioc advisory committee to alert project staff
members to health problems of particular interest 1o the
community.

In addition to periodic formal meetings, there have
been numerous contacts between individual members of the
advisory committez and the project staff over the years.
Suggestions by ccamitiee members were incorporated in
revisions of the personal interview schedule. From the
outset, this committee has been- particvlarly concerned
about how to implement findings from the study in health
services for adolescents.?

The Personal interview

Personal interviews were conducted with 752 ado-
lescents in a cross section of houscholds in Central Harlem.
These interviews averaged an hour and a half and were con-
ducted by specially trained interviewers matched to their re-
spondents by sex and race.® A structured and largely
precoded interview schedule of 126 questions was prepared
especially for this study (Appendix E). A longer venion of
this interview.schedule had been pretested in 1967 with 122
adolescents of similar age in Washington Heights (Bruns-
wick. 1969).

The following areas of questioning were included in
the personal interviews with adolescents:

Physical health

a. Salience and awareness of health and health

problems

b. Personal health practices. including smoking and

drinking

. Self-rating of health

. School absences caused by illness

Limitations on other activities caused by health

problems

Sensory defects

. Chronic ailments and conditions

. Teeth and dental care
Accidents and injuries
Utilization of medical services. including usual
source of care. recency and frequency of doctor
visits (for medical and dental care. separately);
health checkups: treatment received for specified
conditions; hospitalizations. with special atten-
tion to Harlem Hospital

k. Attitudes and preferences regarding doctors. den-

tists and nurses
I. Sleeping patterns
m. Eating patterns

o oo

At - R ]

Emotional health,
a. Emotional problems and care received for them
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b. Psychosomatic symptoms

c. Fears and worries

d. Mood and aftect. including thoughts about death
e. Self-esteem

Social health and related matters.

a. Educational achievement, aspirations and expec-
tations . .

b. Occupational experiences. aspirations and expec-
tations

¢. Aspirations and expectations regarding marriage

and child-bearing

Satisfaction with peer relationships

Relations with family (amount of time spent with

them, punishment. freedom and autonomy)

Leisure time activitics

. Participation in group and community activities

. Time orientation

i. Other psychosocizl attitudes (sense of personal
efficacy, indicators of alienation) :

oo

h-d - Bac)

Personal characteristics.

a. Age. sex. ethnicity

b. Religion and religiosity

. Geographic mobility

d. School and/or work status

(]

Before a youngster 'was contacted to participate in
the study. the interviewer obtained written consent from the
parent or guardian for the interview, the medical examina-
tion at Harlem Hospital. and exchange of information with
school health personnel. A 10 to I'S minute interview was
conducted with the parent to obtain his or her report of that
voungster’s health. Arrangements were then made to inter-
view the adolescent alone. using the structured interview
schedule described above. At the conclusion of the adoles-
cent’s interview. the interviewer explained the medical ex-
amination and made an appointment for him to appcar at
Harlem Hospital.

Sclected data from both the parent and adolescent
interviews were forwarded to the hospital prior to the ado-
lescent’s medical examination.

The Medical Examination

Through arrangements with the Ambulatory Care
Scrvice at Harlem Hospital. free comprehensive medical ex-
aminations were provided adolescents in the Medical Clinic
of the Service on given weckdays (usually Monday:
Wednesday if needed) starting at 4 P.M. after regular clinic
hours. The examinations were conducted by a team of
physicians. dentists. nurses. technicians. and other health

workers representing various services at the Hospital. Ex-

aminations lasted about three hours. In all. 61 examination
sessions were held at Harlem Hospital over the two years of
the study. and 556 adolescents from Central Harlem were
examined there. An average of eleven youngsters were exams-
ined at cach session.

The main purpose of these medical examinations
was to provide an objective picture of adolescents’ health
status and of their gencral physical development. In accor-
dance with the service goals of the project. voungsters were
given referrals for further care according to their needs.

The examination included a complete physical
check by a physician; an examination of teeth and mouth
by a dentist; recordings of blood pressure; tests of visual
acuity and color discrimination; a chest X-ray; X-ray of
wrist to determine bone maturation;* skin test for
tuberculosis: blood tests (hematocrit. serology. sickling.
white blood count); urinalysis; height, weight and skin fold
measurements; and a medical history taken by a nurse.
Findings were recorded on a precoded form: one copy went
into a permanent file on the young person at Harlem Hospi-
tal and the other was returned to the project’s office for data
processing and analysis.> 8

The U.S. Health Examination Survey (HES) of 12
to 17 year olds served as the main prototype for this exami-
nation. Although an attempt was made to produce some
results comparable to those of the HES. the examination in
Harlem did not follow that survey completely.”

Information from School Records: The School Record Abstract

Authorization was sought and obtained from the
Burcau of Educational Rescarch. New York City Board of
Education, to contact district Superintendents and school
principals to obtain permission to copy information from
individual youngsters’ cumulative school records. Informa-
tion was recorded regarding grade placement, absences,
marks received over a two-year period. reading achieve-
ment test scores. and special disabilities and problems.
School abstracts were completed the year after the inter-
view, with information referring to the year of interview
and also the year preceding it.8

The Sample

The sample of adolescents in this study was drawn
from a representative cross section of houscholds in Central
Harlem 1n which adults had been interviewed carlier as part
of a larger community health survey. In cach year of the
adoleseent study. personal interviews were completed with
83 per cent of the listed samiple. providing a total of 752 inter-
views. Among 12-15 year olds. the interview completion Fate
wirs 84 percent: among 16-17 year olds. it was 78 per cent for
boys and 84 per cent for girls. Details regarding the drawing
of the sample and the representativeness of the completed
sample are provided in Appendix B.

The sample of 12-15 year old black vouth includes
boys and girls in the ratio of 55 to 45: the ratio of 12-13 year
olds to 14-15 year olds was similar. (Table 111-1) This reflects
the distribution of the listed sample rather than ditferences in
cooperation. Consequently. when looking at the findings for
the total group of 12-15 year old black youth. it should be
noted that they are weighted slightly toward boys and toward
the younger of both sexes.? All analyses have been con-
ducted for the total group and also for boys and girls
separately.

Other background characteristics of the interviewed
sample are shown in Table 111-2. Nearly half of the 12-15
year old youth were living in houscholds receiving public
assistance: and half of the families had no older male or
male head living in the household. On the average. more
than five people (5.5) lived in each household. The house-
holds were predominantly Protastant in religion. About
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three-quarters of the 12-15 year group were born in New
York City; nearly the same proportion had mothers who
were born in the South, Forty-one per cent of the rgspond-
ents’ mothers had not continued their gducation beyond
grade school. :

Table 111-1—Sex and Age Distribution of Interviewed and
Examined Samples

Black Youth 12-15 Years
Interviewed Examined

Grand total (542) 100% (421) 100%
Boys

12-13 (162) 30 {129) 31

1415 {135) 25 (9 23

All boys 12-15 (297) (55) (226) (54)
Girls

12-13 (133) 24 (104) 25

14-15 (112) 21 (91) 21

Ali girls 12-15 (245) (45) (195) (46)

Certain data obtained from the youngsters’ school
records are relevant in describing the sample of black 12-15
year old youths: two-thirds were still at elementary school
grade levels (in the eighth grade or lower); almost haif had
attended at least four different schools in New York City;
one in four had some notation in his school record
regarding a “special disability,” which was likely to be a
reading or general learning problem (14%) or a physical
health problem (5%) or a behavioral-emotional problem
(6%). School records showed a mean of 21 days absent
during the preceding school year. Girls averaged 19 days
and had fewer absences than boys, who averaged 23 days of
absence; older (14-15 year old) boys had more absences
than the younger ones (12-13).

Average school marks the year they were interview-
ed were just below ~C”; girls achieved higher marks in
school than boys. Both boys and girls showed a decline in
school marks with age, the 12-13 year olds achieving higher
marks than those 14-15. (This decline continued in the 16-
17 year old group.) On standardized tests, three-quarters of
the 12-15 year old adolescents were reading at least one
year below their actual grade level; 39 per cent were
reading at a level three or more grades below their actual
school placement.

Table i11-2—Background Characteristics of interviewed Sample

Black Youth 12-17 Years
12-15years 16-17 years
Al Boys Giris Boys Girls
(542) (297) (245) (52) (74)
Age by one-year intervals
Twelve 27% 28% 27% —_ —_
Thirteen 27 27 27 —_ —
Fourteen 23 23 24 —_ —
Fifteen 23 23 22 —_ —
Sixteen _ —_ —_ 4% 41%
Seventeen —_ —_ —_ 56 59
Waelfare status
Welfare 47 47 47 50 36
No welfare 53 53 53 50 64
Mother’s education
Grade school or less 4 39 43 42 32
Some high school 31 31 30 21 26
H.S. completed or more 29 30 27 37 42
Mother’s birthplace
New York City 20 19 21 21 24
South 73 74 72 67 70
Other 7 7 7 12 6
Adolescent's birthplace
New York City 76 77 74 88 70
South 21 20 22 12 30
Other 3 3 4 —_ —_
Religious background
Protestant 81 79 83 75 88
Roman Catholic 17 17 17 2 12
None 1 2 — 2 —
Not specified 1 2 —_ 2 —
Father or older male present
Yes 50 49 50 48 51
No 50 51 50 52 49
Mean number in household 550 552 549 537 5.18
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Chapter IV
Participation in the Medical Examination

Each adolescent interviewed was offered a free med-
ical examination at Harlem Hospital; the objectives and
procedures of the examination have been described in the
preceding chapter. Altogether 556 adolescents, or 74 per
cent of those interviewed, appeared for medical examina-
tions during the two years in which the survey was con-
ducted in Harlem (this figure includes young people from
Spanish-speaking families and the 16 and 17 year olds in
addition to 12-15 year old black youth).

The relatively high rate of cooperation in the exami-
nation has substantive as well as methodological signifi-
cance. On the methodological side, the issue is one of repre-
sentativeness: had relatively few youngsters appeared for
their examinations, the results derived from them would
have limited generalizability. On the substantive side. a
project such as this, which .ncludes a free medical and
dental examination, has a built-in behavioral measure of
what it is trying to study. Participants in the examination
may be regarded as the potential consumers of adolescent
health care services. The nonparticipants—unless they did
not participate because they were already regularly
receiving health care—represent the medically hard-to-
reach. In this chapter, therefore, data are presented which
indicate some of the factors contributing to the relatively
high rate of cooperation achieved in the medical examina-
tion.! The implications for the delivery of medical care to
adolescents wil! also be discussed.

Explaining the Examination

One of the keys to the high cooperation rate in the
examination was the care taken in explaing its nature and
purpose to the participants and in scheduling appointments
with the young people. Each family approached was given a
letter explaining the project which was signcd by the
director of ambulatory care services at Harlem Hospital
and by the project director. Each family was also given a
printed. illustrated brochure describing the project in gener-
al and the examination in particular. The interviewer
explained that the family would receive a report about the
young person’s health (letters with the main findings were
sent to the family of cach examined youngster); and that a
report of the findings would be sent to a physician or clinic
designated by the family; and that referral appointments for

needed care would be made for the youngster (at Harlem
Hospital} if the family wished.

The interviewer also explained that participation
would benefit not only that youngster but other young peo-
ple in the community, because information was being
collected in such a way that it could be used for planning
health services for all people their age in Harlem. In other
words, the appeal was to both personal and community
benefit.

Scheduling and Rescheduling Appointments

All adolescents were examined at Harlem Hospital
by weekly appointment in a service designed only for
youngsters in the sample. Since household interviewing was
going on continuously, the logistical problem was to deter-
mine the optimum number of adolescents to be examined at
each session in terms of resources and costs. Rates at which
youngsters appeared for examination were calculated on the
basis of the first examination sessions. Separate rates were
computed for those appearing on first appointments and on
rescheduled appointments. On the basis of these calcula-
tions, an estimate was made as to how many youngsters to
invite to each session. The examination staff was capable of
handling 12 youngsters at each session. Appointments were
made for 20 youths per session, on the average. Only once
or twice did more adolescents appear than could be exam-
ined by the regular project staff: but arrangements had been
made for an extra physician and dentist to be on call in the
event that such a situation arose.

As Table 1V-1 shows, not all adolescents were examined
on their first appointment. Indeed, only 70 per cent of the
12-15 year olds who were examined came on their first ap-
pointment; 17 per cent were examined on their second ap-
pointment; and 13 per cent on their third or a Jater appoint-
ment. Among the 16 and 17 year old boys, even larger
proportions required two or more appointments for their
exarninations. Rescheduling was therefore essential for
producing the participation rate achieved in this study.
Once an appointment was missed, the household was con-
tacted by phone, or in person if there was no telephone, to
determine the reason for failing to keep the appointment
and to set another one. Rescheduling continued when
subsequent appointments were missed, to the extent that the
examination calendar permitted.

Table IV-1—Appointment on Which Examined

Black youth 12-15 Black youth 16-17
All Boys Girls Boys Girls
(421) (226) {195) (30) (48)
Examined on first appointment 70% 67% 74% 63% 80%
Examined on second appointment 17 18 16 20 13
Examined on third or later
appointment 13 15 10 17 7
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Reminders of Appointment

Before the interviewer left the home he filled out a
reminder form for the youngster, indicating the date and
time of the appointment. This form explained how to get to
the examination site. A day or two before the actual ap-
pointment, another reminder was mailed to the family.
Whenever appointments were rescheduled, similar
reminders were mailed to the youngster.

Age Differences in Participation

Considered here are differences in participation
rates within the interviewed sample. During the first year of
the study, 81 per cent of all those interviewed (including
youths of Spanish background) appeared for their examina-
tions; but during the second year, the participation rate fell
to 70 per cent. Approximately half of this difference was
due to the inclusion of 16 and 17 year olds in the second
year; the remaining difference was due, at least in part, to
changes in scheduling procedures. In the second year the
sample was larger and, therefore, once an appointment was
missed it could not be rescheduled as many times as had
been possible the first year.

Table 1V-2 shows the rates of participation by sex
and age for the two years combined and for each year
separately. The participation rate for 12-15 year old biack
youth decreased from 81 per cent in the first year to 75 per
cent in the sccond year. Participation rates were lowest
among 16-17 year old boys and girls. The decline was sharp-
er and came earlier among boys, decreasing from an 80
per cent cooperation rate at ages 12-13 to 58 per cent at
ages 16-17. Comparable figures for girls were 78 per cent at
ages 12-13 and 62 per cent at ages 16-17. (There is no ap-
parent reason for the sharp drop between the two study
years among 12-13 year old girls; this can be explained only
as a chance sampling fluctuation.)

Further details regarding differences in participation
rates by age arc shown in Table V-3, which compares the

interview and examination completion rates among boys
and girls in one-year age categories. As this table shows,
there was little fluctuation in interview completion by age.
However, participation in the examination declined sharply
as age increased, particularly among the boys. At age 12, a
slightly higher proportion of boys than girls appeared for
their examinations. Participation among boys dropped after
age 12, with another drop occurring after age 16; but it did
not decline at all among girls until after age 15. At each age
after 12, proportionately more girls participated in the ex-
amination than boys. Among boys at ages 12 and 17, the
difference was between 83 per cent and 48 per cent; among
girls participation declined from 79 per cent at age 12 to 61
per cent at age 17.

Other Demographic Correlates of Participation in Examination

Welfare assistance was used as the major indicator
of economic status. There was neither a large nor a consist-
ent relationship between welfare status and participation in
the medical examination. Nor was there any relationship
between mothers’ educational attainment—another major
indicator of socio-economic status in a sampie where half
were living without male heads of household present—and
participation in the medical examination. When partici-
pation rates were analyzed with respect to birthplace, there
were only small differences between young people whose
mothers were born in the South and those with mothers
born in New York City (Table 1V-4). As for the adoles-
cent’s own birthplace, while slightly more of the Southern-
born youngsters came to the medical examination, the
numbers involved are too small to yield a .:atistically reli-
able difference (Table 1V-5). '

Approximately half of the 12-15 year olds in the
sample lived in households with no older male. Data con-
cerning the relationship between the presence or absence of
an older male 1n the household and adolescent participation
in the medical examination are presented in Table 1V-6.
While there was almost no difference in the case of boys,

Table IV-2—Rates of Participation in Medical Examination by Sex and Age for Two Study Years

(In Percents)*

Black Youth 12-17 Years
Both Study Study
years yoar 1 year 2
Boys
12-13 years 80 80 79
14-15 years 72 74 70
All boys 12-15 years 76 78 75
Girls
12-13 years 78 86 69
14-15 years 81 82 81
All girls 12-15 years 80 84 75
Total btack 12-15 years 78 81 75
Boys 16-17 years — — 58
Girls 16-17 years —_ —_ 62
Total black 16-17 years — —_— 60

* Rates of participation are expressed as percentages of those interviewed.
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girls 1n households with an older male appeared at their, ex-
amination more often than those from households without
an older male; this is a statistically reliable difference.

The Prohiem of Nonparticipation

Twenty-six per cent of all interviewed youths were
not examined. Information was collected from those who
refused to make appointments (only 26) and about the
larger number who failed to keep their appointments. This

Table IV-3—Completions by Age (Over Two Study Years)

information was collected by phone and/or personal visit to
the houschold. Altogether. information was obtained about
174 refusals and missed appointments.

In more than onc-quarter of the latter cases. the
youngster or parent simply forgot or was unable to give any
more specific reasons for not appearing at the examination.
The next most frequent reason for not appearing was
conflict with other scheduled activities (5% were working.
6% had to remain late in school. and a few had some
household responsibility that interfered). Even though the

Black Youth 12-17 Years
(No. Listed) interviewed Examined
(800) (% of listed) (% of interviewed)
Boys
12 years old (95) 87 83
13 years old (91) 87 76
14 years old (84) 80 70
15 years old (82) 83 74
16 years old (31) 74 70
17 years old (36) 81 48
Girls
12 years old (78) 85 79
13 years old (80) 84 78
14 years old (70) 83 79
15 years old (65) 83 83
16 years old (34) 88 63
17 years old (54) 82 61

Table IV-4—Participation by Mother’s Birthplace

Black Youth 12-15 Years
Per cent interviewed Per cent examined*
Birthplace Totai Boys Girls Total Boys Girls
New York City 78 80 76 80 79 82
Southern United States 86 85 87 77 75 80
All other places 83 87 78 7 70 72
* Examined as per cent of interviewed.
Table IV-5—Participation by Adolescent's Birthplace
Black Youth 12-15 Years
Per cent interviewed Per cent examined*
Birthplace Total Boys Girls Total Boys Girls
New York City 84 85 82 76 74 79
Southern United States 82 79 84 84 84 83
All other places 95 91 100 61 60 63
* Exanuned as per cent of interviewed.
Table IV-6—Participation by Presence of Older Male Living in Household
Black Youth 12-15 Years
Per cent interviewed Per cent Examined*
Total Boys Girls Totat Boys Girls
No male in household 87 87 86 75 77 74
Male in household 83 84 81 80 75 85

*Examined as per cent of interviewed.

ADOLESCENT HEALTH IN HARLEM 19




.o

L

e
L

Xy

LA 2

Q

ERIC

Aruitoxt provided by Eric

L
P

examination was arranged so that written parental consent

was obtained beforehand, a substantial number of parents
did bring their youngsters to the examination. Eight per
cent of those who failed to keep their examination appoint-
ments said it was because their parent was not available to
accompany them.

Only about 15 per cent of those who failed to come
for their examinations could be considered outright refus-
als: i.e.. a parent did not want the youngster to come (6% )
or the adolescent himself did not waat to come (10%).
Among those who were interviewed but failed to make an
appointment for the medical examination (there were 13
such youngsters among the 12-15 year-olds), half gave as
their reason that they went elsewhere for medical care.

Summary

In an earlier chapter of this report, reference was
made to the participation rates achieved in other examina-
tion surveys; however. none provides a model for a survey
of adolescents in a largely black community. The relatively
high rate of participation by adolescents in Harlem may be
attributed in part to convenient scheduling and frequent
rescheduling of appointments, a personal invitation to ap-
pear at the examination, multiple reminders about the ex-
amination appointment, and elimination of the need for a
parent to accompany the youngster to the examination. In-
formation collected on nonparticipants suggests that further
rescheduling at times more convenient for them might have
produced an even higher participation rate. The need ior
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flexibility in rescheduling appointments would appear to be
one of the major lessons of this experience for those who
want to maximize adolescent participation in health services.

An important consideration of a different kind has
to do with the characteristics of those who do and do not
cooperate in such an examination. It is clear from the data
presented here that the most important single factor con-
tributing to participation in the medical examination was
the age of the adolescent. There was only a four per cent
difference between the proportions of boys and girls who
appeared for their examinations; sex, therefore, cannot be
considered an important factor. Among 12-15 year olds in
Harlem. those participating in the examination represented
80 per cent of the eligible girls and 76 per cent of the boys;
among 16 and 17 year olds the rates were 62 per cent and
58 per cent for girls and boys, respectively.

Where in this age spectrum did the decline in partic-
ipation occur? It occurred earlier for boys than for girls.
Analysis of cooperation rates by age suggests that in the 12-
17 year age span, 12 is the optimum age at which to involve
boys in preventive health programs. Among girls, the
decline in participation occurred somewhat later, between
ages 15 and 16. This suggests that there is a little more time
to bring girls into preventive care programs—that is, up to
age 16. But preventive care is always best provided early
and girls at age 16 have more health problems than younger
girls (see Chapter IX). It is appropriate, therefore, to aim at
involving both adolescent boys and girls at the earliest age
possible.
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Chapter vV
Health Status of Adolescents in Harlem'

Findings presented here from both personal inter-
views and medical examinations reveal the kinds and the
frequency of adolescent health problems. As in the presenta-
tion of other findings that follow, the main focus is onthe 12
to 5 year olds who were represented in sufficient numbers
and for whom observations were averaged over two years of
study.

First to be considered is the prevalence of sclf-
reported and of medically-observed health problems. This
will be followed by a discussion of overall measures of
hcalth status. including subjective appraisals; a major func-
tional measure of health—reported absences from school
because of illness; and an index of health status based on the
number of health problems reported 2nd observed.

Prevalence of Health Problems: Reported in Personal Interviews

Through separate sets of direct questions. informa-
tion was obtained from adolescents on current visual.
dental. and emotional problems. Self-reports on other
health problems were obtained by meanrs of a long check-
list. Dental problems were by far the most frequently
reported and observed of all health problems in this sample;
hence they are discussed separately in Chapter X1l of this
report. ’

In order of frequency, the following are the major
health problems, other than dental. revealed through per-
sonal interviews (Table V-1):

Vision problems—One-fourth of the 12-15 year olds
reported some trouble sceing; among girls the proportion
was 32 per cent and among boys 20 per cent.

Respiratory  problems—One-fifth reported having
frequent colds: among girls the proportion was 26 per cent
and among boys 16 per cent. One-cighth reported that they
had repeated sore throats. One in ten said they had had
chest pains; onc in ten reported long-lasting coughs and
asthma or wheezing; one in twelve reported sinus trouble;
oncin twenty reported frequent caraches.

Repeated headuches—This problem was reported by
almost onc out of five. Although reporied by similar
proportions of girls and boys. it was the second most
frequent of all the problems reported by boys while it
ranked sixth among girls.

Nervous or emotional problems—OQne in six consid-
ered himself to have some kind of nervous or emotional
problem: among girls the proportion was 23 per cent and
among boys 13 per cent.

Stomach pains—These were reported by one in six;
among girls the proportion was 21 per cent and among boys
12 per cent.

Skin problems—One in seven of the youngsters
reported skin problems; the proportion among girls was 25
percent. among boys it was six per cent,

Speech problems—These were reported by one in
cight: there was no difference in proportion between boys
and girls.

Repeated nose bleeds—One in ten reported this
problem: the proportion was slightly higher among boys
than among girls.

Vomiting—Onec in ten reported this condition;
among girls the proportion was 15 per cent and among boys
six per cent.

The foregoing were the health problems most
frequently reported by young people themselves. Other
problems reported by five to ten per cent of the 12-15 year
olds included hay fever or other allergies. shaking or
trembling (sometimes regarded as a psychosomatic
symptom), shortness of breath without exercise (another
psychosomatic symptom), dizziness and fainting. and
backaches. ) '

Additional problems reported by fewer than five per
cent included certain digestive tract symptoms: hard
thumping of the heart (sometimes considered a psychoso-
matic symptom); deformity or stiffness of extremities.
limbs. or back: heart conditions; anemia; bed wetting; and
difficult or frequent urination.

Table V-1 lists the frequency with which all of these
problems were reported by the total sample of 12-15 year
olds and by boys and girls scparately. Because girls reported
more conditions than boys did. a higher proportion of girls
could be expected to report any one condition. The propor-
tions. by themselves, do not indicate how the relative
frequency of the problems may differ between boys and
girls. But this can be seen in the last pair of columns. which
shows the separate rank orders of occurrence among boys
and girls.

Prevalence of Conditions: Findings from Medical Examinations

So far this chapter has dealt with what adolescents
reported in their interviews about specific heaith problems.
Next to be presented are findings from the medical exami-
nations given at Harlem Hospital to 78 per cent of the 12-
15 yeir olds who were interviewed.2

What did the medical examinations reveal? Signifi-
cant deviations from what the examining physicians consid-
ered normal were found in the following general areas. in
order of frequency: (Table V-2)

Vision and cye problems—One-fifth of all 1215
year olds examined at Harlem Hospital were observed as
having such problems; boys and girls in similar proportions.

Respiratory tract disorders—This category includes
transient upper respiratory infections as well as all other
respiratory conditions. One-sixth of the examined sample
were observed to have such problems: lung and bronchial
disorders were noted among five per cent; there was little
difference in occurrence between boys and girls.

Heart and blood pressure abnormalitics—Problems
in this category were observed in onesixth of the examined
sample; proportions of boys and girls were about the same.

Skin and complexion problems—Problems of this
kind severe enough to be noted as significant were observed
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in one-tenth of the examined sample; the proportion among
girls was twice that among boys.

Nervous and emotional problems—Problems in this
arca were considered significant among one out of twelve
examined youngsters; among girls the proportion was 11
per cent and among boys it was six per cent.

Nutritional problems—Significant andfor treatable
problems in this catcgory, chicfly obesity, were observed
among scven per cent of those examined; there was no dif-
ference in proportions between boys and girls.

Neuromuscular and musculoskeletal disorders—
These were observed among seven per cent of the examined
sample; there was no differcnce in porportions between
boys and girls.

Blood disorders—Tests for abnormalities in the
blood system uncovered significant deviations. chiefly ane-
mia, among four per cent of the examined sample; the
proportion among girls was twice that among boys. Blood
test findings were suggestive in another sizable proportion
who were referred for further diagnostic testing.

Urinary problems—Problems in this category were
observed among four per cent of the examined sample; the

proportion among girls was three times as great as among
boys.

Speech problems—These were observed as signifi-
cant among three per cent of the examined sample.

Other medical problems regarded as significant by
examining physicians but prevalent among no more than
two per cent of the examined sample were: mental retarda-
tion, menstrual disorders or pregrancy (4% of the girls),
other genital or reproductive tract disorders. accidents or
injuries, breast conditions, endocrine and metabolic
disorders, and hearing difficulties.

The medical conditions listed above were those con-
sidered significant by the examining physicians.3 In some
cases the proportion of youngsters observed to have a par-
ticular condition was far greater than the proportion for
whom the condition was regarded as medically significant.
For example, 18 per cent were observed to have facial acne
of grade two or higher, 26 per cent of the girls and 11 per
cent of the boys.* Speech disorders were recorded for 10
per cent of the youngsters, musculoskeletal deviations for
15 per cent, suggestive neurological signs for 10 per cent
and disorders of the reproductive system for 8 per cent. The

Table V-1—Self-Reported Health Problems (from Personal Interviews)

-

hY
I

Black Youth 12-15 Years Rank order
N Al Boys Girls Boys Girls
- PRI (542), (297) (245)

; Eye trouble 25% 20% 32% 1 1

. Frequent colds 20 16 26 3 2
Repeated headaches 18 18 18 2 6.5
Nervous or emotional problems 17 13 23 45 4
Stomach pains 16 12 21 7 5
Skin problems 14 6 25 15.5 3
Pains in legs and/or arms * 14 12 16 7 8
Speech problems 13 13 14 4.5 10.5
Repeated sore throats 13 9 18 11 6.5
Chest pains 1 9 14 1 10.5
Repeated nosebleeds 10 12 8 7 215
Long-lasting cough 10 " 9 9 19
Asthma, wheezing 10 9 10 11 15
Vomiting 10 6 15 15.5 9
Hay fever or other allergy 9 8 i} 13 12
Repeated sinus trouble 8 6 10 16.5 15
Shaking or trembling 8 5 10 18.5 15
Trouble hearing 7 4 10 21 15
Shortress of breath 7 6 9 15.5 19
Backaches 7 4 10 21 15
Dizziness, fainting 7 5 9 18.5 19
Frequent earaches 5 4 7 21 23
Heart thumping hard 4 1 8 30.5 215
Frequent constipation 4 2 6 27 27
Long-lasting bronchitis ° 4 3 4 24 27
Indigestion 3 2 5 27 25.5
Bed wetting 3 3 2 24 29.5
Heart conditions 3 2 5 27 25.5
Anemia 2 1 2 30.5 29.5
Frequent diarrhea 2 1 2 30.5 29.5
Difficulty, frequent urination 2 1 2 30.5 20.5
Deformity or stitfness in extremities, limbs, back® 2 3 1 24 32

a) Asked onty in firsl sludy year.
b) Asked only in second Study year.
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actual proportions judged to be significantly deviant (Table
V-2) were noticably lower.

Omitted, so far, is one class of physicians'
findings—notations about problems referred for further in-
vestigation. In these cases. physicians were uncertain
whether or not similar deviations would appear on

subsequent evaluations, although the findings from this first
examination were suspicious. Rather than exaggerate the
extent of pathology in the population, these conditions have
been excluded from Table V-2; there may be some under-
statement of the findings when all of these referrals for fur-
ther investigation are ignored. (Table V-3)

Table V-2—Medical Problems Noted by Physician (from Medical Examinations)

Black Youth 12-15 Years Rank order
All Boys Girls Boys QGirsls
(421) (22¢) (198) (228) (19%)
Respiratory tract disorders 2% 20% 24% 2 1
Upper respiratory 17% 16% 17%
Lung and bronchial $ 4 ¢
Vision and eye problems 21 21 21 1 2
Heert and blood pressure
abnormalities 17 17 16 3 3
Heart 13 14 1
Blood pressure 4 3 5
Skin and complexion probiems 10 7 14 45 4
Nervous and emotional problems .8 ¢ 1 8.5 5
Nutritional probiems 7 7 8 4.5 8.5
Neuromuscular and musculo-
skeletat problems 7 ] 8 8.5 6.5
Slood disorders 4 3 ] 9 85
Urinary problems 4 2 ¢ 125 8.5
Speech problems 3 2 3 125§ 12
Mentai retardation 2 2 3 125 12
Other growth problems (skeletal) 2 3 1 9 16
Menstrual disorders and
pregnancy 2 —— 4 - 10
Other genital and reproductive
tract disorders 2 2 1 1256 16
Accidents or injuries 2 3 1 9 18
Breast conditions 2 * 3 18 12
Hearing difficuities 1 1 2 16.5 14
Endocrine and metabolic
disorders 1 * 1 18 16
Hernia 0.5 1 - 15.5 —_
Abdominal tenderness and vague . . - 18 —
signs

* Less than half of one per cent.

Table V-3—Conditions Referred for Further investigation (from Medical Examinations)

Black Youth 12-15 Years
All Soys Giris
(421) (22¢) (195)
Problem with blood (anemis, etc.) 10% 10% 10%
Urinary problems ¢ 3 10
Heart and biood pressure abnormalities 4 5 2
Heart 3 4 2
Blood pressure 1 1 —_—
Respiratory tract disorders 4 3 5
Upper respiratory * 1 —_—
Lung and bronchial 3 2 $
Vision and eye problems 1 1 1
Neuromuscular, musculoskeletal problems 1 1 1
Menstrual disorders and pregnancy 1 —_— 2

® Less than helf of one per cent.
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Correspondence in Prevalence Botween Seif-Reperted
and Medically Observed Conditions

Thesc distinctions between observed, significant,
and rcferred conditions are important in considering the
dcgrec of correspondence between what youngsters them-
selves reported about their health and what their medical
examinations revcaled. The techniques of the interview and
the cxamination were bound to touch on differently
defined, as well as differently measured, dimensions of
health. Thus. headaches, which many adolescents reported,
would seldom be noted in a medical cxamination unless the
physician considered them as a symptom of some other con-
dition; conversely, tests performed during the examination
produced findings about conditions youngsters could not be
awarc of unless they had such tests. c.g.. hypertension,
blood conditions, and urine problems. Nevertheless, there
was a high degree of correspondence between the two sets
of findings, especially in regard to the overall ranking of
health problems. Insofar as the medical cxaminations may
be regarded as validations of the personal interviews, they
suggest that adolescents arc dependable reporters of their
hcalth problems.

Conaral Measures of Health Status

Consideration will now be given to how youngsters
appraised their general state of health, to limitation in their
activities because of health problemas, and to the number of
health problems which they rcported and which physicians
observed.

One-third of the 12-15 ycar olds reported in their in-
terviews that their own health was “very good™; just over
half said it was “pretty good™: onc in ten said it was “fair™;
and one in fifty regarded their health as “poor.” There were
no significant differences between boys and girls in these
general app-aisals of their own health,

Three-quarters of the girls and two-thirds of the
boys considered their own health to be on a par with others
their age. About a fifth considered themselves hcalthier
than others and fewer, about onc in ten, to be less healthy
than others.

During intcrview, about one in six reported as many
as three days absence from school because of iliness during
the prior month. with an avcrage of 1.3 day's lost in a school
month because of illncss. Taking the year as a whole. one in

six reported missing more than two weeks of school because
of illness, with a mean number of seven days lost. This fig-
urc is somewhat higher than that reported for a national
sample of 6-16 ycar olds in 1968 (National Center for
Hcalth Statistics, 1971a).%

About one in ten claimed that his health status
limited what he could do in school; considerably fewer
(4%) reported that il! health limited the amount of time
they spent in school; hardly any (2%) had becn placed in a
special school or class because of poor hcalth. Regarding
the frequency with which ill health interfered with activities
of a morc voluntary nature—things that they “want to
do"—one in twetly reported such interference “a lot™ of
the time and one in five “some of the time.”

Three in four youths reported having at least one of
the 45 medical problems about which they werc questioned
(Tablc V-4). Girls (82% ) were morc likely to report health
problems than boys (70% ). Among the total group of black
youth 12-15 ycars old, a proportion somewhat better than
half (55%) rcported themsclves as having at least two
health problems. Howcever, girls and boys differed signifi-
cantly. two-thirds of the girls compared to roughly onc-half
of the boys reported two or more health problems: half of
the girls and a third of the boys reported three or more
problems; over a third of the girls and onc-fifth of the boys
four or mare; and a quarter of the girls, compared to onc in
ten boys, rcported that they had six or more health
problems. Clcarly girls felt that they had more health
problems than boys. The number of problems increased
with age for both and this difference was greater between
older and younger girls than boys (see Chapter X1).

Findings from Medical Examinations

Turning to the findings from the medical examina-
tion. an average of 1.17 medical conditions was noted by
the examining physicians for all 12-15 year old youths. The
average number among girls was 1.32 and among boys.
1.04.

The number of hcalth problems observed in the
medical examination was smaller than the number reported
in interviews. However, this reflects partly the fact that
physicians summarized what they considered significant
deviations from normal; the self-reports included all
problems that occurred during the preceding year and no
attempt was made to grade them as to degree of pathology.

Table V-4—Frequency of Seli-Reported Health Problems (from Personal Inverviews)

Slack youth Black youth
12-15 years 16-17 yoars
Al Boys Girls Boys Girls
(542) (297) (245) (52) (74)
Number of problems
None 25% 30% 18% 23% 14%
One 20 23 18 21 15
Two 14 14 14 19 13
Three 13 12 13 10 1"
Four or more 28 21 37 27 47
Mean number of seif-
reported health problems 28 22 35 29 43
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degree of disturbance in usual functioning, or the like. Fur-
thermore, merely suggestive or suspicious findings (even
those for which youngsters were referred for repeat testing
to confirm or rule out a diagnosis) were not included in
these tabulations of physician noted conditions; one in five
of the 12-15 year olds nceded this latter kind of referral.®

Two-thirds of the examined youths were observed
by physicians to have significant problems: conversety, a
third were free of any notatte medical condition. There
were more girls (74%) than boys (61%) with at least one
medically observed problem. (Table V-$)

About a third of both boys and girls had two or
more conditions: onc in eight had three or more medical
conditions; and 3 in 100 had as many as four conditions
noted by the physician.

While there was an overall average of 1.17 condi-
tions noted by physicians, there were differences by sex and
2ge. The relationship to age will be discussed in Chapter X1
of this report, which deals specifically with findings
regarding older adolescents. The relationship to sex is con-
sistent with what was reported on personal interviews: girls
both said they have and were observed to have a greater
number of health problems than boys.?

Semmary

Youngsters in Harlem share most of what are con-
sidered the major health problems of adolescence: dental,
visual, emotional, weight. and skin problems. Considerable
numbers reported hcadaches, stomach pains. speech
problems. nosebleeds, vomiting—which may also be
prevalent among other adolescents—but there are no com-
paszdle data against which t0 check this study’s findings.
Some other disorders were noted that, in terms of
frequency. may be more prevalent among Harlem youth
than adolescents generally: heart and blood pressure
problems, asthma and anemia.

Whether the indicators of general health status used
here—the number of self-reported and medically observed
health problems. in particular—place this population at a
disadvantage when compared with other youth cannot bede-
termined. The fact that two-thirds of these young people
were observed by physicians as having at least onc medical
condition (not counting dental problems) deviating signifi-
cantly from what they considered normal. and that one in
three had at least two of these conditions. indicates the
degree of morbidity in this population.

Table V-5—Frequency of Physician-Noted Medical Conditions (from Medical Examinations)

Slack youth Slack youth
. 1%1Syeers 16-17 yoars
Al toys Gleis Seys Giels
(a19) (229) (1%4) (30) (43)
Number of physician-
f )ted conditions:
None 3% 3% 20% 27% 13%
One M 32 kY4 20 27
Two 21 18 24 30 s
Three 9 10 8 20 15
Four or more 3 2 $ 3 7
Mean number of physician-
noted conditions: 1.17 1.04 1.32 1.57 1.78
p — ———— —_—
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Chapter VI
Selected Health Problems of Adolescence

In this chapter, attention will be focused on five
common hcalth problems of adolescence: visual problems.
emotional problems. menstrual probicms. accidents and inju-
ries, and growth and development. Some of these—visual
pretlems, emotional problems, and menstrual problems—
have been discussed carlicr in terms of prevalence rates.
Other details describing their occurrence among adolescents
in Harlem are reported here.

Vision snd Eye Probiems
Information from Personal Interviews

About onc in five among the 12-15 ycar old black
youths said they had difticulty secing the blackboard in
school. Girls reported this difficulty more often than boys
- (3% and 14% , respectively). One in ¢ight was awarce of o
problem with his vision or eyes that needed correction,

Better than a third® of the 12-15 year old youths had
cyeglasses—almost half of the girls (45%) but fewer boys
(289 ). Ncarly half of those with cyeglasses (4267) needed
1o wear them all of the time or for both ncar and distant
vision. About six in ten of them admitted to not wearing
their glasses all the time that they were supposed to. (Table
Vi-1)

Findings from Medical Examinations

Physicians reported a significant vision or eye
problem for nearly one in ten of the youths they examined.
with no sex difference. Tests of distance acuity at the medi-
cal examination (using the 20-foot Snellen chart) showed
that, when tested witho:+1 correction. 36 per cent had 20/30
vision or worse and 14 per cent tested at 20/70 or worse.
Girls and boys showed no difference. Those who had
eyeglasses and remembered to bring them to the examina-
tion (77 youths) were also tested with correction, and results
from this smaller number of cases indicated that the vision
of approximately two-thirds had been corrected 1o at least
20/25: one-third had corrections which still did not produce
any better vision than 2¢/30.

A fourth of the 12-15 year old youths were func-
tioning with less than 20/25 vision. fncluded in this estimate
were those who wore eyeglasses 1o the examination.
together with those who had no glasses; excluded are those
with correction but who had lefi iheir cyeglasses at home.
Since. as noted above, about cae-third of those with
cycglasses had not been corrected 1o 20125, the proportion
of one-fourth functioning with less than 20/25 vision may
be an understatement.

On tests of color vision, one in twenty showed some
impairment. This was not more frequent among boys. but
the degree of impairment was greater among them.
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Mental Health: Reported in Personal Interviews

Onc in six reported that he had a “mental or cmo-
tional” problem. This included nearly a quarter of the girls
and an cighth of the boys. (Table VI-1) Four per cent felt
that such problems had interfered with their school work.
These problems were described in terms ranging from “gen-
crally get nervous or cxcited” (38%), “shaking or
trembling” (179 ), “get angry” or “scream” (129), bite fin-
gernails (12%), get scared or heart beats hard (89%), ery
(5%). stutter (4% ), feclings get hurt casily (29). Some
problems werc described in terms of their cause, ¢.g. being
“hollered™ or yelled at, argued or fought with (126%).

Another question was, “How often do you have a
personal problem that upscts you—does that happen very
often, docs it happen sometimes or are you hardly ever
upset by a personal problem?" Answers were considered
suggestive of cmotional stress. Four in ten youths reported
that they “sometimes™ or “very often™ had ups~tling per-
sonal problems, with five per cent reporting the extreme,
“very often.”

Questions rclating 10 four other irdicators of emo-
tional health were also included in the personal interview:

Mood—One in six. but girls somewhat motre often
than boys, answered that they were having “not so good™ a
time these days. Slightly fewer of the boys and girls reported
that most of the time they felt “not so happy.” (Table VI-1)

Fears and worries—One-third reported that they
worried “very often” about how well they were doing in
school. Just about half reported that “sometimes™ they
worried about it. Altogether, four in five indicated some
concern about their school performance. When asked if
they worried about what their future would be like five or
ten years hence, three in ten reported that they worried “a
lot.” boys more than girls. About the same proportion of
three in ten said that they did not worry at all about their
future.

Psychosomatic  symptoms—Seven  psychosomatic
symptom items commonly included in psychiatric screening
interviews (Langner. 1962) were included in the interview.
Between one in four and one in five reporied some sleep dif-
ficulties—girls somewhat more often than boys. Slightly
fewer reported disturbance of appetite, with no difference
between girls and boys. Shaking or rembling. shortness of
breath. and dizziness or fainting were reported by fewer
than ten per cent, and heart thumping hard without exercise
by somewhat fewer than five per cent. Girls exceeded boys
on all of these.

Self-esteem—Four items used (0 measure self-es-
teem were included in the interview. About one in ten of
the 12-15 year old youths said he wanted to change a lot of
things about himself; one in six youngsters felt that he was
not able to do things as well as others his age: better than
one in four agreed with the statement. “At times [ think |
am no good at all.” Proportions of boys and girls did not
differ on any of these. Replies on another self-estecem




Table VI-1—Selected Health Problems of Adolescence (Reported in Personal Interviews)

Black Youth 12-15 Years

Black youth 12-15 years oid

Have frouble seeing blackboard in school (539)
Yes 18%
No 82

Have uncorrected vision problem

Yes 13%
No 87
Notsure t

Wear eyeglasses or contact lenses

Wear eyeglasses only 31%
Wear contact lenses t
Had eyeglasses but lost them 4
Do not have eyeglasses or lenses 64
When supposed to wear glasses or lenses (190°)
All the time or for both distance and near vision 42%
Forreading and TV 34
Reading and close work only 19
For seeing at a distance 2
For seeing at adistance and TV 2
Some other times 2
Actually wear them when supposed to (185°)
Yes 40%
No 60
Have nervous or emotional problem (539)
Yes 17%
No 83

How much problem interferes with school work

Great deal 1%
Somewhat 3
Not at all : 13
Do not have nervous or emotional problem 83

How often upset by personal problem

Very often 5%
Sometimes 34
Hardly ever 61
What sort of time having these days

Not so good 16%
Pretty good 52

| Very good 32

|

l‘ How happy feel most of time

| Very happy 31%

} Pretty happy 57

| Not so happy 12

| Worry about how well doing in school

? Very often 33%

| Sometimes 48

1 No, never 19

3 * Those who have eyeglasses or lenses, 1 Less than hait of one percent.

(295)
14%
86

1%
89

26%

72

(83°)
45%

17

(817)
38%
62

(295)
13%
87

1%
10
87

4%
35

13%

34

33%

1"

34%
44

(244)
23%

15%
85

38%

7
55

(107°)
39%
5
21
2

2
2

(104°)
a1%

(244)
23%

07
"

18

6%
33
61
19%

31

28%

13

32%

16

;
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measure showed that almost half the adolescents agreed that
they felt useless at times, 2irls more than boys.

Menstrual Problems

Girls were asked about their menstrual history
during the interview: the nurse at the medical examination
asked additional questions about menstrual difficulties.

On their personal interviews. girls said that periods
lasted an average of five days.2 Seven in ten girls reported
that their periods were regular and that they did not cause
any problems. For three girls in ten who menstruate. how-
ever, periods were irregular and produced problems which
caused them to stay home and/or to go to bed. One in six
girls took medication for menstrual problems.

When questioned by the nurse at the medical exami-
nation. about one in five girls reported emotional reactions
before their periods (upset. nervous. depressed), and a simi-
lar proportion reported a heavy loss of blood at some time
when they menstruated. Almost two-thirds of the girls said
they had a lot of menstrual pain. One in eight girls told the
nurse she had a discharge between periods.

Accidents and Injuries: Reported in Persenal Interviews

In the first year of the study youngsters were asked,
“How many serious accidents and injuries have you had
during the past year?" Girls reported more accidents and in-
juries than boys. Since that ran counter to expectations. the
question was reworded in the second year of the study to
ask about accidents and injuries that required at least one
day’s absence from school or work. These were counted as
“serious.” The results from the two years, therefore. will be
considered separatcly.

In the first study year. about 10 per cent reported an
accident or injury during the previous year, girls about
three times more often than boys. In the second study year,
with the more explicit definition of “serious.” accidents or
injurics were reported by only slightly fewer but this time
by boys almost three times as often as girls. In almost half
the cases a leg. foot or ankle was injured: an arm, hand or
wrist was hurt inabout a quarter of the cases.

Results from the two separate years suggest that ac-
cidents are not a leading cause of morbidity (as contrasted
with mortality) during adolescence. The low frequency with
which doctors observed results of recent accidents or inju-
ries at the medical examination is consistent with this find-

ing.

Growth and Development

With regard to growth and development, there is ev-
idence from the Health Examination Survey of 6 to 11 ycar
olds that black children tend to be taller while white
children tend to be heavier. At all ages black girls are either
equal to (age 8) or taller (ages 6. 7. 9. 10, 11) than white
girls, but at every age white boys (though sometimes a little
taller and sometimes a little shorter) are heavier than black
boys (National Center for Health Statistics, 1970b).
Whether this pattern holds for older youths is not known.

Information from Personal Interviews

The mean height reported by 12-15 year old boys
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was 64 inches and by girls 62 inches. Mean weights
reported in the interview were 117 pounds for boys and 118
pounds for girls. Questioned as to their satisfaction with
their growth and development. boys' dissatisfaction lay
more in being too short: four out of ten thought they were
too short, only one in ten too tall. Only girls in the 12-13
year age group were dissatisfied with their height.

As to weight, boys were more concerned about
being underweight (31%) than overweight (22%). On the
other hand. girls were more concerned about being over-
weight (34% ) than underweight (24% ). In another measure
of concern about growth and development, four in ten
reported weighing themselves less than a week prior to the
interview, and seven in ten within a month before the inter-
view; there were no differences between boys and girls in
this respect.

Findings from Medical Examinations

At the examination, more boys were judged as un-
derweight (27% ) than as obese (11%); the proportions of
examined girls judged as underweight and obese at exami-
nation were virtually identical (15% and 16%. respec-
tively). Data from the medical examinations conducted at
Harlem Hospital indicate that the mean measured height
was 63 inches among 12-15 year old boys and 62 inches for
girls. Mean weights taken during the medical examination
were 115 pounds for boys and 118 pounds for girls. The
similarity in measurements taken of boys and girls 12-15
years old is striking: boys were one inch taller, girls were
three pounds heavier. More specifically. at ages 12-13, girls’
weight and height actually exceeded boys'; by ages 14-15,
boys were taller and heavier than girls. Krogman (1970) ob-
tained comparable results regarding the relative height and
weight of black boys and girls aged 12-15 in Philadelphia.

Correspondence Between Self-Reports and Physical
Measurements of Height and Weight

There was close correspondence between the
average height reported in personal interviews and
measurements taken at medical examination. This lends fur-
ther support to the observation that adolescents are valid re-
porters of their own health status. The average height
reported by 12-15 year old boys was 64 inches: 62 inches
among girls. The medical examination showed boys with an
average height of 63 inches and girls 62 inches. Average
weights were also similar: boys reported that they weighed
117 pounds on the average and girls 118 pounds: wher: ac-
tually weighed at the examination, boys averaged 115
pounds and girls 118 pounds. Thus, height reported by the
boys in interviews averaged one inch over the
measurements taken of three-quarters of them at the medi-
cal examination. There was no difference between the
average of girls’ self-reports and of measured height (based
on the four-fifths of them who werc examined). With regard
to weight, boys reported themselves two pounds heavier on
the average than was recorded at examination; the average
weight of girls reported on interview and measured at exam-
ination did not vary.

More boys were judged underweight than over-
weight by the physicians at the medical examination, which
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confirms what the boys themselves reported. While the
proportions rated and rating themselves underweight were
not far apart (27% and 31% . respectively). therc was more
concern among the boys about obesity (22%) than might
have been indicated by professional judgment (11%). Con-
cern among girls about obesity was also greater than the ob-
jective evidence from physicians’ appraisals (34% consid-
ered themselves overweight while physicians rated 16%
obese at medical examination). To a lesser extent. the con-
cern among girls about being underweight (24% on self-
report) was not matched by physicians’ evaluation (15%
were rated underweight at medical examination).

Summary

Data have been presented here which claborate on
the nature and occurrence of five common health problems
in adolescence. The chicf findings have been summarized
above. What may be particularly worth noting again are
the data concerning visual problems. While better than a
third of the girls and a quarter of the boys have eyeglasses,
more need them than have them: substantial numbers in-
dicate that they are not wearing their glasses as much as
they are supposed to: and an estimated third of those with
eyeglasses do not have sufficient correction.

Chapter Vii
Health Attitudes and Behavior

The preceding chapters were concerned with the
health status of adolescents in Harlem, based on interviews
and medical examinations. Adolescents’ views about
health—what they consider important health problems. how
they perceive health itself, what they believe to be good and
bad health practices. the things they themselves do (apart
from getting medicat care) which may affect their health—
these will be discussed here. The source for these data was the
personal interview. during which considerable attention was
given to health attitudes and practices.

This emphasis needs little justification. It is now
considered axiomatic that planning for improvement in the
delivery of medical care is not just a matter of detcrmining
health care needs and then providing the resources to meet
those needs; also to be taken into consideration (for all but
infants and young children) are attitudinal and hchavioral
factors with significance for the maintenance of heaith.
What does ~health” mean in a particular population—here,
young blacks? What is perceived as threatening to health?
What do adolescents do to maintain their health? These
questions have rarely been touched upon in the literature on
adolescent health. (Of equal significance is how young pco-
ple perceive and utilize health services—the health profes-
sionals and institutions which serve them; however. discus-
sion of this particular issue is reserved for the next chapter.
which deals with medical care.)

Perceptions of Neighborhood Health Problems

This information was obtained by means of an indi-
rect technique frequently used in survey research. Young-
sters were asked. “What do you see as some of the biggest
health or medical problems for young people like yourself
living around here?” There were four problems mentioned
by at least one in ten of those imnterviewed: drug abuse.
smoking cigarettes. drinking. and unsanitary living condi-
tions. First. in order of importance. was drug abuse. This
was mentioned by approximately half of the 12-15 year
olds. with girls somewhat more likely to mention it than

boys.! Just how salient the question of drug abuse was to

youngsters is illustrated by the following comments made to
interviewers:

Everybody seem to be taking dope around here. (12 year
old boy)

You }iave to grow up around here with all these addicts.
And if you see someone else doing it. it may seem like fun
and you try it. (13 year old boy)

Young boys and girls of 15 and 16 [are] taking dope. (13
year old girh)

The worst problem around here is trying to get young peo-
ple off drugs. (15 year old boy)

Cigarette smoking was mentioned by one-fifth of the
sample as a major health problem of their contemporaries.
Drinking and drunkenness were cited as major health
problems by one-tenth of the boys and girls. lllustrative of
their comments are the following:

A lot of people like to get drunk or high and it affects their
health by slowing them down. (13 year old boy)

The men get drunk and fall out in the streets and bust their
heads (13 year old boy)

Unsanitary living conditions were cited by another
tenth of the sample in comments like these:

There are too many roaches, rats and flies in the projects....
The streets are always dirty. (15 year old boy)

ll;"eopie live in buildings that are all messed up. (14 year old
oy)

Mos¢ of the little children go outside and play right on the

avenue with the trash and garbage spilled all over. (13 year
old girl)

Conceptions of Health and Personal Health Concerns

The f{irst question using the word ~heilth™ in the
personal interview was. “How would you describe a healthy

ADOLESCENT HEALTH IN HARLEM 29

RNV

Q

RIC

E

[Aruitoxt provided by Eic

T . ,

e e e




Q

RIC

E

PAFullToxt Provided by ERIC

person?” The behavior most frequently associated with
being healthy was physical activity. endurance. agility. and
stamina. as the following replies suggest:
A person who has a lot of energy—someone who plays
around a lot—plays tennis and swims.
They have more loose joints.
Like activities keep them healthy—they take gym, go swim-
ming.
He isn't short-winded—he could do a lot of things without
getting so tired.

Four in ten youths, and boys (489 ) more than girls
{32%). mentioned some aspect of physical activity when
describing a healthy person. Three in ten youths associated
being well-built with being healthy. boys (32%) slightly
more than girls (26%). Closely allied was the concept of
strength. an idea expressed by a quarter of the 12-15 year
olds. and boys (28% ) more often than girls (18% ) High on
the fist of ideas associated with being healthy were matters
relating to diet: nearly a quarter mentioned cating the right
food or a balanced diet: one in eight talked about cating the
right amount and having a good appetite.

Resistance to disease (not getting sick) and the ab-
sence of cither discase or physical impairment were men-
tioned by 20 per cent and 16 per cent. respectively. Cleanli-
ness—about the person and his living conditions—was a
theme mentioned by about one in ten when he described a
healthy person.

These same themes appeared in replics to a question
concerning what adolescents would like to discuss with a
doctor if they had the chance to ask him anything they
wanted. Foremost on the list, mentioned by one in five of
all 12-15 year olds and by boys (23%) more than girls
{14%). were questions concerning their general state of
health:

How is my health coming along?

Ask him how1 feel.

Ash him was 1 in shape—do I have any discase or any-
thing?

Am [ healthy now?

Nine per cent would like to discuss their weight with
adoctor:

To look at my stomach to see if I'm overweight.

1 have been trying to lose weight—1 would like to ask him if
1 should and. if not. why not? About weight—Ilosing weight
and gaining—how it works.

How to avoud illness and stay healthy were questions
that seven per cent of these youths said they wanted to talk
over with a doctor,

When youngsters were asked how often they
thought about their health. three-quarters said they thought
about it “often™ or “sometimes.” These youngsters then
were asked what they thought about and their replics
provide additional insight into adolescents’ conceptions of
health. One insix thought about his health in gencral:

Will 1 ever be sick like some children 1 know?

1 think about me and what's going to happen to me—1 can't
say my healthdon't bother me.

1 think about how healthy I am or should be—1I try 10 think
about why I am so lazy at times.
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I 'think about getting a medical check but then 1 don't go.

A similar proportion thought about getting sufficient
exercise and keeping in shape (22% of the boys and 7%% of
the girls): their weight. usually about not getting fat (10% of
the boys and 20% of the girls); eating the right food (106 of
the boys and 17% of the girls): and about ways of protecting
their health and avoiding illness (109 ).

Adolescent  health  concerns  are  reflected 1n
responses 1o another question thai did not ask about health
but rather what. if anything. adolescents would like to
change about themsclves. Amonyg that half of the sample
who would like to change themselves in some way. nearly
onc-quarter said they would like to change their weight:
one-sixth—boys and girls equally—said they would like 1o
change their height: onc-cighth mentioned changing their
general appearance: and approximately one-tenth—almost
all of them girls—said they would like to change their hair.

Important in people’s conceptions of heath are their
beliefs about the preventability of iliness andfor the inevita-
bility of illness. Three questions in the personal interview
tapped these attitudes. Nine in ten Harlem adolescents
belicved that being healthy was mainly a matter of taking
proper care of themselves. However. three-quarters believed
that, regardless of how careful a person is. he could expect a
considerable amount of sickness in his lifetime: better than
half felt that there was not much a person could do to avoid
iliness.

Personal Health Behavior

Given these conceptions of and attitudes toward
health. what do youngsters regard as “good™ or ““bad" about
their own health practices and what are they doing from
day to day to maintain their health?

In the personal interview. adolescents were not
asked about their own use of drugs. However. it is worth
noting that when they were asked about things they them-
selves did that were not good for their health. one per
cent—boys and girls alike—volunteered the information
that they were using drugs.?

There were no such constraints in asking about ciga-
rette smoking and drinking. Boys and girls were quite alike
in the proportions who said they smoked: about one in six
of the 12-15 year olds and a much greater proportion of the
16-17 year olds (50% of boys and 62% of girls) said they
were smoking cigarettes. Indeed. both the proportion of
smokens and the number of cigarettes smoked grew steadily
with age. Approximately three out of ten smokers
{representing one in twenty of all 12-15 year old black
youngsters) reported smoking at least half a pack of ciga-
rettes a day. (This may be compared with national data on
teenage smoking for 1970. according to which 8% of 12-18
year old boys and 5% of girls this age were smoking half a
pack or more of cigarettes daily; unpublished data from the
National Clearing House for Smoking and Health.) The
proportion of older adolescent girls in Harlem who smoke
is higher than generally found (Public Health Service.

1969).

The salience of cigarette smoking as a health
problem to youngsters in Harlem is illustrated by their
responses to a question about things they did that were not
good for their health. One in ten mentioned his own smiok-
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ing. After cating habits. this was mentioned most frequently
as behavior which was bad for health. Responding to anoth-
er question. among those youngsters who reported that they
think about their hecalth, one in twenty was sufficiently con-
cerned about his smoking to mention it as something he
thinks about; practically all who gave this reply were boys.

As to their own drinking behavior. more girls than
boys in the 12-15 year old age group (20% and 12%.
respectively) reported that they drank wine, beer, or other
alcoholic beverages. As may be expected. drinking
increascd with age— and 16 and 17 year old boys were con-
siderably more likely to drink than girls: 56 per cent of the
boys this age and 34 per cent of the girls drank some alco-
holic beverage. Regarding the salience of drinking as a
health concern, when asked what they do that might be bad
for their health. one per cent volunteered that they drank
too much.

What do youngsters do that they consider good for
their health? Themes they expressed when describing a
healthy person and their personal health concerns recurred
in accounts of their own health practices: exercise and phys-
ical activity, bodily appearance. dict and weight, resistance
to discase. and cleanliness.

Physical activity was most prominent among the
things they reported doing that were good for their health.
Four in five youngsters mentioned something in the way of
physical exercise:

1 play basketball almost every night—1I walk a lot.

Exercise—perhaps for one hour.
1 play—I dance.

Track, swimming—improve your muscles—build you up
inside—make your muscles stronger.

1 go with my friend to the park—climb mountains and stuff
like that.

The ditference between boys and girls was not as
great as might be expected with regard to the frequency of
mentioning exercise as one of their good health practices
(87% of boys and 72% of girls).

The association of physical activity and health was
demonstrated also in replies to an inquiry about poor health
practices—things youngsters said they did that were ot
good for their health. In contrast to the 80 per cent who
mentioned getting exercise as something that contributed to
their health. one in twenty felt that he did not get sufticient
exereise.

Evidence has alrcady been presented regarding
young people’s concern about bodily appearance and body
image, a consideration which might properly be recognized
as underlying certain other replies—for example. the
frequent references to exercise and physical activity already
described and the emphasis on weight. diet. and cating pat-
terns to be discussed next.

In their descriptions of a healthy person there was
more frequent reference to the kind than to the amount of
food caten. In talking about their own health practices. ado-
lescents again referred more often to the kind than to the
amount of food they ate—although both were mentioned
with frequency. Four inten of 12-15 year old youths said that
onc of the good things they did for their health was to eat the
correct food. Girls more often than boys mentioned that they
ate the right amount of food (32% and 20% , respectively).

Yet. in terms of criticizing their own health habits.

one in five (22%) felt that he ate too many sweets—girls
(25%) slightly more often than boys (18%); almost 10 per
cent referred to other improper toods that they ate (again
girls were more likely to refer to eating the wrong food than
boys). When asked about things they did that were harmful
to their health. equal proportions of girls and boys. about
one in fourteen. reported that they did not eat enough or
that they skipped meals.

The interview also included direct questions about
eating patterns. About half of the 12-15 year olds were sat-
isfied with the amount of food they ate; four in ten thought
they ate too much; one in ten that he did not cat enough.
About half of the girls and better than a third of the boys
reported that they ate more in snacks than in meals. More
girls (19%) than boys (8% ) reported cating about the same
amount in snacks as in meals. Thus. in answer to direct
questions. it appears that more girls than boys had inade-
quate cating patterns: or perhaps girls were more aware
than boys of such patterns. Hardly any of these youngsters
{79%) reported that they had cver been on a special diet—
either medically or self-imposed.

Special questions were included to obtain a picture
of nonalcoholic beverage drinking patterns. About six in
seven of these youths said they drank some milk daily; four
in ten drank at least three glasses a day. Daily consumption
of soft drinks was slightly lower than that of milk. Almost
equal proportions had at least one soft drink daily (82%
drank soda compared to 85% who drank milk); one-fourth
had three or more soft drinks daily. In Table VII-1. milk and
soft drink consumption are compared.

Onc in seven said he drank coffec daily. and three
per cent drank more than one cup of coffee in a day. More
tea was drunk than coffee. with four in ten reporting daily
tea consumption. girls more than boys. One in seven drank
two or more cups of tea a day. Only one in twenty reported
no regular pattern ot drinking water daily: four in ten said
they drank at least five glasses of water in a day.

One in eight of the youngsters cited cleanliness
among their good health practices. As noted earlier. in addi-
ilon to associating personal cleanliness with being healthy,
unsanitary living conditions were also identified as a health
problem. The interview included three direct questions that
bear on living conditions. One inquired about the frequency
of garbage removal: 15 per cent did not report daily gar-
bage collection or access to an incinerator. Another ques-
tion dealt with the adequacy of heat in the winter time:
three in ten said they did not have enough heat. The third
question asked about the supply of hot water in the build-
ings: about a quarter reported insufficient supplies of hot
water.

In discussing their health practices. youngsters
sometiines talked about the amount of sleep they got. One
in five, somewhat more girls than boys. mentioned sleep as

Table VII-1—Daily Drinking Patterns (Nonalcoholic)

Black Youth 12-15 Years
All Boys Girls

Mean number glasses of milk 2.27 2.40 210
Mean number of soft drinks 1.85 1.78 1.93
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something they did that was good for their health. Insuf-
ficient sleep was mentioned third most frequently as one of
their poor health practices, after diet and smoking. Seven
per cent of all the 12-15 year olds were critical of their own
sleep patterns.

How much did they actually sleep? The mean
number of hours on weekday nights was close to nine hours

and almost two thirds slept this much.3 Boys were some- *

what later risers than girls.

Nine in ten of these youths slept in a bedroom;
about one-third slept in a room by themselves; four in ten
slept in a room with one other person. About one in twelve
slept in a room with at least three other people. Questions
about sleep disturbance have been discussed in Chapter V
in connection with psychosomatic indicators of emotional
problems. There it was noted that more girls reported
trouble falling asleep (35%) than boys (22%). aad slightly
more girls reported being disturbed by bad dreams (22%)

than boys (18%). Since girls were nor more likely to sleep
in rooms with others (78% of the girls slept in a room by
themselves or with just one other person compared to 69%
of the boys), their greater sleep problems would not appear
to be a function of less comfortable sleeping space.

Summary

This investigation into conceptions of health, health
concerns and health practices among 12-15 year old adoles-
cents in Harlem showed considerable awareness of these
matters. Drugs, smoking. drinking, and sanitary conditions
were foremost “public™ health concerns to them. Physical
activity, bodily appearance (including strength and weight),
diet, resistance to disease, cleanliness and sleep were matters
most likely to be discussed in connection with personal
health practices and behavior. All but sleep figured
prominently in adolescents’ ideas of what it is to be healthy.

Chapter Vili
Medical Care Utilization

As noted earlier, one of the underlying assumptions
in this study was that adolescents in Harlem present
numerous unmet needs for health care. Determining those
needs has to do with what their health problems are and
what care they have received for those problems. Put sim-
ply. the need for medical care in this (or any) population
may be expressed in terms of the difference between the
two. The first of these, health problems. has been described
in an earlicr chapter (V). The second, utilization of health
services, is dealt with here.

In considering adolescents’ utilization of medical
care facilities, it is important to be mindful of Harlem’s
disadvantage in available resources.! The utilization of
health services depends on needs for care, but it also
depends on the availability of these services. (Attitudes
about health and health care are also involved and they will
te discussed in Chapter 1X.) This chapter deals with when,
where and how often adolescents utilized medical services,
and also with whether they sought care for the specific
health problems they reported. Information about these
matters was derived from interviews with adolescents.

Use of Medical Services: Reported in Person'i‘rluterviews

Almost half of the 12-15 year olds reported that
they had seen a physician within six months prior to their
interview; 70 per cent of them had visited a physician at
least once during the year prior to interview. (This may
be compared with National Health Survey findings for
1968, according to which 67% of white and 55% of
nonwhite youngsters 5-14 years of age. nationwide, had
scen a physician during the previous year; National Center
for Health Statistics, 1971a). In the Harlem sample only
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one in ten reported that he had not seen a physician within
the past two years.

Youngsters were also asked to estimate the number
of times they had visited a physician during the year before
their interview. (Such retrospective estimates are, of course,
subject to crror.) One in eight of the 12-15 year olds said he
had not visited a physician at all during the previous year;
one-quarter reported one visit, and half had seen a
physician two or more times during the preceding year;
another ten per cent had seen a doctor at least once during
the year but were unable to recall the number of times.
(Findings from the National Health Survey show 2.8
physician visits per person among whites 5-14 years of age
and 1.7 physician visits among nonwhites in 1968; National
Center for Heath Statistics, 1971a.) Adolescents in Harlem.
aged 12-15, reported an average of 3.1 doctor visits during
the year before interview, 2.7 by the boys and 3.5 doctor
visits by the girls. Thus boys in Harlem visited doctors as
often as the national sample of white children; adolescent
girls in Harlem visited the doctor more often than white
children, nationally, and more often than boys in Harlem,2

Three out of ten youngsters said they “ever™ see a
physician for a checkup when there is nothing especially
wrong with them. Among this group, in turn, four in ten
reported that they get checkups at least twice a year and
cight in ten at least once a year. Among those who said that
they never get such checkups, nine in ten said they would
like to. Boys and girls showed no differences.

Where do adolescents in Harlem generally get medi-
cal care? One in four of the 12-15 year olds indicated that
they had a private physician (girls slightly more then boys).
Another eight per cent reported that there was one
physician whom they usually saw in a clinic or other health
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facility. One-third of the youngsters reported a “usual”
place for receiving medical care but not a private or a
“usually seen™ physician. Harlem Hospital was named as
the usual source of medical care by !9 per cent and all other
outpatient facilitics or health centers by 25 per cent. One in
three said he had no regular source of care.

Schools are sources of medical care and of referrals
for care. Approximately four in ten of the 12-15 year olds
reported that they had been given an examination by a
school physician during the previous year. Furthermore,
when youngsters were asked where they had last had their
eyes checked, almost half (46% ) mentioned school. boys
somewhat more often than girls (50% and 41%. respec-
tively). Eye examinations ig schools are often conducted by
classroom teachers and not all of them can be classified as
medical care.

More than a quarter of the adolescents (28%)
reported visits to a physician’s office for their last eye exam-
ination, girls more often than boys. About one in ten said
he had last had his eyes checked at Harlem Hospital or
some other hospital clinic and a similar proportion at one of
thz New York City Department of Health stations. About
ot ¢ in ten had most recently had his eyes checked two or

more years ago, and four per cent said their eyes had never
been checked.

Seven in ten adolescents reported that their parents
had made appointments with physicians for them: appoint-
ments were arranged through school for about one in six.
Only one in twenty youngsters 12-15 years old said he made
his own medical appc ntments.

Approximately four out of ten youngsters reported
that they had stayed in a hospital overnight or longer at
least once since birth. One in seven reported two or more
such hospitalizations, and just about one in twenty said he
had been in a hospital three times.

Regarding the utilization of services at Harlem
Hospital—the major single provider of hospital care to the
Central Harlem community—sixX in ten youngsters said they
had used the clinic services at the Hospital at least once,
nearly a third had visited it at least three times. and one in
eight ten times or more. Boys had used the clinic facilities at
Harlem Hospital somewhat more than girls had. More than
a third of the 12-15 year olds had used the emergency room
facilities at this hospital; one in eight had been there at least
three times. There was little difference between boys and
girls in the frequency of their visits to the emergency room.

Table Vili-1—Utilization of Physician Services® - Reported in Personal Interviews (in Cumulative

Proportions)
Black youth: 12-15 16-17

Number of conditions for which Al Boys Girls Boys Girls

physician was consuited (542) (297) (245) (52) (79)

Four or more conditions 7% 4% 9% 8% 13%

Three or more conditions 9 14 16 21

Two or more conditions 19 27 22 35

One or more conditions 37 52 52 62

* Figures are based on the total sampte, not only on those reporting one or more conditions
Table Vill-2—Physician Consultations for Frequently Reported Health Problems

Black Youth 12-15 Years
All 1215 Boys Girls
# with % saw doctor # with % saw doctor # with % saw doctor

Condition condition for condition condition for condition condition for condition
Asthma, wheezing 48 81% 26 88% 22 73%
Haylever or other allergy 46 57 23 61 23 52
Long-lasting cough 51 47 29 45 22 50
Skin problem n 46 17 53 54 44
Repeated sore throats 66 44 26 42 40 45
Frequent colds 101 42 44 43 57 40
Trouble hearing 36 42 12 42 24 42
Repeated sinus trouble 42 40 18 44 24 38
Shortness of breath 37 38 15 40 22 36
Dizziness, fainting 33 36 14 57 19 21
Chest pains 59 34 26 35 33 33
Repeated nosebleeds 53 34 35 29 18 44
Repeated headaches 94 28 51 27 43 28
Stomach pains 85 28 35 26 50 30
Vomiting 52 27 19 5 33 39
Backaches 34 21 1 36 23 13
Speech problems 68 15 36 22 32 6
Shaking or trembling 40 15 16 6 24 21

ERIC
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Table VIlI-3—Physician Consultations for Infrequently Reported Health Problems

Al 12-1§

# with % saw doctor

Black Youth 12-15 Yeare
Boys Girls

# with % saw doclor # wilh % saw doctor

Condition condition for condition condilion for condilion condition for condilion
Tuberculosis 1 100 1 100 —_ —
Rheumatic fever 2 100 —_ _ 2 100
Jaundice, hepatitis 1 100 1 100 — —_
Anemia 6 100 2 100 4 100
Gonorrhea 1 100 _ —_ 1 100
Hernia or rupture 5 80 2 100 3 67
Long-lasting bronchitis 10 70 5 60 5 80
Heart conditions 16 63 4 75 12 58
Frequent earaches 28 64 12 50 16 75
Deformity or permanent stitf-

ness in extremities” 6 50 5 40 1 100
Heart thumping hard, racing 21 48 4 75 17 41
Worms or parasites 5 40 1 100 4 25
Difficult or frequent urination 8 38 4 50 4 25
Frequent constipation 19 16 6 33 13 8
Frequent diarrhea 10 10 4 25 6 0
Other trouble with limbs 10 10 6 17 4 0
Bed wetting 14 7 9 0 5 20
Indigestion 18 6 6 0 12 8
Blood in bowel movement 7 0 2 0 5 0
Blood in urine 2 0 1 0 1 0

a
Second year only.

Approximately one-fifth had stayed overnight or longer at
least once in Harlem Hospital. with boys somewhat more
likely 10 have done so than girls.

Medical Care Sought for Health Problems Reported in
Personal Interviews

In addition to determining whether youngsters
reported  experiencing certain  specific  health  problems
during the previous year. the interview obtained informa-
tion about whether they had ever seen a physician for those
problems. The conditions reported varied widely in terms

-of seriousness (however defined) and a simple count of the

number of reported conditions for which a physician was
consulted provides only a general picture of the utilization
of medical services. Fewer than half (44%) of the adoles-
cents said they had seen a physician about any of the 45
health problems mentioned in the interview. even though 75
per cent reported having at least one of these problems
(82% of the girls and 70% of the boys) and the mean
number of conditions reported was 2.8 (3.5 for girls and 2.2
for boys). More girls than boys had seen a physician about
at least one reported health problem (52% of the girls and
37% of the boys). almost the same difference as in the
proportions who reported that they had at least one health
problem,

Medical care had been sought more often by girls
than by boys (Table VIH-1) which is pot unexpected since
they reported more medical problems. The data show that
once they reported a health problem. boys and girls did not
differ in secking medical care for it. There were some con-
ditions for which boys were more likely than girls to have
obtained care. (Table VIII-2)
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The number of conditions for which care was sought
provides a general measure of the level of medical care
utilization. Relating physician visits 10 specific reported
health problems provides additional information about the
care received. Since some problems are more serious than
others. they are more likely to get attention under almost
any circumstances. Furthermore. there is not necessarily a
positive relationship between the frequency with which a
particular health problem is reported and the likelihood that
a physician will be consulted: some relatively uncommon
health problems may get more attention than the more
common oncs. This is illustrated in Tables VII-2 and VIIH-3.

Table VIII-2 shows the rates of physician consulta-
tions for the more frequently reported health problems,
Four-fifths - of the adolescents reporting asthma  or
wheezing said they had seen a physician for that condition.
boys somewhat more often than girls. About half reporting
hay fever or some other allergy had consulted a physician.
as had those with a long-lasting cough. skin problems.
repeated sore throats. frequent colds. and trouble with
hearing. About a third of those reporting shortness of
breath and chest pains said they had seen a physician for
these problems. (Boys and girls differed only slightly in the
frequency with which they say they saw physicians for these
conditions.) Speech problems. dizziness or fainting. and
backaches were problems that boys were more likely to
have consulted a doctor about than girls. On the other hand.
girls who reported vomiting or shaking and trembling
tended to have seen a physician about these problems more
often than boys.

Table VIHI-3 lists infrequently reported health
problems (reported by approximately 5% or fewer of the
12-15 year olds) and the proportion of youngsters who saw
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Table VIII-4—Freque£y of Self-Reported Conditions and Self-Reported Doctor Visits (from Personal Interviews)

Black Youth 12-15 Years
Al 12-18 Boys Girls
Per cent Per cent Percent Per cent Per cent Per cent
Condition reporting saw doctor reporting saw doctor reporting saw doctor
(542)° (542)° (297)°* (297)* (245)* (245)*
Eye trouble 26 9 20 6 32 13
Frequent colds 20 8 16 6 26 9
Repeated headaches 18 5 18 5 18 5
Nervous or emotional problems 17 1 13 1 23 1
Stomach pains 16 4 12 3 21 6
Skin problems 14 6 6 3 25 10
Speech problems 13 2 13 3 14 1
Repeated sore throats 13 5 9 4 18 8
Chest pains 1 4 9 3 14 5
Pains in legs or arms b 14 3 12 3 16 3
Repeated nosebleeds 10 3 12 3 8 3
Long-lasting cough 10 4 1 4 9 PR 5
Asthma, wheezing 10 7 9 8 10 ' 7 ~
Vomiting 10 3 6 * 15 5
Hay fever or other allergy 9 5 8 5 1 5
Repeated sinus trouble 8 3 (] 3 10 4
Shaking or trembling 8 1 5 * 10 2
Trouble hearing 7 3 4 2 10 4
Shortness of breath 7 3 6 2 9 3
Backaches 7 1 4 1 10 1
Dizziness, fainting 7 2 5 3 9 2
Frequent earaches 5 3 4 2 7 5
Heart thumping hard 4 2 1 1 8 3
Frequent constipation 4 1 2 1 6 ¢
Long-lasting bronchitis ¢ 4 3 3 2 4 3
Other problems with lower timbs ¢ 4 . 4 1 3 —_
Indigestion 3 * 2 — 5 *
Bed wetting 3 * 3 —_ 2 ¢
Heart conditions 3 2 2 1 5 3
Anemia 2 1 1 1 2 2
Frequent diarrhea 2 ¢ 1 ¢ 2 —
Urination problems 2 1 1 1 2 ¢
Deformity or stiffness in imbs,
extremities, back © 2 1 3 1 1

2The base for each percentage varied slightly according to the numbers answering.
b girst year only.

CSecond year only.

¢ Less than half of one per cent.

a physician for them. This table includes infrequently
reported symptoms which may be significant but for which
care was seldom sought. such as frequent diarrhea. blood in
bowel movement, worms or parasites. frequent constipa-
tion. indigestion, difficulty or frequent urination. blood in
urine. bed wetting. deformities and other difficulties with
limbs or back.

The differential pattern of medical care utilization
according to condition can be viewed in another way. The
frequency with which problems were reported can be com-
pared with the proportions of all adolescents (rather than of
those with the conditions) who said they had seen a
physician about these problems. (Table VII1-4)

The discrepancy between the proportions who
reported a problem and who consulted a physician for it are
one set of findings to consider in setting priorities based on
nceds for medical care. The greatest discrepancies occurred

in headaches. skin problems. speech problems. repeated
sore throats. chest pains and other respiratory problenss.
repeated  noscbleeds,  digestive  problems  (including
vomiting and constipation). musculoskeletal disorders
(especially backaches and problems with lower limbs),
ncuromuscular disorders (shaking and trembling. dizziness
and l;ainting). and trouble with hearing—especially among
girls.

Summary

What was learned about utilization in this study? As
reported in personal interviews. utilization of medical serv-
ices for specific health problems scldom reached as high as
50 per cent of those reporting any onc health problem. The
one exception was asthma and wheezing: four in five young-
sters with that problem had at some time consulted a
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physician for it. Boys and girls reported simiiar patterns of
utilizing medical services in terms of the recency and
frequency of visits to physicians and their usual source of
carc. The few measures which permiticd some comparison

with nationwide data suggest that 12-15 year olds in
Harlem have a relatively higher than usual rate of physician
contacts. Despite this, a great many of their reported health
problcms remain medically unattendcd.

Chapter IX
Attitudes Toward Medical Care

As suggested in the preceding chapter. more is in-
volved in studying the utilization of medical services than
counting the number of times people visit physicians. or the
interval since their last visit. Utilization involves (1) the
availability of health services and (2) attitudes—including
perceptions of necd (motivation). perceptions of health serv-
ices. and attitudes toward the use of medical care.! Pat*orns
and extent of utilization of services were discussed in the
preceding chapter. To be discussed here are findings con-
cerning the attitudinal component of medical care utiliza-
tion. Includea in information about youngsters® satisfaction
with services received. attitudes and preferences regarding
the major providers of medical services—physicians, and
reactions to the medical examination offered as part of this
project. All but the last were obtained from personal inter-
views with udolescents. Their reactions to the medical ex-
amination were recorded on a self-administered question-
naire which each adolescent completed at the conclusion of
his examination.

Perspectives on Medical Care

The personal interviews included questions about
adolescents’ satisfaction with the medical carc they had
received and their perceptions and preferences regarding
the major figures in the delivery of health care—nurses and
doctors.

Among the two-thirds of the 12-15 year olds who
named a private physician or other usual source of medical
care, the great majority (869 ) rated the care as “excellent”
or "good.” One in seven considered the care he received as
Just “fair” or “poor.” with more boys than girls giving this
reaction. :

However, only about half of the adolescents rated
the health care provided them by the school doctor or nurse
as “excellent” or “good.” Approximately one-quarter rated
it as “fair” or “poor,” and an equal proportion had no
opinion. ApproXimately six in ten rated Harlem Hospital
“excellent™ or “good™; four in ten rated it as “fair” or
"poor."’

Regarding their perceptions of physicians in gencral,
all youngsters were asked, “What things do you like about
doctors?" and also. “What things dont you like about
doctors?” In answer to the first question, half the youngsters
commented that they liked physicians because “they cure
you™ or they “get you well.” One in ten referred specifically
to the physician’s skills in diagnosis: “They find out what's
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wrong with you™: “They check you all over, not just the
place that hurts,”

About onc in six referred o something in the
physician’s attitude or mann:r that they liked: “They treat
you nice”: “Sometimes when they examine you. they joke
with you™; You can tell your problems to them.™ .

A few youngsters (4%) spontancously voiced appre-
ciation of physicians’ verbal explanations and advice: " They
always answer your questions, and they try to tell you the
best way they can™: “Everything he puts on me, he explains
what it is.”

A few youths noted that physicians “try not to hurt
you™: “They tell you to be calm and relax so that the necdle
won't hurt”: "When you get the ncedle they always tell
you it won't hurt—sometimes they give you a lollipop if
youdon't cry.”

One in four youths did not mention anything that
they liked about physicians.

Concerning what youngsters do nor like about
physicians, foremost were painful types of care—needles,
shots, injections. and stitches. Slightly better than one in
three commented about these things: “Sometimes they give
you needles when you don’t want none™; “Their needles—
that thing sticks me and hurts.”

About onc in ten referred to some other aspect of
physicians’ care which he did not like: *Different kinds of
medicines they give you—when I got out of hospital about
five ycars ago. they gave me 12 kinds of medicine™; “You
know something is wrong with you—you want to find out
and they won't tell you™; “They don't want you to have
your favorite food when you're on a diet.”

Seven per cent of the yoyngsters noted something
about a physician’s attitude or manner they did not like,
while six per cent felt that the physician did not care
enough or was not sufficiently concerned about the young
person whom he treated: *Some are mean. They talk down
to you when you cen understand—treat you like a baby™
“Some don’t care about you™; “They take 100 long 1o wait
on patients that are really ill.”

Almost one girl in ten said she did not like or did
not feel comfortable when being examined by a male
physician: “Sometimes if they are men you hesitate to tell
them something™; I don't like men doctors to check up on
me—I feel ashamed for men doctors to look at you.™

A few young people mentioned that physicians
handled a person roughly or were careless and made mis-
takes. Nearly half said that there was nothing that they did




not like about physicians: more girls than boys were criti
cal. Girls' greater criticism of physicians and their dif
fidence about male physicians were the major differences
between them and boys in their attitudes toward physicians.

Regarding how promptly youngsters consult a
physician when they do wot feel well, a tendency to post-
pone physician visits was indicated in answers to the follow-
ing question during the interview: “In gencral. when you're
not feeling well. do you usually see a doctor right away. or
do you wait a while to sec if it will go away. or do you
usually put off sceing a doctor as long as you possibly can?"
Hardly onc in ten replied that he saw a physician right
away: threc-quarters said they waited a while: and one in six
indicated that he put it off as long as possible.

Preferences Regarding Delivery of Medical Services

The personal interview included a direct question
about the preferred sex of physicians: “If you could choose
the doctor you go to for an examination. would you prefer a
doctor who is a man. or a doctor who is a woman. or
doesn’t it matter”™ Youngsters indicated preferences for
physicians of their own sex: more than half the boys (55%)
said they would rather have a male physician and a similar
proportion (599 ) of the girls indicated a preference for a
women physician. About two in five said the sex of the
physician did not matter 1o them.

Only a quarter of the 12-15 year old adolescents said
they would prefer a physician who specialized in treating
teenagers: one-third of the girls but only a fifth of the boys
stated this preference. The others either preferred a
physician who treated the entire family (46% of boys com-
pared to 31 % of girls) or expressed no preference.3

In the personal interview yo ungsters were also asked
with whom they preferred to discuss their health: “If you had
your choice. would you rather discuss a question you have
about your health with a doctor. with a nurse. or with some-
one ¢lse? If ‘someone else Who? The physician was the
choice of better than half the group of 12-15 year olds. Here a
sex preference was clearly indicated: four out of five boys but
only one in three girls preferred to discuss questions about
health with a physician. Half the girls. on the other hand.
opted for a nurse. but almost no boys did.4 For about one in
ten youths a parent or paremts were the choiee for dis-
cussing questions they had about their health.

More of these adolescents would rather see a
physician in a private office (62% ) than in a clinic: one-
quarter stated a preference for a clinic. About one in seven
said it did not matter to him. Those who preferred a private
office most often referred to not having to wait (33%);
privacy when seeing and talking (o the doctor was of greater
concern to girls (31% ) than 10 boys (20% ): the private
physician’s spending more time with his patient (14%); and
greater quiet in a private office (11%). Only one in ten
thought medical care was better in a private office than in a
clinic.

Among those who preferred a clinic. no one reason
for this preference was given substantially more often than
any other: about one in seven or cight said it was because
that was where they had always gone. because private
physicians cost too much. because the care and service were
better in a clinic than in a private office. and because a
clinic was better equipped. both in terms of facilities and
physicians, than a private office. About one in ten stated

that he cnjoyed having other people around when heis in a
clinic.

Reactions to the Medical Examinatien

In responding to self-administered questionnaires
that 405 of the 12-15 year old black youths filled out at the
conclusion of the medical examinations. half indicated that
they liked all of the examination. better than a quarter that
they liked most of it. and onc in six that he liked some of it.
Only four per cent of the youngsters indicated that they
disliked most or all of the examination.5

This gencrally favorable attitude was reflected in an-
swers 10 another question at the end of the questionnaire:
“Would you return if another examination were scheduled a
year from now?" About seven in ten said they certainly
would come back: a quarter were uncertain; only four per
cent said they were certain nof to come back. Another ques-
tion was whether boys and girls would rather be scheduled
for examinations on the same day or would prefer to have
scparate examination sessions. Girls were more sensitive 1o
this issuc than boys: 60 per cent of the girls and 36 per cent
of the boys indicated a preference for separate sessions.
(This question was intended to tap opinions only: separate
sessions for boys and girls were never arranged.)

When asked what they liked about the examination.
one-quarter indicated that they liked “everything™: onc-
third (more girls. 39%. than boys. 299 ) singled out the ex-
amining physician: onc in ten Commented favorably about
the nurse: two in ten about the X-ray; about one in cight
referred to the vision test or the dental examination; and
seven per cent wrote that they liked the blood test. Eight per
cent made a favorable comment about the way they were
treated in general. And this same proportion wrote that they
liked finding out about what was wrong with them. Three
per cent referred to the fact that it did not take too long.
and that they did not have to wait.

That the youngsters were aware of. and responded
10. the way that they were treated became apparent from
what 210 youngsters said they liked about the examining
physician and from what 160 wrote about the nurse.
Youngsters commented that the physician was friendly and
kind: that she or he explained things. answered questions
and dud not rush; and that the physician 1ook a personal in-
terest in the youngster and his problems. They also noted
that the nurse was friendly. kind or considerate.®

What did the youngsters not like about the examina-
tion? Only two things were mentioned with any frequency.
The first. and by far most often mentioned. was the “nee-
dle” or the blood test: one-third of the youths mentioned it.
more girls than boys. Nine per cent said they did not like
the dental examination.?

Printed at the end of the self-administered question-
naire was. “Thank you very much for answering these ques-
tiom.” One out of seven youngsters saw fit to write in a
reply cither “You're welcome™ or. more often. “Your wel-
come.”™ They alvo wrote in other things: “Your more than
welcome™; “Thank you all. yours truly™; “Thank you for
good looking nurses™: "My pleasure™; “Anytime™; “Thank
you too for all the attention and great care your nurses.
your doctor. and your funny dentist. Most of all | loved
your doctor he’s great™; And thank you for giving me the
examination™: “And thank you for all you have said and
done™; 1t was nice being here,”
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Swmmary

Attitudes have been discussed which relate 1o the ac-
tual delivery of health services: perceptions of providers and
of the quality of hecalth care: preferences regarding the
delivery of health services: and reactions to the medical cx-
amination provided in this project.

Notable was the similarity between 12-15 year old
boys and girls in their attitudes toward health care ‘services
alrcady reccived. Girls. however, were diffident about being

cxamined by male physicians: in a similar vein. they were
less inclined than boys toward mixed cxamination scs-
sions—where boys and girls appear at the same time. Atti-
tudes toward physicians were generlly favorable and reac-
tions to the medical cxamination provided in this study
were highly positive. The appreciation youngsters expressed
of the carc and courtesy they received during their examina-
tion can be viewed as a sign of their receptivity to well
planned medical services.

Chapter X
Needs for MedicalCare

It was suggested carlicr that the nature and extent of
adolescents® needs for medical care could be studied by sub-
tracting the medically attended conditions from the base of
reported conditions. The difference provides a measure of
unmet needs for care.! Findings discussed so far all have
relevance for the major question to be dealt with here: What
kinds of and how much medical carc do Harlem youth
need?

This chapter is based on information from the medi-
cal examination which 78 per cent of the interviewed ado-
lescents received, and uses the cxamining physicians'
referrals as the indicator of unmet needs for medical care.
These referrals for further care were made at the conclusion
of the youngsters’ medical examinations: families were no-
tificd and appointments for follow-up carc were arranged at
Harlem Hospital for the 90 per cent of those cxamined who
wished to have their follow-up care rendered there

The ratio of treated to untreated conditions noted in
these physicians® referrals will provide the first estimate of
the need for care, relative to what has been available (or
utilized). The number of physician referrals will then be
analyzed as a“gencral meaure of the need for medical serv-
ices by Harlem adolescents. Finally, referrals for care of

specific medical problems will be considered as an indicat. -
of the kinds of medical carc services these youths need
most.

Ratio of Treated te Untreated Medical Problems

Not all health problems—i.c. deviations from what
the physicians considered normal—were given referrals for
carc. Some problems were not referred for follow-up care
because the physicians felt that nothing needed tc be done
about them (c.g.. heart murmurs) or because the youngstcrs
were alrcady under treatment for them. In addition. there
were referrals for further investigation: cases for which the
examination did not provide sufficient cvidence as to the
presence. absence, or seriousness of a disorder and for
which further or repeat testing was considered necessary.
Table X-1 shows the frequency with which physicians noted
conditions witk these varying referral requirements. Of par-
ticular interest is the ratio between medical problems al-
ready under treatment and those for which care was recom-
mended. For cach condition already under treatment there
were cight that needed care.?

Table X-1—Physician Notations About Referral Requirements (from Medical Examinations)

Proportions of black youth: Mean no. of black youth:
12-18 16-17° 1218 16-17
Al Boys  Girla Boys Girla All Boys  Girla Boys Girls
(419) (225) (1%4) (30) (4S) (419) (219) (1%4) (30) (48)
With at least one physician
referral for care 49% 45% 54% 63% 69% 76 69 85 100 1.3
Already under treatment for
at least one physician-
noted problem 8% 7% 9% 3% 4% .09 .08 11 03 04
With at least one physician
referral for further
investigation 20% 17% 2% 13% 31% .23 22 25 13 33
With at least one physizian-
noted problem not needing
referral 25% 2% 29% 33% 31% 32 28 .36 53 42

* Data for 16-17 years 0id will de discussed in Chapter Xi
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Table X-2—Medical Problems Requiring Referral (in Cumulative Proportions)

Black youth 12-18 Elack youth 18-17
No. of physician All Boys Giels Soys Giels
refersrals (419) (225) (194) (30) (45)
Three or more 6% 8% ™% % 13%
Two or more 20 18 22 30 42
One or more 49 45 54 63 69
Number of Health Probiems Referrcd for Care the proportions who had scen a physician for them provide

Fewer than 10 per cent of these youths werc already
under treatment for physician-noted health problems. and a
quarter had a health problem noted by the physician which
did not require referral. Of particular significance is that
twa-thirds of the medical problems (exclusive of referrals
for further investigation) noted in the examination required
care. Onc-half of the youngsters examined had at lcast onc
problem for which they required referral for care. Twenty
per cent had two or more such problems. The frequency of
health problems requiring referral is shown in Table X-2 (in
cumulative percentages).

What should be noted here is the direct corrclation
between age and needs for medical care: the older the ado-
lescent, the more medical care needed among both boys and
girls. This will be discussed in further detail in Chapter X1
(Tables XI-1 and XI-2). At cvery age, girls nceded more
medical care than boys.

Kinds of Health Prebiems Referred for
Care by Examining Physicians

Table X-3 presents, in order of frequency, the health
problems which were noted as requiring care; it shows the
proportions of the sample who received physician referrals
for cach listed condition. Medical carc was nceded by five
per cent or more of the examined youths for the following
kinds of problems: vision problems, by almost one in five of
those examined; heart and blood pressure disorders, by onc
in seven; respirstory disorders, by one in twelve; nervous or
emotional problems, by one in twenty: skin and complexion
problems, by about one in twenty. Girls. but not boys.
presented additional problems in nutrition, blood system,
and urinary tract, cach of which required referral by one in
twenty examined girls.

Some Other Considerations

Altogether, 372 referrals for further care were made
by the examining physicians. (Some youngsters were
referred for more than one condition.) Of this total, 337
were made to services at Harlem Hospital. Approximately
40 per cent of the appointments which were made for these
adolescents were actually kept over an interval of six
months or more, a cooperation rate well below that
achieved in the initial examination. In Chapter IV, some
factors which may have contributed to this lower rate of ob-
taining follow-up care were mentioned.

What adolescents themselves reported in personal
interviews about utilization of medical services for particu-
far health problems also had implications for defining their
need for medical care. Sizable discrepancies between
proportions of adolescents reporting health problems and

another measure of needs for care (Chapter VIHIE). The ab-
sence of such dactor consultations for certain probiems has
to do with whether or not the problem was scrious, as well
as the availability of and accessibility to carc. Another factor
is adolescents’ (and parcntal) awarcness of what are
medically trcatable hcalth problems. For cxample. if a
youngsicr has a speech problem or has frequent headaches.
would he or should he think of turning to a physician for help
with them? When dctermining what hcalth services are
necded, questions like this also negd to be considered.

Summary

Whetker measured in terms of the number of exam-
ined youngsters requiring referral or in terms of the number
of conditions which required referral, there is cvidence of
considcrable unmet need for medical carc among adoles-
cents in Harlem. The implications of this finding will be
considered in the final chapter of this report.

Table X-3—Physician Referrals for Care

Black youth 12-15
Condition Al Soys Girls
(419) (22%) (1%4)
Vision and eye problems 18% 18% 18%
Heart and blood pressure 14 15 12
Heart 10 1" 8
Blood pressure 4 4 4
Respiratory tract 8 8 7
Upper respiratory 5 5 5
Lung and bronchis 2 3 2
NervoLs of emotionat ] 4 9
Skin and complexion 5 4 6
Obesity 4 4 5
8iood disorders 4 3 5
Urinary problems 4 2 5
Neuromuscular and
musculoskeleta! 3 3 3
Speech problems 2 3 3
Menta! retardation 2 2 2
Menstrusl and pregnancy 1 -_— 3
Other genital and reproduc-
tive tract disorders 1 2 1
Accidents or injuries 1 1 S5
Hearing 1 4 1
Breast conditions 1 — 2
Endocrine and metabolic 5 —_— 1
Hernia 5 1 -—
Other growth problems 2 4 —
Abdominal tenderness and
vague signs 2 4 —
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Chapter XI|
The Older Adolescent

So far. discussion of findings in this report has con-
centrated on the 12-15 year old adolescents—297 boys
and 245 girls—who were studied over two years. Although
this rescarch was originally designed to study proportionate
ttumbers in the cntire age span of 12-17, the older adoles-
cents 16-17 ycars of age were included in only one study
year (the second). They numbered 52 boys and 74 girls
among the interviewed: 30 boys and 46 girls among the cx-
amined. Given the sampling crror with groups of this size
and the absence of a sccond sample with which to average
the findings. discussion of the older adolescents has been
reserved for this chapter. Those aspects of the older adoles-
cents’ health status, utilization of health services, and needs
for care which differ from those of younger adolescents will
be discussed here,

Participation in Examination

The lower rate of participation in the examination
on the part of older adolescents was discussed in Chapter
IV. Differcnt factors contribute to this decline. Among
them arc competing demands on time and responsi-
bilities at work or home: older youths are also less likely to
be responsive to parents’ wishes. Additionally, it can be
hypothesized that older adolescents have lost or outgrown

" some of their carlier insccurity about growth and develop-

ment, appearance and body image—and thus may be mo-
tivated to use medical care such as that provided in the 2x-
amination only when they have specific health problems.
For example. the older boys were more likely than the
younger boys to say that what they liked about the ¢xamina-
tion was finding out what was wrong with them. Ugon ex-
amijnation, older adolescents were observed to have more
medical problems than the younger. a difference larger than
that between what the older and younger reported on inter-
view. The evidence is by no means clear as to how much
“selection bias” operated among the 58 per cent of older
boys and 62 per cent of older girls who appeared at the
medical examination; but when interpreting the findings
from medical examination it is important to remember that
proportionately fewer of the older adolescents appeared.
Thus, they were likely to be less representative of all 16-17
year olds than the examined 12-15s were of all 12-15 year
old youth in Harlem.!

Prevalence of Health Problems: Reported in Persenal Interviews

Generally. older youths reported the same problems
as the younger adolescents: vision problems, respiratory
problems, headaches, nervous or emotional problems. and
skin problems. However, almost every health problem
increased in prevalence among 16-17 year olds. (These data
were obtained from the interviewed sample. which did not
suffer the same attrition as the examined sample.) Two
problems in particular increased substantially with age: ane-
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mia was reported by 18 par cent of the older girls compared
to 2 per cent of the younger: skin problems were reported
by 16 per cent of the older boys compared to 6 per cent of
the younger and by 34 per cent of the older girls compared
to 25 per cent of the younger. in addition. questioning
about menstrual problems skowed an increase in the
proportion of older girls whose periods caused them
trouble—just about half. More of them needed to go to bed
for their menstrual difficultics (23%) and to take medica-
tion (27%).

Prevalence of Health Probiems: Findings from
Medical Examinations

The c¢xamining physicians noted more hualth
problems among the 16-17 year old adolescents than among
the 12-15°s. Increases occurred especially in vision and eye
problems, up from 21 por cent among 12-15 year olds to
over 30 per cent among the older adolescents; lung and
bronchial problems, which increased to 10 per cent among
older boys and 1l per cent among older giils: skin
problems, up to 23 per cent among the alder (compared to
7% among the younger boys and 17% of younger giris):
nervous and emotional problems increased for both boys
and girls: 17 per cent of older boys compared to 6 per cent
of younger, 20 per cent of older girls compared to 11 per
cent of younger: ancmia, which was found among 15 per
cent of the older girls; gynccological problems. including
pregnancy, increased among the older girls. Additionally, in
reports to the nurse, more older girls indicated a vaginal
discharge between periods (249 ), that they always have a
lot of pain with periods (33% ), and that they have a heavy
loss of blood with their periods (47% 3.

Orug Use Among Olider Adelescents

As indicated ecarlier, adolescents were nrot ques-
tioned directdy about their own drug use during the personal
home interviews. However, during the second year of the
study physiciais at the medical examination noted when a
young person showed evidence of drug use (needle marks,
powder trace, etc.).2 While less than one per cent 6{ the 12-
15 year olds were observed with any such evidence. thirteen
per cent of the older boys and nine per cent of the okler
girls were observed by the physicians as presenting indica-
tions of drug use. These data are reported because of the
increase they indicated in use of drugs among older adoles-
cents rather than as estimates of the prevalence of drug use
per se.

Overali Heatth Status

Using the number of reported health problems as an
index of health status, beiw personal interview and medical
examination findings point to an increase in health
problems among the older adolescent.
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Considering first the information from personal in-
terview, the proportion of boys reporting two or more
health problems rosc from 47 per cent among the younger
to 56 per cent among the older; the mean number of heatlh
problems they reported increased from 2.2 to 2.9. Among
girls. the proportion reporting two or more health problems
rose from 64 per cent of the younger to 71 per cent of the
older adolescents; the mean number of health problems girls
reported rose from 3.5 among younger girls to 4.3 among
the older girls. (Table V-4)

Change with age was even more marked in the find-
ings from the medical examination, but these findings need
to be viewed with the possibility of some effects of “selec-
tion bias.” On examination, the proportion of boys observed
to have two or more health problems (or significant devia-
tions from what the physicians considered normal) was 53
per cent among the 16-17 year olds. while it was 30 per cent
among the younger boys. The mean number of health
problems that the physicians noted was 1.57 among older
boys compared to 1.04 among the younger. Among the
girls. at ages 16-17 ther: were 60 per cent with as many as
two or more_health problems compared to 37 per cent of
the younger girls. The mean number of physician-noted
health problems rose to 1.78 among the older girls com-
parcd to 1.32 among the vounger. At ages 16-17, only 27
per cent of the boys and 13 per cent of the girls who were
examined werc judged by a physician to be free of any sig-
nificant deviation from the normal. (Table V-5)

Utilization of Medical Services: Reported in Personal Interviews

Generally. utilization of services for treatment of
medical problems increased among both the older adoles-
cent boys and girls. For example. 52 per cent of the 16-17
year old boys reported at least one medical condition for
which a physician had been consulted compared to 37 per
cent of the younger boys: 62 per cent of the older girls com-
pared to 52 per cent of the younger reported at least one
condition for which they had consulted a physician (Table
VIII-1). Older boys were more likely than the younger to
have visited a physician in the six months prior to inter-
view: the proportions were 65 per cent of the older boys but
only 49 per cent of the younger. The same was true for
girls: 61 per cent of the older girls reported a doctor visit
within the six months prior 1o interview compared to 44 per
cent of the younger. The increase in the prevalence of
vision problems with age was noted earlier: this was accom-
panicd by an increase in the number of boys who had
eyeglasses: 50 per cent of the older compared to 28 per cent
of the younger boys. Thus the increase in medical problems
among the older adolescents was accompanied by an
increase in utilization of health services. However. there
were no differences between older and yourger adolescents
in getting preventive check ups.

What about the kinds of medical services used?
Older boys were less likely than younger boys to report a
“usual source™ of medical care (51% of the older and 34%
of the younger boys reported that they had no usual source
of care). No such difference existed among older girls. and.
if anything. older girls were somewhat more likely than
younger girls to have a usual source of medical care. Older
girls (33%) were more likely than older boys (12%) to
report having a private physician. Older youths who had a

usual provider of medical care. boys especially, were more
critical of the care they received (339 of the 16-17 year old
boys compared to 17% of the younger: 20% of the older
girls compared 1o 11% of the younger rated the care they
received “fair™ or “poor™).3

Needs for Mediczl Care: Findings from
Medical Examinations

Despite increased utilization of medical services by
older adolescents. their unmet nzeds for medical care were
even greater than those of younger adolescents. The propor-
tion of examined youths who réquired referral for care rose
to 63 per cent of the older boys (up from 45% of the
younger). The mean number of conditions referred for care
was 1.00 among older boys. compared to .69 among
younger boys. Older giris presented more unmet needs for
medical care than older »oys as well as more than younger
girls: 69 per cent of the older girls had at least one condi-
tion which required referral for medical care. compared to
54 per cent of the younger girls. The mean number of con-
ditions for which older girls required referral was 1.31,
compared to .85 among younger girls and 1.00 among older
adolescent boys. (Table X-1)

Another way of estimating the relative needs for
medical care of the older adolescents is to look at those
young people who were referred for medical care for two or
more conditions and note their distribution by age and sex
compared te the distribution of all examined adolescents
(Table XI-1). This comparison shows that girls (especially
those 16-17 years old) were over-represented among those
with two or more referrals for care.

The increase in need for medical care is progressive
through the adolescent ycars. Table XI-2 presents the
referral patterns for the total number of medical problems
noted by the examining physicians.

Table XI-1—Distribution of Adolescents Referred for
Care for Two or More Medical Conditions Compared to
the Distribution of all Examined Adolescents

Two or more All examined
referrals adolescents
Boys 44% 52%
12-13 yrs. old 17% 26%
14-15 yrs. old 19 20
16-17 yrs. old 8 6
Girls 56 48
12-13 yrs. old 16 21
14-15 yrs. oid 23 18
16-17 yrs. old 17 9

Summary

The evidence is clear that health problems increased
between the carlier and later years of adolescence. What ad-
olescents reported in their interviews., no less than the
physicians’ findings at the examination, showed more hcalth
problems among i6-17 ycar old adolescents. and more
among girls than boys. Utilization of health services was in
some ways better among the older; e.g.. more of the older
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Table XI-2—Physician Notations about Referral Requirements

Black Youth
Boys Girls
12-13 14-15 16-17 12-13 14-15 16-17
(129) (96) (30) (103) (91) (45)
Mean number of conditions
not requiring referrals .27 .28 .53 33 .40 42
Mean number of conditions
already under treatment 12 .03 .03 .10 12 04
Mean number of conditions
requiring referrals .61 .79 1.00 .76 .96 1.31
Mean number of all condi-
tions noted* 1.00 1.10 1.57 1.18 1.47 1.78
* Means of all conditions differ from summed means because of rounding.
Mean number of referrals
for further investigation
13 .27 .22 .33

(not counted above) .30 1

than younger adolescents had seen a physician in the six
months before their interview.

Few older boys had a private physician; half had no
regular source of medical care. This may have been one
reason why their performance in keeping follow-up appoint-
ments for the care recommended at the medical examina-
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tion was better than others'.

Unmet needs for medical care. like the prevalence of
health problems. are directly correlated with age. Among
both boys and girls needs for care increased in cach succes-
sive two-year age group. Older girls nceded the greatest
number of referrals for care.




Chapter XIi
Dental Problems and Dental Care

Reference was made earlier (Chapter V) to the high
prevalence of dental problems among adolescents in
Harlem, Both the information obtained from personal inter-
views and findings from dental examinations document the
extent of such problems: they are the most prevalent of all
health problems in this population. Personal interviews
provided additional information about dental practices.
utilization of dental services. and attitudes toward dental
care. These are discussed in this chapter. Tacluded. also. is a
comparison of dental health among older and younger ado-
lescents. Some implications of these findings for the
detivery of dental services are discussed at the conclusion of
the chapter.

Dental Status and Needs for Dental Care
Information from Personal Interviews

Data from the personal interviews revealed that
many adolescents in this community are dissatisfied with
the condition of their teeth. General ratings of the overall
condition of reeth were considerably lower than comparable
ratings of health in general. About half (49% ) of all 12-15
ycar olds rated the condition of therr teeth as either “fair™
or “poor.” This is a considerably greater proportion than
rated their general health this way. Boys were more dis-
satisf 1 than girls: among the former, 54 per cent said their
t <re in “fair” or “poor™ condition. and among the
latter the proportion was 43 per cent.

One in five youths (229 of boys and 15% of girls)
considered the condition of their gums “fair”* or “poor.”
Onc-third reported that they “sometimes * or “often™ have
trouble with their teeth or gums. Boys and girls reported
this trouble just about equally. Equal proportions of 12-15
year old boys and girls, about four in ten. also reported that
at least one permanent tooth had been broken or pulled.

One per cent of the youths were using orthodontic
braces at the timie of the interview: a similar proportion had
used thern formerly. Nearly one out of five thought their
teeth needed straightening. Boys and girls showed little dif-
ference.

Findings from Dental Examinations

About two-thirds of the youngsters who received the
dental examination were given an oral health rating of only

“fair” or “poor™ by the examining dentist: one in eight was
‘rated “poor.” Among boys. almost three-quarters (729 )
were rated “fair™ or “poor™: fewer, but still more than half.
of the girls (54% ) received a rating of “*fair™ or “poor™ on
their oral health.! (Table X11-1)

Correspondence Between Self-Reports in Personal
Interviews and Findings from Dental Examination

Two findings emerged quite clearly from'both the
personal interviews and the dental examinations; ratings of
adolescents’ dental health are poorer than those of their phys-
ical health: the condition of teeth and gums among 12-15
year old boys is poorer than that of girls this age.2

Needs for Dental Care: Findings from Dental Examinations

In terms of referrals that the dentist suggested for
the youngster after his examination. 86 per cent were felt to
need a dental referral for at least one condition. 60 per cent
for two conditions, 41 per cent for three. and 13 per cent
were noted as needing referrals for as many as four different
dental conditions.

Decay was the condition for which youngsters most
often were referred; eight in ten youths required such
referral. boys and girls just about equally.

More than half the youtis. three out of five of the
boys. required referral for oral hygiene. Boys. similarly.
more often needed a referral for gingivitis or periodontal
discase than girls did.

Girls, on the other hand. required referrals shghtly
more often for malocclusion than boys. 27 per cent and 20
per cent. respectively. (Table X11-2)

Dental Health Practices: Reported in Personal Interviews

Judgmg from the replics to questions tapping con-
ceptions of health and salient health practices and the ab-
sence of references to teeth and tooth care among them.
dental health docs not rank high among adolescents” health
concerns.

Direct questions in personal interviews about tooth
care showed that nine in ten youths brushed their teeth
daily: 93 per cent at least once a day: 50 per cent two or
more times a day: 10 per cent three or more times a day.

Table XIlI-1—Dentist Ratings of Oral Health (from Examinations)

Black Youth 12-15 Years
Both Years Study Year 2 Study Year 1

All Boys Girls Al Boys Girls All Boys Girls

(395) (209) (186) (200) (111) (89) (195) (98) (97)

Excellent 5% 2% 8% 6% 3% 10% 4% 1% 6%
Good 31 26 38 25 20 32 38 33 43
Fair 51 58 43 57 64 48 44 50 38
Poor 13 14 11 12 13 10 14 16 13
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Table Xll-2—Dental Status and Needs for Dental Care (from Examinations)

Black Youth 12-17 Years

12-15 years 16-17 years
Al Boys Girls Boys Girls
(395) (209) (186) (29) (45)
Oral heatlth rating of
fair or poor 64% 1% 54% 55% 65%
Referral for:
two or more dental
conditions 59 60 59 26 49
decay 81 82 80 60 78
gingivitis or peri-
odontal disease 40 45 34 17 22
oral hygiene 55 61 49 27 36
malocclusion 23 21 26 7 18
No dental referral given 14 12 15 33 20

Girls were somewhat more likely than boys to be regular
and frequent teeth brushers. Almost one in ten youths (7%)
reported no regular daily pattern of tooth brushing.

The most usual time for toth brushing was the
morning; just about all who brushed their teeth daily
brushed them in the morning. Fewer than half of all the 12-
15 year olds. but girls (52%) more than boys (39%).
brushed their teeth in the afternoon or evening. About one
in eight replied that he brushed his teeth after meals.

Youngsters were questioned as to their knowledge
and information about the cause of dental caries. Prac-
tically all (85%) offered a comment that rclated cating
sweets to tooth decay. girls (92%) more than boys (80¢%).
Fewer than ! slf (43%) related nor brushing teeth to decay,
and girls werce also more likely to say this than boys. Only
one in fifty referred to not seeing the dentist as something
causing tooth decay. About one in twenty youths could not
mention any cause of tooth decay.

Utilization and Attitudes Regarding Dental Services:
Reported in Personal Interviews

Two major components of the utilization of health
services are their availability and attitudes toward using
them. On both these counts a prediction could be made that
dental services have been relatively poorly utilized in this
population. This turned out to be the casc. Compared with
reported utilization of medical services. and in view of the
extent of unmet need for dental care as measurcd by the
number of dental referrals made at the examination. dental
services have been insufficiently utilized. One-third of the
12-15 year olds ~cported a visit to a dentist within six
months prior to the interview. Somewhat better than half
(57%) had visited a dentist within onc year of their inter-
view. Thesc rates were slightly below their reported
frequency of dental visits: two-thirds said they usually saw a
dentist at lcast once a year; four in ten said that they usually
saw a dentist twice a year; seven per cent reported that they
had never seen a dentist. (Although not strictly comparable,
data from the National Health Survey on children’s dental
visits are worth noting here. In 1964-65. 55 per cent of all
Amcricans 5 to 14 years of age had seen a dentist within
less than a year and 25 per cent had never seen a dentist. In
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1968. while the number of dertal visits per person per year
was 1.8 for white children 5 to 14, among nonwhites it was
0.6; National Center for Health Statistics, 1971b.)

In Harlem approximately one-third of the 12-15
year-olds said they had no usual place for dental care—a
proportion similar to that reporting no usual source of med-
ical care. Slightly more boys than girls lacked a usual source
of dental care. Two in five reported having a private dentist
(a proportion higher than the number with a private
physician) and. as in the casc of medical care. slightly more
girls than boys received dental care in a private office.3 Ap-
proximately one in ten used a dental clinic. and an even
smaller proportion received dental care from a New York
City Hecalth Department station. Schools reportedly ar-
ranged for more dental care than medical carc. Approxi-
mately onc-quarter of the 12-15 year olds reported that
their last dental appointment had been made by their
schools: almost two-thirds said their parents had made the
arrangements; and one in twenty said he had made his own
dental appointment.

Overall. one-quarter said they visited dentists for
preventive checkups: girls were more likely than boys to
report that they do so (34% and 18% . respectively). Three
out of five youngsters reperted that they had had their teeth
cleaned in a dentist’s office. slightly more girls than boys. A
somewhat higher proportion—approximately seven out of
ten—said they had had their teeth X-rayed. Among young-
sters who were not seeing a dentist as often as twice a year.,
approximately 60 per cent of the total sample. slightly more
than half. said they would like to see a dentist more often.

Some comparisons between the utilization of dental
services and medical services are shown 1n Table X11-3.

With regard to attitudes toward care. youngsters
were asked whether they preferred secing a dentist in a
private office or in a clinic. matching the question they had
been asked about secing a physician. The proportions
preferring dentists in private offices were quite like the pref-
erences regarding physicians: better than half preferred a
dentist in a pnvate office. slightly more than a quarter
preferred a chnic, and about onc in seven had no prefer-
ence.

This preference for private dental care was based on
shorter waiting time, the dentist’s spending more time with
patients. and liking some aspect of the treatment itself.




Aruitoxt provided by Eic

ERIC

Preferences for dental clinics were based on consid-
crations of superior equipment and facilities, superior treat-
ment and care, liking to have other people around, and fa-
miliarity. Almost one in ten cited the cost of a private den-
tist. One youngster explained his preference for a dentist in
a clime in the following way: “Because in a private office
they joke and it's not funny.”

The attitude of young people toward using dental
services is signified in other data from this study. When
expressing their likes and dislikes in the medical examina-
tion, the second most frequently mentioned dislike, after the
blood test. was the dental examination. On personal inter-
view, 122 youngsters aged 12-15 years who did not visit a
dentist twice a year and did not want to, either, were asked
why. Half said they were afraid of going to the dentist.
Among the somewhat larger number who did not see the
dentist twice a year but said they would like to (164 youths),
13 per cent said the reason they did not go was that they
were afraid and/or that ~the dentist hurts.” This suggests the
extent to which young people associated pain with dental
care.

Dental Health Among Oider Adolescents

The only dental problem reported in personal inter-
views in which older adolescents differed noticeably from
younger was the proportion with teeth that had been broken
or extracted: 52 per cent of the older boys (up from 39% of
12-15 year old boys) and 61 per cent of the older girls (up
from 38% of 12-15 year old girls) had at least one tooth
that had been broken or extracted.

On dental examination the teeth and gums
(especially gums) of the older boys were observed to be in
considerably better condition than the younger boys™ and
better also than those of the older girls. This is in contrast to
what was found among 12-15 year old boys. who had more
dental problems—periodontal and oral hygiene——than girls.
Among girls. the age difference in the needs for dental care
was not as great as among boys, but the direction of the dif-
ference was the same (Table X11-2).

Despite the difference between younger and older
adolescents, the dentist still rated oral health among more
than half of the older adolescents as only ““fair” or ~“poor.”
Half of the older girls and a quarter of the older boys were
given referrals for at least two different kinds of dental con-

ditions. Referral for decay was required by four out of five
older girls and three out of five boys: one in three girls and
one in four boys needed an oral hygiene referral; one in five
needed periodontal referral; a smaller proportion needed
referral for malocclusion.

These findings relating to dental conditions among
older adolescents deserve further comment. From what was
observed about their inedical problems, an increase in
dental problems would have been expected. It did not
occur; indeed. the opposite was true. Data from the dental
examinations showed that the greatest number of dental
problems occurred earlier in adolescence.

The marked drop in dental problems, particularly
among the older examined boys, was not expected and it is
not clear what accounts for it. Among the interviewed. the
older and younger adolescents did not differ noticeably in
dental problems (except for broken and extracted teeth,
which were more common among the older) nor in their
utilization of dental services (recency of last dental visit.
preventive checkups. and usual source of care). One ex-
planation is a modification in the hypothesis of “selection
bias™ in the examined sample suggested earlier: if older boys
with better patterns of utilizatiop came to the examination
more often than boys of the same age who have poorer
patterns of utilization, this could account for the improve-
ment that was observed in dental status.? But this begs the
question of why older youths needed to be referred for more
medical problems. All that can be stated with some cer-
tainty is that age differences with regard to denta! problems
were contrary to what had been observed for medical
problems. At least in this population, dental problems
peaked in early adolescence.

Summary

Dental health poses a special problem for the
delivery of health services to this population. Nearly nine
oui of ten of the examined 12-15 year old youths required
referral for dental care. In contrast to the findings about
medical care, boys exceeded girls in their needs for dental
care. Agan, in contrast to their needs for medical care,
needs for dental care were greater among the 12-15 year
olds than among the older adolescents. There was less
utilization of dental services than of medical services. How-
ever, neither dental health nor dental care appeared to be
salient in these youngsters® health concerns.

Table XlI-3—Utilization of Dental and Medical Services Compzared (from Personal Interviows)

Black Youth 12-15 Years
Dentist Physician

Saw within past year 57% 70%

Saw within past 6 months 32% 47%

Ever get checkup 25% 30%

. Ever get checkup (boys only) 18% 28%
Do not want to see dentist twice a year* 43%

Do not want annual medical checkupt 9%

* Asked of those who do not see a dentist twice a year.

1 Asked of trose who do not receive annual physical examinations.
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Chapter XIli
Some Implications

This research was intended as a contribution to the
improvement of health care for adolescents. However, as
social scientists, the authors do not feel qualified to draw a
blueprint for the delivery of health services. What we hope
is that this report will prove useful for those who are en-
gaged in planning and delivering such services.

Certain experiences in conducting this study and a
number of its findings suggest at least some of the directions
that should be taken in planning the delivery of health care
to young pcople. It is the more important of these experi-
ences and findings which will be discussed here. This
chapter is not a summary of the many detailed findings
presented carlier—that was done in the first chapter—but
rather a discussion of broader policy implications.

These implications have to do primarily with (1) ad-
olescent interest in and motivation for getting preventive
care, (2) how, where, at what age, and by whom such care
may best be provided. and (3) what kinds of services are
needed.

The high rate of participation by adolescents. both
in the household interview and in the medical examination
phases of the project, reflects their interest and concern
regarding health matters—as well as that of their parents
and the community in which they live. The general implica-
tion here is that there is considerable motivation on the part
of youngsters themselves and their families to obtain at least
the preventive care which the examination represented.

But if the planners of health care delivery are to
benefit from this study, it is necessary to go beyond such
generalizations. Data reported carlier show an increase in
the number of reported and observed health problems from
the 12-13 age group to the 16-17 year old age group. Fur-
thermore, these data show that younger adolescents are
more likely to participate in medical examinations of the
type provided in Harlem than are older adolescents—who
are more likely to have competing demands on their time,
less subject to parental influence, and apparently less mo-
tivated to get preventive care.

This amounts to a double argument for providing
such care as early in adolescence as possible. Indeed. age 12
should be viewed not as the earliest but the latest age at
which preventive care will effectively reach youngsters and
achieve its purpose. This raises the question of priorities. In
the health care of adolescents, should stress be placed on
preventive care in view of what it may promise for future
health, or should stress be given to remedial care to cope
with the many current health problems which now limit
functioning? These are not mutually exclusive ap-
proaches—both are needed. Presumably. there would be a
payoff from improved preventive health care for adoles-
cents in reducing illness and its consequences later in life.
Also to be considered are the resources available to provide
such services—a matter to which we shall return later.

Whether preventive or remedial, what hinds of serv-
ices are needed? The variety of health problems presented by
adolescents in Harlem and the numbers of youngsters with
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multiple problems (c.g.. one in three of those examined had
two or more significant medical problems, aside from dental
conditions; one in five needed referral to care for two or
more of them, despite a relatively high volume of physician
visits) points to the advantage of planning for comprehensive
health services where dental, vision, respiratory, skin and
speech problems—to name but a few—can all be treated in
the same place.

Where such services may best be provided is stll
another matter. The medical examinations in this project
were conducted by appointment in the Ambulatory Care
Service of Harlem Hospital after regular clinic hours;
careful scheduling and rescheduling of appointments con-
tributed to the high participation rate. But while such a hos-
pital is perhaps best equipped for complex diagnosis and
treatment, it should not necessarily be inferred that all the
care adolescents need can only be delivered through a hospi-
tal.! Many of the things that were done in the examination
might have been performed clsewhere—e.g.. in a ncigh-
borhood health center, or even in school. Preventive exami-
nations and care of adolescents in particular would appear
to fit very well into plans for organizing health care in such
a way as to keep people our of hospitals and to reach them
where they are.

Related here is the question as to whether adoles-
cents are best served by health care facilities aimed at them
alone. While this idea may have appeal in relatively more
affluent—or deviant—communities, there was little evi-
dence from the interviews conducted in Harlem of a pref-
erence for such age-specific services. At least in this com-
munity, the family services approach seems compatible with
the attitudes of young people themselves as well as con-
tributing to effective treatment of their problems.

As to those involved in delivering care to adoles-
cents, the attitudes toward and interest in young people on
the part of health workers should be a primary consider-
ation in sclecting staff. The favorable response of most
youngsters in Harlem to their examination experience may
be attributed largely to the attitudes and behavior of the
staff which conducted the examination.? Adolescents are in-
terested in their bodies and body changes and also in the
process of the examination itself. Time spent in explaining
such matters to young people contributes both to ther
health education and to their acceptance of health care. Still

another feature of this project was the employment of

nonprofessional health aides—in this case houschold inter-
viewers—who explained in advance what the medical ex-
amination would be like and also personally arranged the
appointment for the examination with the adolescent.

No less important, in our view. is the issue of com-
munity participation and support. Qur experience demon-
strates that working actively and not just pro forma with
community representatives is important in health programs
which aim to reach the greatest number of young people
with the care they need.

The role of the schools in health education and
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health care also needs to be considered here. Schools could
be doing more than at present to provide adolescents with
the knowledge ard information which they want and need
about growth and development and about the services avail-
able for their health problems. Schools are. in addition. a
logical place to screen for educationally disabling condi-
tions. such as vision impairment. Equally important. they
can follow up on youngsters referred for care. While some
schools serving the Harlem community have undertaken in-
novative programs to deal with such problems. data
presented in this report indicate that much remains to be
done.

The problem of dental care—needed more than any-
thing else—presents special difficulties. Harlem is ex-
tremely limited in its resources for providing youngsters
with such care. But attitudes toward dental care may also be
a barrier to providing adequate dental health services. For
example, almost half of the youngsters who do not sec a
dentist with a recommended frequency of twice a yecar do
not want to see him any more often than they do now; only
about a quarter of the adolescents visit a dentist for preven-
tive checkups. Pain is a salient feature in perceptions of
dental care. Indeed. dental care needs are so pervasive as to
require restructuring the delivery of dental services. Since
carly adolescence appears to be a peak time for dental
problems. perhapy” dental examinations such as those
provided in this study should be given in schools. with ade-

quate provision for follow-up care and the means of getting
youngsters to that care—e.g., using school aides as escorts.

Adolescents in Harlem present many needs for
health care which have so far remained unmet. We have
considered here some ways of meeting those needs. We are
not necessarily recommending that all adolescents should be
given the extensive interviewing and examination which
this project provided; the costs are considerable. But in
Harlem. neither in school nor outside are there adequate or
adequately utilized facilities with which to determine such
unmet health care needs—let alone to deal effectively with
them. This is essentially a matter of scarce resources and of
the necessity of allocating such resources as are available to
what decision makers in health affairs consider more
serious health problems—e.g.. drug abuse. In this respect.
the health care ~system™ of Harlem is probably not unique;
most communities—including some of the more affluent
ones—have tended either to concentrate on dramatic
problems or to neglect the basic hea'th needs of their ado-
lescents.

This may be changing. however. The residents of
Harlem and many other communities are increasingly insis-
tent that they receive the full range of health care which
they need. As the effort to meet such demands proceeds—
whatever forms it takes—data from studies such as this can
provide a useful base for meast ring changes in health and
health care at future points in time.
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APPENDIX

Appendix A: Medical and Interviewing Staffs
Harlem Hospital Examination Staff

Daisy A. Allman. Dr. lvan R. Ashtine, Dorothy Beazer, Leon
Bishop, Leroy Bowen, Richard Brown, Dr. Joel Callins, Helena
Cathey, Elena DeMichele, Louis Edgehill, Vera Elliott, Audrey
Francis, Dr. Lyra Gillette, Joy Gray, Inez Henry, Betty Hill.
Nadine Jean-Louis, Mary T. Jones, Dr. Carol Ann Leal, Dr.
Yung Wham Lee, Dr. Paul Martin, Marie M. Moore, Dr. Steven
Mills, Dr. Linda A. Randolph, Dr. Raymond W. Ransom, Dr.
Laurencia Regalado, Clara Russell, Henry Sanders, Ronald
Stackhouse, Dr. Ray N. Taylor, Walter Taylor, Dr. Bhatrahally
K. Venkatesh, Dr. Erroll Williams, Fitzgerald Wilson-Turner.

Medical Consultants at Harlem Hospital

Dr. C.R. Amarosingham, Director, Department of Clinical
Chemistry: Dr. H. Butts, Department of Psychiatry; Dr. E.
Davis, Director, Department of Psychiatry; Dr. C. Felton,
Department of Medicine; Dr. E. Kahn, Department of Pediat-
rics; Dr. T.W. Roberts, Director, Department of Pathology: Dr.
H. Straker, Department of Dermatology: Dr. D. Swartz, Depart-
ment of Obstetrics-Gynecology; Dr. E.A. Thompson, Director.
ENT: Dr. J. Wesley, Department of Medicine; Dr. M. Wilking,
Department of Psychiatry; Dr. A.C. Williams, Director, Depart-
ment of Dentistry; Dr. E. Winocir, Director, Department of
Audiology.

Interviewers

Gwen Bee, Odessa Bolds, Christine Boston, Sheron Burgess.
Gregoria Calderin, James Capel, Leola Ann Coffee, Helene
Cooper, Consuelo Davis, John Davis, William Doctor. Harriet
Duren, Virginia Francis, Lorraine Gibbs, Carolyn Hagood,
Burleigh Hobson, Srinika Jayaratne, Jerry Lewis, Benny Liles,
Dorothy London, Raymond Mason, Lawrence Phillips, Charles
Phoenix, Steven Reed, Carlton Saibs, Joyce Small, James Smith,
Rosalind Spence, Yvonne Stewart, Gordon Tapper, Lawrence
Thomas, Samuel Wilson, Ronald Woodward.

Appendix B: Sample Selection

The sample of adolescents for this study was drawn from
a representative cross section of households in Central Harlem
which had been interviewed in the Community Health Survey.!
The houscholds had been selected by means of a multi-stage
probability sampling design. Each year, one out of twenty-five
households was drawn. The sample in the Community Health
Survey thus constituted an annual four per cent sample of all
housing units in Central Harlem, which was divided into twelve
representative monthly subsamples.

The adolescent health study used samples of housing
units from the first two years of the larger community health
survey.2 All youngsters in each household were listed who would

Table B-1—Ethnic, Sex, and Age Distribution of Total Sample, Interviewed Sample and Medically Examined Sample,

1968-69 and 1969-70 Samples Combined

Interviewed
Eligible* Interviewed and Examined
N Per cent N Per cent N Per cent
Total 907 100.0 752 100.0 556 100.0
Black (non- 800 88.2 668 88.8 497 89.4
Spanish)
Boys 419 46.2 349 46.4 256 46.0
1213 186 205 - 162 21.5 129 23.2
14-15 166 18.3 135 18.0 97 174
16-171 67 7.4 52 6.9 30 54
Girls 381 42.0 319 42.4 241 43.3
12-13 158 17.4 133 17.7 104 18.7
14-15 135 14.9 112 14.9 N 16.4
16-17% 88 9.7 74 9.8 46 8.3
Other (Spanish
background) 107 1.8 84 11.2 59 10.6
Boys 48 5.3 38 5.1 24 4.3
1213 23 2.4 19 25 15 2.7
14-15 15 1.7 12 1.6 5 9
16-17¢ 10 11 7 0.9 4 7
Girls 59 6.5 46 6.1 35 6.3
1213 29 3.2 19 25 14 2.5
14-15 21 2.3 19 25 16 2.9
16-17¢ 9 1.0 8 11 5 9

* Source The Harlem Community Health Survey

1 tncluded in the second study year only Figures for 12-15 year olds are based on two years of data collection. those for 16-17 year olds on only one year
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be. at the time of interview. no less than a month away from
their twelfth birthday and no more than one month beyond their
sixteenth. The study was expanded in the second year to include
16 and 17 year olds (who were not represented in the first study
year). In the second year's sample, therefore. the upper age limit
was the eighteenth birthday.2

In the first study year (1968-69), 349 youths aged 12-15,
inclusive. residing in 258 households. were assigned for inter-
views. In the second year (1969-70). 558 youths aged 12-17,
inclusive. residing in 349 households. were assigned to the study.
The two study years together produced a total eligible sample of
907 youths. approximately nine in ten of whom were black and
not from Spanish-speaking backgrounds; the remainder were
from Spanish-speaking families. Their age. sex. and ethnic dis-
tributions are presented in Table B-1 (eligible sample).

Also shown in Table B-1 are these same distributions for
the sample with whom interviews were completed and the
sample that was examined at Harlem Hospital. in addition to
being interviewed. The high degree of correspondence in the dis-
tributions for all three groups—eligible. interviewed and ex-
amined—indicates the extent to which the completed samples
are representative of the initial listed (eligible) sample.4

In each study year. personal interviews were completed
with 83 per cent of the listed sample, providing a total of 752 ob-
tained interviews. Among black adolescents aged 12-15 years
who were not from Spanish-speaking families.> interview
completion was 85 per cent in the first study year and 84 per
cent in the second year. The total interview completion among
12-15 year old black youth was 84 per cent. with no difference in
the completion rate of boys and girls. Among 16 and 17 year
olds. who were interviewed only in the second year of the study.
interview completion amounted to 78 per cent among boys and
84 per cent among girls. These completion rates are presented in
Table B-2.

Interview completion rates were examined for differences
with regard to a number of background variables. As to mother’s
educational attainment. there was a tendency for better comple-
tion among adolescents whose mothers had nor completed high
school than among those whose mothers had more education.
This was particularly true among adolescent girls: 87 per cent
who had mothers with less than a complete high school educa-
tion were interviewed. compared to 75 per cent of girls with
mothers who had more education. Among boys the rates were 86
per cent and 80 per cent. respectively. Girls whose families were
on welfare tended to show a higher interview completion rate
than girls from families not receiving welfare assistance (90%
and 79%. respectively). The difference among boys. though in
the same direction. was small (87% and 82%. respectively).
Girls with southern-born mothers were more likely to complete
the interview than those whose mothers were born in New York

City (87% and 76%. respectively). Again, the difference in in-
terview completion rates among boys was in the same direction
but only amounted to five per cent, a difference easily attrib-
utable to random sampling fluctuation.

Thus, although some demographic differences in interview
completion appeared, they were neither consistent across sex
groups nor were they large. Given the high interview completion
rate that was achieved. no identifiable bias appears to have been
introduced by any one of these variables.

The rate of interview completion during the tvo study
years, 83 per cent. was high for a community in a central city.
The 17 per cent who were not interviewed were accounted for as
follows: refusal. 7 per cent; moved and not located. 4 per cent;
out of area. 5 per cent: never at home after five or more at-
tempts. | per cent.

Considerable time. effort and resources were spent in
locating and completing as many cases as possible. This can be
seen most clearly. perhaps. in Table B-3. which indicates the
number of personal contacts interviewers made in order to
complete the interviews assigned to them.

Table B-3—Number of Contacts Required to Complete
Interview

(709)°*
ONE 22%
TWO 21
THREE 21
FOUR 10
FIVE 9
SIX or more 17

* Based on complete interviews only. Some of this information was missing
and 43 of the 752 interviewed cases could not be used In this tabulation.

Appendix ©: Notes about Statistical Inference
Notes about Statistical Inference

Since this study is based on a sample of adolescents. the
data are subject to sampling variability. Differences between fig-
ures (percentages usually, but also means or any other measure)
from two groups in the sample may or mav not represent actual
differences between the groups in the full population. Estimates
of sampling variability with which to judge the statistical relia-
bility of percentages are presented in Table C-1. These are the
percentage differences needed to be confident that the observed
difference is statistically reliable, that a difference this large
would occur by chance in no more than 5 samples out of 100.

Tabie B-2
SAMPLE SIZE
(Black Youth Only)
12-15 years 16-17 years
All Boys Girls Boys Girls
Number listed 645 352 293 67 88
Number inte.viewed 542 297 245 52 74
With exam 421 226 195 30 46
Without exam 121 7 50 22 28
SAMPLE COMPLETION
Proportion interviewed 84% 84% 84% 78% 84%
With exam 65% 64% 67% 45% 52%
Without exam 19 20 17 33 32

ADOLESCENT HEALTH IN HARLEM
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The first column of percentages in the table represents the
amount by which the two groups must differ when their percent-
ages are at the approximate S0 per cent ievel in order for the dif-
ferences to be considered statistically significant (with 95% con-
fidence). The second column of percentages is the same measure
for values at the approximate 20 (or 80) per cent level. For ex-
ample, if the value shown in the table for the 50 per cent level
for two groups is 10 per cent and the two groups have sample
values of 48 per cent and 54 per cent for the same characteristic,
the difference (6%) is not significant; if the sample values are 44
and 58 per cent. the difference (14%) is a significant one.

These values were computed from the standard formula
for simple random sampling:

SE. = [PQ; + P20z
N4y N2

where S.E. stands for standard error of the percentage difference
between group 1 and group 2, Py is the percentage with the char-
acteristics in group 1, Q; = 100-Py, and N is the base on which
Py is calculated. The table values are twice the standard errors of
the difference.

It should be understood that the sample in this study was
not a simple random sample, but a systematic probability one.
Depending on the particular variable in question and on the urn-
derlying distribution of this variable in the population, there
may or may not be a reduction in the standard error by using a
systematic sample. Usually for studies of this nature, we can ex-
pect some modest improvement (reduction) in the standard
errors with a systemnatic sample. However. because two or more
adolescents often came from the same household. there is a clus-
tering effect due to the intra-class correlation between the
members of the same houschold. The size of the intra-class cor-
relation, of course, depends on the characteristic in question: in
virtually all real cases, it serves to increase the standard error of a
single percentage; however. it may reduce the standard error for
differences between two groups if the adolescents from multiple
adolescent households tend to split into the two groups rather
than fall jointly into one group or another.

Table C-1—Estimates of Sample Variability

When percentages are at level:

Interviewed (Black Sample only)  spo, 80%
Boys vs. girls *9 *7
(12-15 years)
Soysvs. girls 18 14
(16-17)
Boys: 12-15 vs. 16-17 15 12
Girls: 12-15 vs.16-17 13 11
Examined (Black Sample only)
Boysvs. girls 10 8
{12-15 years)
Boysvs. girls 23 19
(16-17)
Boys: 12-15vs. 16-17 19 16
Girls: 12-15vs. 16-17 16 13

Table C-2—Siblings in Interviewed Sample
Two study years  First Second

combined vear year
(No. families) (404) (194) (210)
One youngster in study 71% 71% 1%
Two youngsters in study 24 25 23
Three youngsters in study 5 4 5

§0 AJPH SUPPLEMENT, OCTOBER, 1972

The proportions of 12-15 year old black youths with
varying numbers of siblings in the interviewed sample are shown
in Table C-2.

Appendix D: Percentage Equivalents of Proportions
Percentage Equivalents of Proportions

1in 3 approximately 33%
1in4 approximately 25
1in5 approximately 20
1in6 approximately 17
1in7 approximately 14
1in8 approximately 12
1in 10 approximately 10
1in 12 approximately 8
1in 14 approximately 7
1in 20 approximately 5

Appendix E
Following is the schedule of questions especially prepared

4 Interview storted:

bate Time

3
§

i ¥ wello. 1w from the Adolescent Mesith Project. ve're 5

M finding out adout younj peoplecchaw they feel ond what thay do. Cverything you
%2 say s completely confldentis) ond only people working on this preject will see E
what you S0y. 50 plesse tell me everything you Con abeut these things—=ond If

thare’s Snything you don't understand, plesse tell me thot, teo. 3
;

t

N

%

4

N

€

#

We're only talking to youny people between 12 and {7, 80 pleete et me mpre sure
S fiest thot | hove yOour Correct ege:

X 1. Wow old were YOu on your lest blrthday?
Yeers

Wen were you bora? . 15-16
Honth [} Yeer

€1F NORE THAN ONE WONTW BEEONL 12TH BIATHOAY OR IF WORE THAN OME MONTH
AFTEA 16TH BIRTHOAY, TEANEMATE INTEAVIEV,

X 2. These days, are you $OIng to 8chool and working, looking for work, just golng
4 to school, or what? (DO MOT READ ANSWERS. CINCLE QM.

©oing toschool (onlydesesecns
Vorking (only)eececcs.d (ASK A}
Going to school end working...
Golng to school and 1ooking for workeseeess!
Steying ot home {only)eee{ASK A)eeeeccaceee

Other (SPECIFYY
1 (3 7’
S1F NOT 1 SCNOOL: 3
Al Mer s 1t yeu're not In school?

3. What kind of 3chool 40 You 90 to now? (did you 90 to lest?) (READ ANSVERS ANG
LIRCLE APPROPRIATE ONE.)

Clementory or Intermediote 3Eh00)cerececnncocanncs sessecsessccsses [} 18
Junior Nigh school.. .es

High schoolecaese
Junior college.eccee
Coltage or unjversit
Yocetional or trade school (Insteed of Nigh school). .
Susiness or commerciel school (8fter Migh 8:0001)cecsccccssnsanene ?
other (SPECLFY) ]
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cont*d

et dipions are (were) you werking for? WAt course are
(wers) you taking?

(READ CATEGORIES tF WECESSAAY AW CINCLE OOF.)

Technicel. .
General. ...
Coltege preporatery

Ssinets of commrcial,.....
Trade, vocotionsl, or industrial arts.........
Other (SPECIFY)

e A e e

0

21-26

L, 15 (wes) the schosl you ge ta (went to 10st) a public schosl, o perechlal gehcui,
a private school (net a perochial scheo:” or whet?
Putiic,
Perechi
Private,
Other (SPECIFY)
S. Wat:is (wes) the neme (Mumber) and oddress of the scheel you 90 ta?
(went to lest?)
6. Tnscheot, what grade are you in now? (IF NOT 1N SCHOOL: WMot wes the lest
grede you completed?)
(00 MDY READ ANGWERS, CIRCLL QM COBE 1N FIRST COLUMN)
7. Mew suth 3chosling ar education weuld you tike to havel (defers you stepl)
{00 MOT AEAD AMEWERS. CIRCLE DML 1M SECOND COLUMNN)
[ Q
Crade in ape Vould
{Lost compieted) ke

Sth grode or loss........
6th grode........

Ten grode.,
Oth grede..ccnenneniiene-
9th grede, Nigh scheel freos
VOth grode, Nigh schesl sophamsre
11th grode, high sehec! junlar,
12th grede, Ngh schoel senle
Sens colloge.........
Conplete 2-year college
Conplete U-yoor coltage
Groduate Scheol cr more..
Other (SPECIFY)

8 Wy would you like to have, (REFER 10 Q.7 ANSVER)Y (DO mOt
R0AD AMSWERS, CIRCLE Aty TRAT RESPONDINT M{NTIONS,)
To get 2 go0d, 000 pay-ng job.. .. e e B
Meed -t to gualify for the work or (ob | waat ?
1 want tO be an educated person. ,. ... . ... ]
1 want of need to te self-supporting soon 1Y
1 reed, w-1) need, to support my fomily, $
Parent(s) say | should, . . 6
Radeo, TV says 1 should,...... . .2
To stay out of draft., 8
othar {SPECIFY) hJ
9 You've told me how much $Chooling you'd Like to have, Now, plesse tell
e how much you think you will get? CIRCLE OME CODE IM LAST COLUmM OF
AMEVER 80X, P, D)
A IF ANSVER DIFFCRENT FROM Q, 2° Why 40 yOu think you msy Aot et
through (. 7 asvER) Y
10 Thinking back, about how sany different schools Mave you gone to tinte you
ttarted the first groda? (PROBE: How sany elesmentary $chools? How sany
snlor Nigh schoots, etcl)
%, Schools
11 How d0 you feel adout the marks you get (got) 1a 3chool--are thay o8 high
5 you'd 1ike thes to be, or would you like to be getting (to have gotten)
Mgher sarks?
As high o8 like..
Vould like highe
*A. What heeps (kept you from getting higher marks? (DO NOT READ ANSWERS.
CIRCLE ALL THAT RESPOMDENT MENTIONS,
1 don't try, work, Study eneugh, | fool around.,... .. ool
Same of the work Is teo hard--1's bad in seme Subjects 2
Other kids are nolsy, bother or distract as 3
| am sbbent @& lot, aiss the werk......... ..
Other (SPECIFY) .5
12, tow fat’s talk sbout hesith. New would you describe o healthy persea?

(PROBE: What Ts o heslthy persen Vikel?)
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gt are sone of the things you do that are good for your heeith?
(#R08( -  Any other things you do that are geed far your healthn?)

And 60 you $0 enything that is net geed for your healith? (Whet else?)
{Tell me abewt it.)

tow aften do you think sbeut your health--often, somtises, or do you
Sardly ever think abowt your health?
Often, .
Somatines
Hardly ever

A, O OFTEN" OR “SOMETINES : What do you think abewt?

Most of the time, is your health very goed, i3 It pretty geed, Is It falr,
or i3 It poor most of the time?

OIF FAIR OR “POOR: Whot do you meon? (Vhy de you think It I3 ~fale"/peer'?)

86 you think you are hegithier then sest kids your oge, heot "
astt of tham, or do you thInk that your health Is
oot kids your oge?

Neslthtar thon others, ..,
Wot os healthy o8 others,
About the same......... .

About how tall are youl (PRORL TO MEAMEST 1MCH)
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19 And how €0 you feel about how tall you are® Oo you feel you are
READ CATECORIES AND CIRCLE OMC,
Huch too taM! ot
A tittle too tenl ..., ?
Avout right . .. L.l L)
A 1ittie too short ..., b
Aueh too short. ... . .S
20 Ang about how much do you weigh? PROBE TO MEARIST POUND,
Pounes
T wren 016 you weigh yoursel! last? (00 #OT READ AMSWERS, CIACLE OME.)
Vithin patt two days.. . . . ...
Three days vp to t week 090..... ..\ .. .
Hore than | week, up to | month ago ..
More thasa 1 month, up to 6 months ago,
Hore than 6 mOAthS 890 . .. L.uciiiaas
21 And how 4o you feel about YOur weight? Do you feel you are:
READ CATEGORIES AND CIRCLE OME,
Very overseight . ....... ..}
Slightly overvelght.... . ...?
About the right welight ... .. 3
$S1ightly underweight. b
Very undenwight.... ... PP
23 In the last moath {of 3chool), how many days were
YOou ablent or sent home becauie yoo were sick?
znn $eck
6 And in the past school year, about hNow many days
of scrool @id you 10s¢ becdute you were sick?
days sick
35, a) Ooes your health limit the amount of Yot i '
tise you spend at schoo!l each day? [ T |

5) Does your heslth cut down on the kinds
of things you con do at schoot? Thike
clinbing Stairs, taking gye)

€} Secause of your health, do you 90 to
» special ¢choot?

#1F NO SPECIAL SCHOOL:
4) Secause of your heaith are you in & speclal
cless in gchoot?

Yes, Special School ... |
No, Speclal Scheot..... B»

Yes, Special Cless...... H
SPECIFY

Yo Spectal Closs
or Schoo!
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Sout.rus prople have semething they want ta 6o, Sutl they just den't feel

Il encugh to G0 it Hew often doey TRt Mepper Lo yous-that trere's

STRINing You went 10 60 Bt you juit den't feel well oneveh te do it?

Oors that heppen o tet of the ;:;g. o of the timg, gnly once N o while,
¢ Noppan Lo yov

of dous thet
A lot of the tire,,
Some of the vire,
Once In o wihile

$3

[
{tndicote whether Decter or Clinic)

I8 there any P ploce where you vivelly ge for medicel care? (F “vi$»-
Where i3 thtT (CIRCLE OME ond write In nose and oddrers vheres),

e one vyusl plece... GO YO Q, 29
Yos. Kerlem Mespite) clinic......
 Other Mespltel clinic, ., (SPECIFY)
T Herlem Nesp, emgrgenty reew., ...,
”  Othar Wesp, emargency reen, (SPECIFY),
e Secter’s privote office. .. (PECIEY)
© City meslts Conter...... (specary),
" Other piace.............(SPECIFY),,

[t

Address
YMTS %0 oM AL PLACE

WA, And whot €0 you NIk of the core you get there? Veuld yeu sy It
is sntetlons, gped, folr or geor? s

1F WAVE UBUAL PLACE TMAT 1S MOT PRIVATE DOCTOR, ASK: And is there any one
docter that you Wwelly 340 when you 9o there?

When wos the 106t time you Saw & dectore~not ¢ dentist? (DO WOT ALAD
MEVERS. CINCLE OME, EXCLUDE INPMATIENT WOBPITAL CAAL,)

Ouring post waek, . .......... s

Ong, loss thon tue weets #ge. ...

Twe woehs, 1088 than sl months ope. «39

Sle menthe, 1098 thon ene yeor o9 e

One, losa thon twe yesrs ope.... JSelask A

Twe, luis thon three yeors age.. b

Three, to:s than five yeors oee. 8

Flve or more veors o9e....vv....u. B U

Hever Aove 3004 or tolhed to o doctor, .0

A, Vhe made the orrengaments for
You 20 800 the decter then? (CIRCLE Ong) Setf...... s

Porent..., aesd
Schon!, Scheel Or..3
Other, . (S0ECIFY). 4

00 you sver g0 te @ docter for ¢ chackup, whan there s nothing speciel
wrong with you?
ea 10 {ASK A)

S, IEYEE: And obeut hev often do you g¢ te o
Gocter for o chack-up whon there I3 nething
uoc;cl wrong? (0O MO? AEAD ANEWERS. CIRCLE

. -

3t

Hj&m: Yould you llke to get o

th checkeup ovary yeor? Yos...! (MxAs9) 6
....2 (MK C)

AL VGAD LIS VEARLY CMICK-UP: (MK A and 0)

A new 18 1t that you den’t got ene every yeor?

0. How often weuld you like to pat o health chachoup?

€ 1f VWD WT LIKE YEARLY CMCEGo: Wy met?

2.

 ERIC

' Aruitea by ERIC

Suring the post yesr, did vou have oa exsmination Yes., (ASK A-C)
O o goacter In gchool? e, .(CO 10 Q.3

A, Nav asny tiaes? (in the post yeor?) 63-64

o

0. The leet tine, 414 the doctor toll you to 90 Saywhere or te do
ooything?! (B0 NPT ACAD AMVERS. CIRCLE APPROPIATE Ouf.)

..., aras(60T0 Q. 33).iioiianannnanan
Sont teo ¢ Lot L L T TT T,
Yos, Sent te cutpatient hespitel clinic
Yos, Sont te Heolth Bepertasat clinic...... B
Yos, Schaol deotor hlaself told me whot te do...4

H

Yeos, Othar (SPECIFY)
€. And ¢ld you (g9 thare) (do It)?

0. #IFYfS: Boss the doctor o murse

ot Schent kasw whot happened? %]

3

Thenking Sct over the POt Yeor, otout “ew sory Limes Aove you
Seen o 60cter Tor o (ALt vp OF BLavs® Yov were a0t fealong righe®

vrite %o

Vot thare sny t.me during the post yeor when yiv wented te see Of toldk
10 o Soctor But you §id net?

Yes... (MK & - C)..
... (S0 10 Q. 38).

A, ABout hew meny tisws during the post
yeor would you soy that happened?
vrite e,
0. Vhet wes wreng?

C. Wiy dien't you see (tolh te) o docter thenl (MROBL: (s trere
orything elte thet ever bheeps you frem seeing o docter?)

3.

Yot ore seme of the things you'd Tike to telk over with o docter, if
you hed the chonce to ash him onything you wented?

What things éo you like obevt dectors?

3.

et things don’t you tike sdeut decters?

n,

18 gonerel, vhon you'rs net fealling wait, do you uullymm
ey, ubma!tg‘”*um 1€ 1t wllil go owey, or 6o you vsvelly
ing @ *

s et! see tor 96 long 06 you pessibly con?
$e0 doctor right owey wl
Veit o wntle,, 2

Pt off o8 long

And of you *ed your (hoico, would you

FOtRer See ¢ $0LROF (a o Clinig OF in

o dr.vete office? 18 0 cling,, . i0...
in o private office
Qoa‘t core......,..

ASK (VERYONL: A, wny?

&0,

YRt 40 you see 25 some of the Biggeit Aeolth Or medicdl prodivas Tor
vouhg sople tlhe yourself I:-u-? toLn2 tare? {PROSL, 2ny sitar heslitt
or aedical provless tround here?,

b,

In schecl, do you over Nave trovdie seeing
the blockbosrd? VOB, iaisvoananss
wo..(Co T0 Q. &).

QUE YEEe: A, When do you have that trouble? (PRON: Where de you sit
when you Mve trovble sealng?)

0. For obaut Maw long have you hod that treuble? (00
ALAD AEVERS, ClRcLe oMf) -

Lot thOR @ne YO8F. oo iviiassnnranaruassal
2

Thres yoors, less thaa flve yoo
Flve or asre yeirs.

A2,

X (ASK A-9)
1 (60 TO Q. 43)

0 VEEI: A, Which do you mesr? Weor gleeses saly..... 2
¢ contact lenses only 3

Yoor both glosses sad lenses b

Glosses, but 1ggs thes. . ooouiiinnsal

0. Are you 5uppeses o wesr thes oll of the tims or enly

sams of the time?
ALl of the tine, cosasssl (ASR C)
Soms of the time erssassd (ASK C48)

€. Do you actusily wesr them otl of Yoo .uuaaal
the tims (thot you're suppesed to)?  Mo........2

RIS T
. CIMCLE ALL TMAT APPLY,)

For soalag ot ¢ jistancs.........|

For read .
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&3. I8 there anything wreng with yeer oyes {eacept whet is corretted By your
1

etostes or contoct lemes) "

I M 23
A, Whet? Anything elte?

X, {0003 W6™ VEAR CLASSES)

MERIR SEEING), ASK:
Wor {s 1t thet vou don’t wesr glorses?

MO YIS N Q. AL or &)

9003 MAVE §

b, When €14 you Test Move your oyes cheched? (00 JRT MAD ANSVENS. CINCLE
™ g TAT AreLics.) ”

Lass then ons manth oge. ...
Onp smath, lees then sie

Sie sonths, less then one yeir
Sne, Tess thon twe yoors ope.
Twe of mere yoors opge..

e A-0)

(o0 10 0. )

Privete offios.....(SPECIFY BELOV).......0¢ (L]
Morion Meapitel CIATe. v eressenancnnssd
:u:h' Woaplital Clinte.. (SMCIFY SELOY) 30

L] 0000000000000 00000000cttstattaes

1a City Nesith Contor, . (LIECIFY SELOW
1n osathor ploce....(SMCIPFY LMY, .

orreagenemts for 10 hOve your oyes thached thon?

Seif, ... recsaendd 1
Porem. . I ]

Sensons ot scheol.....)
Sther BRRCINY),......A

3 (ASK AlD)
.2 (80 10 Q. M)

w$. 9 you Rave day Aing of srrvous
of geat-0nal trovtle?

16 wAvE Wayous Ok (nOTIONAL TROUBAS:

A, et (s the trovble?

%_31

. Duet ot (nterfere with your {school) work? §f “rfs:  voule you
S8y 8 great desl or somewnat?

%o, scesat interfece. .. N
Yet, interferes grest do
Yes, Interfeces somewhat..
C. For abovt how long Mave you hae
R0t trouele? (D0 MOT RLAD AMSWERS. CIRCLE OMf.)
Less than one yeor....... - 1 n
- One year, less than two ye: b}
T=0 yeors, less than three ye 3
Three ,ears, lass thea fiye yeors,...b
five Or »ore yesrs H
04"t Anow, Mot ture .6
8. Reve you ever gone for hetp Yes .
for this trousle? Mo, .2 {60 70 Q. 46) b3}
€. Wnen dig you 1058 to for nelp for this troudle:
(00 NOT RL/D AMSWERS, CIRCLE OME,)
Lest tAOA ONE MOARh 390..0. 000t s ve. 13
One month, less then six months sgo,
Siz aonths, lass than cae year o
Ore, lest than two vears ago
Two of acre yesrs
Never, .
£33 wgver:
F. Where Jid you 907 (DO NOT READ AMSMERS, CIRCLE AL TMAT AppLY,)
(VVEREYER ©, SPECIFY WANE AND ADCAESS BELOW)
Privete office....(SPECIFY, ... 35-29
Clintc..o. 0.0
Lo fSPECH
ient. . {SHEEIM)
Other..ue.. (SPECIFY, . .. oienr..aaensb®
ANE
ADORESS
€28 R
C. Aad who sent you there {for help)?
(00 MO READ AMSVERS. CIRCLE ALL TWAT APRLY.) 30-32

ERIC

Aruitoxt provided by Eric

",

W, Now, tome avenstions sbout your teeth. ANl In ail, would vou 3oy yove
teeth ore (n gucellont condition, geod condition, fale eondition, o¢
298¢ condition:

tecallent. el 3

§7. wow abeut yeur guml Weuld yeu oy they ote In gacelient eondlitien, .
condition, falr condition, or 2090 condition?
Cacelfont. . coceaecl ¥*
o3

.2
Poof.ceccnnnnninn,l

0. (s there oty one place you wiuelly 9o te see & dentist? IE_YEE™: Where?

Yoo, privets office....
Yes, City Mealth Conter
Yoo, dentel clinle,
Yes,

Loss then one asnth ogo...c.oees
Ot asnth, lees then sl mmatie

$S1z asathe, 1000 then ene yoor oge
Sne, 1080 thon twe yoors ope
Tum of @nre Yyoors ope,

Lo £ T,

exas o)

ol

Single visit,,
Part of o o)

(00 T8 2.99)

A, Wos thet just o slngle vislt ”
o part of o sorles of vistes?

0. Vo asde the orrengenents for you te Soe the dentist thea?
(90 49T ALAD MOvENS. ClncLE gnf.)

| Ll TTTT ]
Ochor(SPECIFY) .4

,-'s’i,:;.,:a.»,{'hﬁi#..
R F ™ (X B 0

e O A AR R P R e S s
PEAEENG SR S St aies AT “@é‘-ﬁ:ﬁe&

$0. Do you avar 90 0 2 sentist just for o chechoup when thare it AotRing
Sothering you?

Yes .

o, .2

$1. Meve vou ever hod your teeth clesned
in 3 4a53061°% office ar ciinict

§3. Meve you ever hod vour teeth Xeroyed?

$3. Abeut how often 4o you 9o te the dantist (usuelly)?
(90 NQT R{AD MgwERS, CIRCLE Quf.)

ASK At}

O1F (L3S YiAM TIICE A YEAR:
A, Would yeu Ilke te s08 o Yes.. 1 (K e) &3
dontist mers often? M0...000.02 (ASK C)

0. IfF g ¥ 13 s Mow is §¢t that you den't
%%%Wcum ALL TWAT APPLY,)

Con't offerd 1t.ceue.uinnnn.. .

Nothing wreng, teeth @a't bother me.

Trovbie getting sppointasat

Scored, it hures .

Other (SPECIFY)

13 ' 13 t Wy aot?
L e

Con't afford 1t.coveceiieinccrnrnnnnnns.l

851

Scored,
Othar (SPECIFY)___

S4. 11 you hed your cheice, wuld you rother see o dantist [ » clinic or In
o privets office?
ClinlCasarsnansnaad i34
Private office.....
Boatt coroucccess..}
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R somtises, o hordly ever? e >
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o
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{5{ 8. um':.o::'-uwomovwn vour tonthl 1 'Y[3%: Pe you .j-;{ 5 LT LI L ot aeme oot Bt me " =
' - dr t =
Yos, wesr them Aoweecessssss.t 1] g*‘ z
Yor. veod to weor them. 2 £ 2 - T
%o, rever wore them (ASK A)..) ¥y €., té e e s o ;..
22 3 P
a g_u#ug,m: o you TRInE your toath noed Iy S ~ e~ 825 “}
stralghtening 3 2 ': ZEi ;'
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H $ AmamamAAmamannan TOR EALH COMOITION AVTRED “¥ES~ (MnERL YOU MAVE CIRCLED CODE X) ASK A)eg).
3 - ¥ A) When d1¢ you test see s kctor for__ | of haven"t you
ol 3-5;' NN NN NN NN NN~ ever seen & doclor abowt that?
- e 19 THE AMVIR CAART OW pp. 13+16, CIRCLE DM CODE FROM 39 ALONGS IDE
| R T AT conviTIon,
- -
< 8) Do yeu tele any medication for T IF YE3: Did e .
n socter tell yow to tabe It? L33 LI
5: habahabal ol ab ok ah ol alball ol ol o o] 19 THE ASVER CHARY OW pp. 1516 CINCLE QME CODC FROM 143 in Section 3.
“nl0IC i -
o habadiad ool Bl d A €) AF ‘VES O 3: And what nedicine 40 you take for S ]
5 “_ VRITE 1N 0CLOV, 10ENTIFYING CONDITION BY 17O MUR(R,
&;!""‘"""""“""""""’*" Condiglon tedicing Condition feditine
i P
—
t‘E ; 5‘5 BANMAABD AR RAAN AN —18-53750)
-2-:
- - < Lol
g:li L‘}"""""'""'""""""'" 61, In the past year, from 183t .on%h) 70 aow, $tart
"".’ have you ha¢ day serious accidents /4 [njuries? MO, AOAE.uuraancaarad o 04
2t 52 |ammmmanmanannaana Yes. ENTER it B
i: SA. Did you have to 4tay out of scheal (work) & day or fonger bechuse
vy of (sny of these sccident(s)? 1F “vES™: Whlch
fs z E BE e BE BE B BE BE D5 B M MK B M M M M
83 'i' ASK 6-€ ABOUT TACK ACCIDENT THAY KEPT OUT OF SCHOOL (WORK), 1
- e c e, e e e = ew =
E3-¥iH4 2 8§ Wt part of your body ¢1d you hurt] PROBE: Did you Bresk eny bones ¢
3: PEEEETS < . Vhich?
353 i § i3 :
.'; i 53 . i : €. 0id you lose comtcloveness o3 o result of Yes.... 1]
< i3 g = i :.i : : any of these sccidents or injuries? (oY
2. :2 < m iy 18 :
. § o is s S 3 - H 0 o= did the flese, second, third, xtc., occident hoppent
: H ‘e s - g fz P M (00 HOT RLAD AMSVERS. CIRCLE ONE TOR EACH ACCIDENY, IF SAME CAISE
2§ g !_.é : % I T.. - Eg E é APPLIES TO MORE TIAM ONE ACCIOENT, MOTE EXACT MUMBER ALONGS 1D CODL.) R
.- . - £ «0 « €
33603 ; iRiiisiiiiziscililis (B 1 0 (ghtureeovuiercaearas e
223 £ iotiise Y ° e°a* |s Auto sccldent while in 2 car .
-o_g?! § :ii.3° g:sf. * E"i . Auto sccident, not in co %
E... BBl issifRifics TR NE Foll or other accldent. .
3 §s -~ £ . £ Other (SPECEFY) 5
25t S R3ZtEedcioiazifs igf I,
.i-:: 3. £ J:s::;:s:g{z;::.:z 3E 3L €. And whare d1d the first, second, third, etc., accident(s) happen? R
$8203 2§ 1e8s-goteiit i de el e (00 MOT READ MIEVERS. SACLE ou FOR LACKH ACCIONNT.  IF MOME TN Cat :
: - o323 ¥ §§3§§=§-=::-I::§,5§§§,:, 1N S44€ PLACE, MOTE EXACT MINOER ALONGS (DE COBE.) :
¥ i eb BEiiriElisieiii: 3f & s
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ASK QNS, 62-66A OF GIALS ONLY IF 80v, SKIP TO Q. 67 on Ok
3 .
62. Now & few questions about your menstrual perlods. Have you started mens- 5 72, If you could choose the doctor you 90 t0 for a0 exsmination, -ould_yoo
trusting=-1 mean having your periods? IF "YES*: How 01d were you when f--'AQ ?rc'tf & doctor who i3 & ®an, OF 8 d0CtOr who iS & womdn, or doetn't
you started? PROBE: Were you closer to your th (age reported) A it satter?
birthdey or your th (next year) birthday? . . ' 3
x orsn 2
No, never menstruated..00 (SKIP TO Q. 67) Ooesn’t matte 3
Yo (ASK QS. 63-66A).... 16-17 S
ENTER AGE g 73. Suppose you had your choice of 8 doctor who takes care of teenagers ané
63. ow many deys do your periods usually lest? E; ;! young pecple only, compared to one who sees the whole fam.iy-—would you
gud prefer 8 doctor who takes care of young people only, or one who takes
AT (L] % care of the whole family, or wouldn't that metter very such?
=% Ooctor for young peopte only. w
6h.  Are your perlods regular-+da they come . b Ooctor for family
ot the same time each month? Yes, reguler..........? 9 Eeld Vouldn't satter
4
65, Do your periods cause you to: (CIAGLE YES OR MO FOR EACH) Here are some questions sbout sleeping:
. o 20 75. At about what tine do you usually 90 to bed on & weehddy night during the
b e Lot orere e 1 n school year? (CIRCLE EITHER P.n. OR A.N.)
€. Go to sick room or nurse ot A
3choo! oF WOrke.oeeueeesaeeees 3 2 b3 .
d. Taks medicing...ceverenreannnnne L E) 2 .0, br-h2
66, weuld you like to talk to e doctor sbout anything concerning your menstruel . 1 '] 0" n .
Ruriodal IE G et would oy ke te el to bia sbeuti (0 T it A i Ao Aok oy o on By T 8 Teetesy morming curing
READ ANSWERS. CIRGLE ALL THAT APPLY. An
Mo, don’t went o talk £0 €0CtOf.eeaecuaca.d 20-26 . 5)-4h
Yes, sbout poin.. .o .2
-3
2 76. A. Do you sicep In o Bedroom, living “
& } room, of some other room?
A,  Mave you ever besn pregnent?
e 0. Now asny other people sleep in
IF MES™, ASK A, ® and C; Ehat room uith you?
A. How meny times have yOu besn pregnent? 47
Write Sumber
9. Plosse toll me what heppened (each time you were progaest)—
€1€ you glve birth o @ beby who i3 still living, did the beby 77. Are you bothered by dad dresms or -
dle after he ws born, ws (T & siscerrisge, aa shertion, or """r""' JE VS Y ¥uld you
StiIl birth? WRITE IX THE MNSER OF BIATIE OF EACH KIND SELOV: oy ofsen or sometines
hmbar
78. 0o you ever have any trouble going »
Live beby, still living.....
— to sleep? IF “¥ES™: Would you
Live baby, now deed. .. — 3oy often or sometimes?
ctvestecananne 7. 0o ever have trovhie stayi
€. And sbeut how old were you when you got pregrent (the first time)? @ ulgr IF "rB"T’uouu m‘s:m’ s
2 often or somptimes?
™ RSN
A B o
|4 51
ASK EVERVONE: K Ol
62. A. About how many times have you been ot the clinic On 06
of Harlem NoSpitsl? %o, times
80. mow, Tets talk sbout eating, In gemersl, weld you sty you fan't et
8. About how many times have you been at the s that you eat juit sbout o3 auch o3 you need to, that YOU est &
Emergency Room of Harles Hospital? . times Iattie 100 avch, or that you eat such Tos awchl™ (CIRCLE OnE.)
€. How many timss have you stayed overnight or NOL MOUPh. cevvenncenrceranal® L]
longer at Nariem Hosplitel? Absut @8 much o8 noed. 2
A Tittle too much, ..
0. From what you have seen or heard, what do you Eat much too much. ..
think of the Neriem Hospitel--would you sey It
Is exceltont, good, fair, or poor? . Wy den’t you eat ensugh?
€. And why do you think it is (encellent), (good),
{fair), (poor)? (PROSE FULLY)
81, And would you 38y your appetite Is s2
poor, fair, good or tes gued?
60, How meny times 1n el have you steyed overnight or 82. All 1 all, durlng sny one doy do you
longer In sy hospitel? INCLUDE STAYS IN NARLEN est #ore 1o snacks or @ore In mesls)
HOSPITAL, (CHECK REPLY TO Q. 67C and if Q. 63 is o, tims
LESS, PROBE FOR ACCURATE REPLY) ot qore 1n snechs.........n $
Eot more In mesls .. oooee.e
63, And now 1'd 11ke to know whet you think of the sedice! service et 004 amis ¢ the °*
school. Flrst the school doctor, would you say the care you get frem
the school doctor 1s axcetlent, good, falr, or a_a“"." . 83. Are you on sy l:a'n of noelo; dist now—spacisl things you heve te
. . 0ot oF are “.. ollownd te est 2 Weve ver deen on
® ... speciel kind of diet? £ s =
Falr.,
Poor.... Yos, speciel diet aow..cccee.l (KA S 0) h
Son't v ot now, but wsed to be......2 (MK A B)
Hever went.. Never on o specie! diet......}
70. M':m-lou' t the schoo) nurse--would you 38y the care you get frem £ e L4 Ii Ass:
the school nurse Is excellent fair, or ?
gesllent, good, folr, or peord 1 ome... A. WMot kind of dlat? (00 MET AGAD MOVERS. CIACLE gnf.)
To lose walght. .couee 5
Other hesith conditions
Soth waight & ether Moo
0. Vho put youw on ft7 (00 NOT READ NNIVERS. CINGLE gnf.)
71e 1f you hed yeur cheice, wewid you rether discues o quistion you have -
ITTTTTTIIIIINS 6

obout your health with o dector, With & nurse, or with semeens alse?
IE "SONEONE (L3E": Wo? (00 NOT AEAD CATESSRIES. CIACLE gng)

B0th dactor and Soif...s.)
Other (SPREIFY)ceererrrsih

*3

o
rad

AR S
T R

'y

9

GET

PN S
i

i

T

2
i
ti

7Rt

BRI

AR

i
&,

S

i

%

o




oS3 B ) 45,,54! 7»”,* ‘_J,"‘t\ w-.‘_ 3 Lo '4» -v%‘
' “‘ .. “%‘QJ&%‘@% 'ﬂf = ., IR et
R QY o h:é%; L

-:n.e-s- "‘

96. Mow hard would you say it is for you to think sdout what you might be doing
ten years from now--would you 33y that It's yery hard for you, Is It gt 20

4. A, On an sversge doay, ebout how many. e. Cups of coffee do you drink? 57-58

%
i
4

?}{ b. Cups of tée do you drink?, £9-60 hard for you, or Is it impossidle for you to thirk ebout what you might be
i c. Glasses of allk do you drink?__  61-62 Going ten yeers from now? . N
x d. Cans of soda (pop) do you drink? __  63-64 vk ] @
IS ’,:é e. Glasses of weter do you drink? 65-66 . *
o %
. i O1F "VERY HARD™ OR '"INPOSS IBLE™: . %
3%.5 $. 00 you ever have besr, wine or other ol Vic drinks? A, How sbout five years from now--would you say It's very hard for you, :J
@ Yes. R 3 & not _so hard for you, or Impossible for you to think about what you z_-‘
z -0 (6o 70 Q. 85) 67 aight be doing five years ;o_ro- “row? - K
1F YES, ASK C A O: % %‘
€. What do you drink? PROSE: Anything else? (DO MOT READ AMSVERS. CIRCLE X §
S AL TIAT APRLY,) 8§ 87. Of course no coe hnows for Sure, but what age do you guess you will Ilive to? 8
Soer Yeors 15-16 §
ne. .
Other {SHCIFY)...0 5 98711 you had your Choice, what age would you went to 1lve tof Years  17-19 ?’
i
12 YEARS . T . 97,
! 0. FOR TACH GIFFERE ) ASK: < g :uo:‘::'“ OF ANSVERED DN Q. 98 1S SMALLER THAN NUMIER OF YEARS OM Q. 97 é
3 ] and thi 1} JE B
;g. About how meny %0 you drink in e doy, wsually? ezt mt'z‘,z".::; 'M‘:,""m" rk you will ilve to §
3!
i“% Mo, perdey: _________ Kindof drink: 8¢77 ﬁ
E 5
LY ANOUNY, ASK: usually? o
gg 1F W0 BAILY About how meny____do you have & week, Yy 9. %0 you hink ¢ Oring? IE WES": 00 you CRINK T ¢ ofvent
3 %o, per week: Kind of drink: 20 F
2] —_—— g
- Yes, sosstimes.....)¢
85. 00 you saohe clgersttes? IF ‘YES": About how meny MO, NONE.,...ow... 00 69-70 IF_WFTEN" OR * INgS*:
cigorattes ¢ doy do you sashe {usveliy)? RECORD Yos..(SPECIFYI..... A. And heve you ever "ouaM about what you aight die from? m....;n 1'
VERBATIA.

w4F ‘WES QM A:
9. What do you think you might die from?

Deily Number

.‘?g N, 1°6 1ike to o8k you @ few questions sbout where you live,

= 06 Mow tong hove you Lived in Mew York City? (DO NOT AEAD AMGVERS. CIRCLE
ONE UNDER COLUIE 86 BELOV.)

87. Mow tong heve you tived in this nsighborhood? (00 NOT MEAD ANSVE*S. CIRCLE
QNE VER CoLunm 87 BELOV.)

100, What 40 you think is the best tims In & person’s 1ife--when he's » chlld,
& teenager, & young adult, when he's alddla-aged or when he's old?

Child.... 2

R BRI PR R R

Woe long have you 1ived in yeur present building? (90 MOV READ ANSVERS.
CIRCLE OME UNDER COLUNN 38 BELOV.)

Oldecercnecnseneds

%, 8. ». n-n 101, Mere's e d1fferent kind of question. Most people wish thet they could change
Nene York Nelghbor- resent themselves In some woy. Suppc:e you could chenge yourself in some weys. How
City hood .ulldlg much of yourself would you went to change--would you went to chenge e lo¢ of

things, o few things, or would you not went to chsnge snything sbout yourself?
A fot of things...cee...3¢ (ASFA) D)

t .
A, SIF ‘% LOT OF THINGE™ OR "% FEW THINGE'':
Uhet sre some of the things shbout yourself that you would went to chenge?

{(Anything alse?)

ISR
H

v
oy
>
-
1
-
-4
k
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4. Three, less than five yeers,
Five or asre years, but aot ot}

AV pwwn -
AV Fwen -
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102. Mere’s o question where 1'0 Tike you Lo PUL dOwM YOUr OWN 3nS.ers. w%
WD YELLOV SHEET. It's e list of cifferent idess and thoughts people
sometimes have. 1'd like to know how you feel ebout each of them--
$ how much you sgree or disagres with them. 1'Il resd the ides out 1
23, 1n the Suileing where you live. Pow often is the garbage colls.ted or burned? lovd end z:‘:':": :l":: ooe of '"y';‘::::h’:m::."' 4]
{00 nOT READ ANSWERS. CIRCLE ONE.) A S % Stronsly
v 2ifywd
ond circte T If you diseqres strongly.
For exsmple: Spring Is the best time of yesr - would you sey you
3trengly sqree with that, do you sgree. do you disagree, or do you ?j
Other (SPECIFY) dlsaqree strongly? (SE SURE RESPONOENT CIRCLES THE FIEER TMT COR- i
' RESPONES WITH MIS ANSWER, REPEAT ANSWERING INSTRUCTIONT., UNTIL RE-
SPONDENT CAR FOLLOW THEN PROPEALY.) There are no right or wrong %
90. In the Wilding where you live, is there usually enough thlln,“ S, 50 #lesse just merk down how you reslly feel sbout these
st in the winter time? *
Strongly Strongly
91. In the Wilding where you live. is there utually enough e)Everytine 1 try to get M_‘ﬂg”_ faree  Disacres Olssaree %
POt waster? Something or SOmeone stops me. & 3 2 t I3 =
5) 1 carteinly foel useless &
92. Wow o different aind of uestion. In general, what sort of time are you Stert ’,{o R A T T 3 H 1 25 't;.'
hoving these doys--not $0 qood, pretty good, or & very good time? On. 05 S c) Belng healthy Is melnly a
! satter of ths wey you look
not so good, ] 9 after yourselfo..o.oeeenn.... 3 2 1 26 re
Pretty good. 2 d) There Is not auch chence thet a
Very good... .3 people will reslly do anything 3
te mahe this & better world.. b k] 2 1 27 ?1'2
9). And would you 8oy sost of the time you feel yery happy, pretty happy, or o 2':: :‘:“Y‘::Th:t‘:?:" » 3 2 1 28 ¥
fot 30 hagpy? £) At times | think | om no %
0 VT ot allecinicecreneni. b 3 2 ! 29 g
L3 8) tt's better to weit @ while £
% for o good thing then to teke §
e whet you went right awey..... & 3 2 1 30 5
‘}*{ h) | an sble to do things o8 well
9, $0 YOu ever mOrry sbout how well you're doing in school? 1E YES': would v f 5 anst other pasple wy 09e.. b 3 2 t " 5
YOU 3oy You warry sbout that very often or sometimes? % 1) Wo metter how coreful o por- g
v,
Yory often, ) 3] hiot g
Semetines. 2 L 3 2 1 32
o, never. : 1) Pesple like me don't heve »
i very 9o0d chance to be Success-
95. Sems people wCrry o lot sbout whet their lives will be like flve or ten yesrs X ful In tife.... e b 3 2 ' n
frem nov and seme people den’t. Weuld you sey yeu worry e lot uhovt thot. . &) Pesple wuld sesner holp
.that you werry ¢ 11ttle sheut it, oF 4en't yeu wprry sbewt It ot ofl others then losk ewt for ]
| thelr owm gend.ccecccecoccoee & 3 2 ) 3 )
Verry o fot. o) (ASKA) 2 . 1) 1 cometinss con't holp sn-
Vorry e 1ite (AsK ) ‘ doring If anything 19 worth-
. s ! Son't worry et e}l..3 - WhI1O OMEBre..sceerroocrees B 3 2 1 14
o 2 a o)hrun-n.pdlnt s ‘s
are m then herd wor ) 2 1 3%
A. Whet do wrey sheut? And do wrey shevt thet? —
] you worey (Pnoee: vy do you worry ) ” (It down to N g:
E lC . It, tlwo's not much o porton
can do to hosp frem gotting
slek v

) 3 2 ! »
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INTERVIEWER: HOW MUCH DIFFICULTY DID THE RESPONDENT SEEM TO MAVE IN

103,

£

N A'S OBSEAVATI Fi 102

UNOERSTAND ING INSTAUCTIONS FOR THIS QUESTION? (CiRCLE ONE)

Great difflculty........}
Some difficulty..,......2
Herdly any difficulty...3

010 YOU WWVE TO REPEAT THE INSTAUCTIONS MORE THAN ONCE?
1F 'YES'": WOW MANY TIMES?
Old not repeat..........I
Repeated (ENTER NUMBER
OF TIMES).....,.....(

HOVW MANY OF THE ITOMS WERE OIFFICULT FOR HIM TO UNDERSTANO?

Just about all,
About haif.......
Only one or two

mecwy____ 3

SRR Y Gl AR

Now | wint to ask you about what you want to be. If you could be anything
You wanted, what would you most like to be? PAOBE: What kind of job or
career would you tlks most to have for your life's work? BE SURE TO PROBE
FOR SPECIFIC WORK AND INOUSTRY,

How good do you think the chances are that you' 1l actually do this kind
of work--would you say the chances are very good that you'll do this work,
that the chances are not good that this is the work you'll be doing, or
wuld you say you have about a 50-50 chance of getting to do this work?

tos.

About how meny people do you know
personally who do that kind of
work?

How of ten do you change your mind about what you want to do--do you
change your mind about thet very often, do you chenge your mind about
tMl’onlv once in a while, or don’t you evar change your mind sbout
that
Change very often.......3
Change once In a while,.2
Oon't ever chenge.. 1

107.

And how would you feel 1f you could not get to do {be)
{J08 MENTIONED IN Q, 103)7 Would that be a great dissppointment to
YU, soms disappointment, or would you not bs too dissppointed at all?

Great dissppointment....3
Some diseppointment...,.2
Not too dissppolnted.... 1

RIC

Aruitoxt provided by Eic:

If you don't get the kind of work you want most, what possible ressons

jt: y?'\)l think thare might be fir your not gatting that work? (Arything
olse’
1

A, And what kind of work do you think you'll ectusily end up doing?

L2

o3
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109. Young people sometimes wonder about when they'll marry, whom they'll marry--
things like thet. Do you ever think sbout It? JF “YES": Do you think

sbout that often or somgtimes?
No, never think about it,

Yes, often..

Yes, somstimes 3
NIF OFTERY or 'SOMETINES'': ASK A-D:
A. How old would you 11ke to be when you get merried?______ vrs. b -8
8. \nd at what age would you 1lke to have your first child? yrs. 43-50
C. How ssny children would you 1ike to have? 5152

0. SIALS OMLY: Do you expect to wotk sfter you get marrled: Ye
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110, Are you working at any paylng job now? 4
1F_WORKING WOW:
A. How meny hours a week do you work? 55-56
hours
8. What do you do? (PROE for job and Industry.)
Now o different kind of question,
181, About how often do you have 8 parsonal problem that s?
upsets you--doss that hsppen very often, does It
happen somstimes or are you hardly ever upset by &
parsonsl prodblem?
112. Do you fesl you have as meny close friends as you'd like to have, or do
you think you would like to have more close frisnds?
Have a3 many as llike to... 58
Would like to have more...
A. About how meny close frignds do you havel 59-60
113. Do you feel sommhat alone or spart, even awong friends? 61
114, Vould you ssy you ususlly can do what you like, that sometimes you can do
what you llke, or that you almost never can do what you like?
Usually cln do what 1ike, ]
Sometimes can do what ilke. . ASK A 62
Almost never can do what 1ik .3
A. "Who or what stops you from dolng what you'd Iike? (00 NOT READ ANSVERS.
CINCLE ALL THAT ApPLY.)
Srother/Sister. .. Parent(s) 63-65

Grandparent.,
Friend(s)
Teacher(s)

Other retative.. (SPECIFY)

Self .. eee e
Other.. (SPECIFY)

115. MHere are a few things that young people sometimes are concerned sbout.

Plesse tell me, for each of them, if you are more likely to follow the
idess of your friends sbout that thing or «f you are more likely to follow
your parents' ideas about that thing.

First-chow you spend money--would you be more likely to follow your friends®
about that or to follow your parents’ ideas about that? READ ITENS a-h,
Follow Follow Oaclide Follow
Friends  Parents  Myself Someone Elsex
8) How you spend money ] 66
b) How you dress... 5 67
¢) Your haircut or hair Ly 68
d) The time you come home at nigh 13 69
o) When to 9o to the doctor......- e 1 70
f) Which doctor or where you “ﬁ
[ L al 2 3 L n
g) The kind of work you'l! go Into... 1 2 7 3 4 72
h) How hard you study for school...... 1 2 3 L ”n

*SPECIFY PERSON.

116, Would you say that you spend most of your spare time alone, most of it with
ative:

pecple In r fomily and rel s, most of It with 1 or 2 friends, or most

of you, spare time in & group of § friends or more?

Spand most alone....
Spend with family, ..
Spend with | or 2 friends
Spend with 3 or more friend:

About how meny times & month do you do thess things?
READ a) = g) and CINCLE ONE COOE FOR EACH

1 2 1 & 5.0Mmnome
8) Go to the movies [y 9
) Go to e sports e 3 1]
¢) Go to e tidrary,..... n
d) Go to 17
e) Go to 13
f) Go to & ps 1h
9) Go dancing.... [} 15
Are there sny megazines that you resd
Just sbout avery issue of? Yes.. 16

%o...

JENES': Which magozines do you read?
Ouring the psst month, have you read eny book
not required for school? 17

SIE VLS What books have you read?

3
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120. About how many hours & day, usually, do you watch TV? hrs. 18

121, And sbout how many hours & day, usudtly, do you listen to the radio?
hrs. 19

122, D1d you go out of town st all last summer?

A. MHow long were you swey?
(ENTER NUMBER AND CHECK OAYS OR WEEKS)

21-22

How often do your parent(s) punish you-+ 23

often, sometines or 8imost never?

Heres » different kind of question. How Important is religlon In your

tifeeols it very importent, falrly important, a_little importent, or
would you say religion 13 not important in your life? (CIRCLE ONE,)

Very Important
Fairly Importe
A little important
Mot importent....

2%

Do you belong to sny club or orgénization or group that
holds meatings? {F 'YES': Which ones? N 2

In this Interview we've talked sbout @ lot of different health matters.
Are there 3ny things you'd 1ike to have more Intormetion about?

IF "Y[S": A, What things? (Anything else?)

Mow, for statisticel purposes only, | need to know your Soclal Securlty
mumber, 1f you have one,

No Soclel Security No. 0

or
Enter Soclal Security Mo

That's 210 the questions | have. As part of thes prosect, we're snviting the
young neoPle we have (nterviewed to come for & free medical examination.

Tne next exemendtions well be given on at o'clock.
Osy and Date

Con you come?

Yes . JF "YES': 1) FILL IN DATE ¢ TIME ON REMINDER .
2) READ REMINOER FORM TO RESPONDENT O
3) GIVE REMINDER FORM TO RESPONOENT S
No, . JF "NO: When could you come?

Oay and Oate o

IF_"REFUSAL":  Why won®t you come? (RECORD VERBATIN. PROBE FOR
ALL PSS IBLE REASONS AND CONDITIONS UNDER WHICH
WOULD COME.) (AFTER INTERVIEW FILL OUT "'NO
APPOINTHENT FOR EXAM* FORM ANO AETURK IT TO THE
OFFICE IMMEDIATELY.)

IF 'YES': What time do you get home from school?,
IF_ARRIVE HOME AFTER 3-30: What time do you get out of school?

fhank you very much for all your help., Plesse

tcll me what you thought of these questions I've s
ssked you. (PROSE FOR WMAT PARTICULAALY LIKED B
Ok 010 NOT LIKE, AN ANY QUESTIONS WOULD RATHER
WOT HAVE SEEN ASKED,)

TIME INTERVIEW COMPLETED” 27-29

£ DATE.

Interviever's Signeture

SNTERVIEWER'S AEPORT
(FI1l in temediately efter leaving respondent)

‘

:LEAS! OESCRISE ANYTHING THAT WAS SPECIAL ABOUT THIS AESPONDENT OR THIS INTERVIEW
ITATION.

0id respondent want to terminste Interview before 30

it wes finlished?

#*At what polnt(s) and why?

(INTERVIEWER'S OBSERVATIONS)

(To be filled in after Jeaving respondent)

Respondent's sex:

2. Respondent's recisl-sthnic Puerto Ricen, White.....!
group: (CIRCLE ONE). Other Spanish, Whit
Puerto Ricen, Black.....3
Other Spanish, Blac R
3, Grooming Unususlly clean, well-groomed, neatly dressed.
Average....
Untidy, not clean.
U, Specificetly, how would you rate

=Absence of scne

the respondent with regerd to:
Complexion, skin

and pinples
S. Ouring the intervier did respondent: Yas Mo
Stutter or show speech defect.| 2
Have difficulty nearing. . 2
Have nervous tic of twitch....} 2
6, Generelly, did you have any difflculty In Yes.. .. l®
understending this respondent's replias? NO.ses.2
Mihat was the difficulty?
7. Generelly, what wes your impression Above everage....I¥
of this respondent's Intel)igence? Avarage.,
Slow.. ..
what mekes you think so?
8. How cooperative wes the raspondent?

Why do you think he was (very
cooperative) (fairly cooperative)
{uncooperetive)?

01d respondent have trouble understanding any particular question?

AF "YES": which questions?

10. Dld respondent have trouble snswering
any particular question?
IF ''YES'': Which questions?
11, 0id any questions esbarrass respondent?
IF_'NES": Which questions?
12. Are there any questions which you do not
think the respondent answered honestly?
IF_"YES©: Which questions?
13, Generelly, do you think these responses
were honest and truthful?
i, vas interview conducted in: English... i
Spanish.. H
Other (SPECIFY) 3
15. Who else wes present during the Interview? (RECORD RELATIONSHIP TO
RESPOMDENT AND HOW MUCH OF THE TIME PERSON WAS TMERE.)
All the time $; Alittle
L R | 2 3
2, 2 3
3. .. 2 3
16. 0id chlid have any physicel defect or body deformity?

JE YES": Describe

32

13
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Notes to Chapters

Chapter |
No references.
Chapter Il

- Evidence of such needs is provided by a report on a health
screening during 1968-69 of youngsters in the 1.S. 201
complex, an intermediate school serving Harlem and East
Harlem. According to this 1eport. “a problem of major signifi-
cance to a large number of young people in the community is
not reading. but serious deficiencies in vision and hearing.
deficiencies which make learning even more difficult than it
normally 1s.” And further. “Of the 840 young people examined
in one school. 239 had physical problems...Only 50 of this
total of 239 had previously been identified by the routine
screening procedures. Still fewer had ever been seen by follow-
up clinics or been fitted with the proper prosthesis.” (Wilson.
1970. p. 216)

Chapter Ill

. Systematic analysis of the interrelationships among the three
dimensions is now underway.

2. Selected findings from the medical examination of adolescents
have already been made part of the final report of the Harlem
Alliance for Comprehensive Health Planning to the New
York City Mayor's Task Force on Comprehensive Health
Planning. which was submitted on September 30, 1971.

. Interviewers were recruited through employment and social
service agencies. civic groups. churches. and housing projects.
as well as from other survey research organizations. Special
efforts were directed at recruiting inside the Harlem commu-
nity.

- Read according to standards of Greulich and Pyle (1959).

- Dr. Naomi Richman, medical consultant to the project at the
time, was responsible for developing the examination protocol
and training a special staff at Harlem Hospital. An instruction
manual was prepared and is available upon request. along
with the medical protocol.

6. All procedures in this study. interview and examination. were
reviewed and approved by a faculty committee of the
Columbia University College of Physictans and Surgeons to
insure that adequate safeguards were included for protecting
the rights of human subjects and that appropriate steps were
taken to secure informed parental consent where respondents
were minors.

7.Some of the HES procedures were experimental. served dif-
ferent objectives, and seemed unsuitable for adolescents in
Harlem. In Harlem certain procedures were added which were
considered particularly important for screening this popula-
tion. e.g.. the Tine tuberculin test and blood analysis for
sickling.

8.In all. 596 school records were abstracted at 92 different
schools 1n New York City. (The most important reason for
noncompletion. accounting for about 75 per cent of the In-
completed cases. was failure to locate the records at desig-
nated schools.) No school refused to cooperate; essential to ob-
taining this cooperation was the signed parental consent for
exchange of school information. In one case. obtaining coop-
eration from an experimental. community-controlled school
required an hour's appearance before a regularly scheduled
meeting of the community board for that school.

9. According to the 1970 Census figures for Central Harlem.

there is almost perfect parity between 12-15 year old boys and

girls and between the 12-13 and 14-15 year old groups. There
is thus a small variation between the sample listed from the

Community Survey and the current parameters of the uni-

verse.

w
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Chapter IV

- Additional analyses that bear on this question are currently

underway. e.g.. whether those who failed to appear for ex-
amination presented more or fewer health problems than
those who were examined.

Chapter vV

- In this and the chapters that follow. only selected data have

been presented in tabular form. A complete set of data tables
is available upon request. Estimates of sampling error have
been prepared and appear in APPENDIX C. the narrative
description of the findings. APPENDIX D lists their percent-
age equivalents.

- It is important to remember that findings from the medical ex-

amination do not represent the identical population as the in-
terviewed but only four-fifths of them.

- Because this was a diagnostic examination designed primanly

1o serve as a basis for referrals to further care. no reliability
checks were made on physician's diagnoses. such as separate
examnations of the same youngsters by two different
physicians. Variability among doctors was observed. for ex-
ample, in the average number of medical problems noted.

- Acne was graded from 4 Manuai of Dermatoiogy by Donald

M. Pillsbury (1942).

-1t is importantto recall the distinctions between the way the

data in Harlem were collected and the methods of the national
health survey. These are self-reported estimates; the latter
were reported by an adult for the child.

.- To be sure. an unweighted count of the number of health

problems considered significant by examining physicians must
be regarded as an approximate index of health, since not all of
the observed conditions are equally serious.

Some of the sex differences in number of conditions are likely
1o be a result of inter-physician variability. In the first study
year. one male physician examined two-thirds of the boys and
he noted substantially fewer medically significant problems
than two other physicians did with the young men they exam-
ined (two-thirds fewer). In the second study ycar boys were
more evenly distributed among the physicians; this time this
same physician noted only slightly fewer conditions than the
other two physicians averaged together. The number of signif-
icant medical conditions noted in the second study year has
the following distribution:

Boys Girls

(119) (92)

Ages: 12-13 years 1.07 1.02

14-15 years 1.36 1.40

16-17 years 1,57 1.78
Chapter VI

- The overall proportion of 36 per cent included four per cent

who reported that their glasses were lost.

- Among those whose menstrual periods had begun; 17 per cent

of the 12-15 year old girls reported o menstrual cycle.

Chapter Vil

. This may be compared with findings from a survey of atti-

tudes regarding drug abuse in New York State. which was
conducted in 1968 with a sample of New York State residents
13 years of age or older for the state’s Narcotic Addiction
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Control Commission. According to that survey. drug use was
perceived as the second ranking neighborhood problem by
Negroes of all ages in New York City (it was mentioned by 59
per cent—second only to burglary); among respondents 13 to
16 years of age in New York City—white and Negroes com-
bined—56 per cent perceived drug use as a major neigh-
borhood problem (for this age group it took priority over
oiher problems). Drug use was mentioned as a neighborhood
problem almost three times as often by Negroes as by whites
(Glaser and Snow. 1969).

. According to information obtained from school records. one
respondent, a 15 year old girl. died from an overdose of heroin
in 1969.

. The question was not asked directly. because that might have
elicited a socially desirable reply. Instead. youngsters were
asked their usual bedtime and rising time on weekdays. and
the number of hours elapsed was computed from these reports.

[
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Chapter VIli

.These findings may well reflect conditions pertaining in
Harlem during and prior to the period of the study (1968-70);
it is possible that recent developments in the delivery of health
care—e.g.. the opening of a new Harlem Hospital building
and other innovations—may change the patterns of utilization
reported here.

.Aside from other differences., the Harlem data are self-
reported, that from NHS reported for the youngster by an
adult member of the household.

- Youngsters were not asked if they wanted to consult
physicians about these problems. only if they had consulted
them. Therefore. these are not a fully appropriate (i.e.. valid)
indicator of unmet needs for medical care.

[

(]

Chapter IX

- This may be stated more succinctly: U = . (av. at) where U
represents utilization. gv represents availabiiity and ar repre-
sents attitude. Utilization is expressed as a function (f) of
availability of medical services and attitudes relating to them.
Each of these components in turn might be specified further.
This formulation is proposed as a means of clarifying 1ssues;
no attempt has been made to quantify it.

. Adolescents’ ratings of Harlem Hospital was almost identical
to the ratings given in 1967-68 and 1968-69 by adults in the
community household sample survey from which this sample
was drawn.

3. There was a suggestive age difference on this question: among
the older teenagers, the 16-17 year olds. more of both sexes
stated a preference for a physician for young people: 49 per
cent of the girls and 35 per cent of the boys.

. With age. girls' preference for a nurse declined and for a
physician increased.

-The examination lasted 2-3 hours and was staffed by three
physicians. three nurses. a radiologist. a dentist and a dental
assistant, an X-ray technician. two laboratory technicians.
three nurses’ aides. 1 medical consultant and an administrative
coordinator. Each session was organized to handle an average
of twelve young people. with the flow of youngsters moving
from one procedure to another supervised by a nurse and a
physician coordinator so that waiting time at any point in the
examination was held to 2 minimum.

6. At the conclusion of the second study year the examining staff
also completed self-administered questionnaires which sought
their reactions to the experience of examining adolescents and
their recommendations for future adolescent services. The
same types of behavior mentioned favorably by the examinees
were recommended by the examining staff as important at-
tributes of medical personnel who treat adolescents.

7. Staff reactions also suggested that the blood test should be

explained ahead of time, especially its significance for iden-

tifying sickle cell anemia. the importance of which the com-
munity has become aware. The staff made recommendations
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about advance preparation or orientation of the youths before
the examination and greater emphasis during the examination
on health education which could follow naturally from the ad-
olescents’ interest in their physical well-being.

Chapter X

. This assumes. of course. that the care being rendered was ade-

quate. This relationship can be expressed by the formulation:
N¢ = Pp;- U, where N represents need for care. P, . the
prevalence of health problems and U, utilization. The compo-
nents of utilization were discussed in the preceding chapter; as
noted there, such formulations as this are intended to clarify
issues and no attempt has been made yet to quantify them
from the data.

. The relevant ratios are .09 to .76 among all 12-15 year olds.

.08 to .69 for boys and .11 to .85 for girls.
Chapter XI

. Consistent with the idea of selection bias were findings that,

on interview, 16-17 year olds were more likely than younger
adolescents to consider themselves healthier than their peers.
On the other hand. they did report more health problems than
their younger counterparts. Also, since participation in exami-
nation was lower among older boys than girls. one might ex-
pect the older boys who came to the examination to present
more medical problems than the girls. But the reverse was ac-
tually true. Unless the medical disadvantage of older girls rela-
tive to boys is even greater than what was observed here. this
would be a counter-indication of selection bias.

. This was recorded on a separate page which was removed

before the record was put into the hospital files.

- The less satisfactory arrangements that older boys had for

their medical care may be reflected in their better than
average performance in keeping the referral appointments rec-
ommended for them at the medical examination: 62 per cent
of the 16-17 year old boys kept their follow-up appointments
at Harlem Hospital compared to 42 per cent of the younger
boys. There was no comparable increase among the older
girls.

Chapter Xli

- Since this seemed a high frequency of unsatisfactory ratings. a

check was made to sez whether these findings could be
resulting from dentists’ “*bias,” i.e., a tendency for one dentist
generally to judge the condition of the teeth more critically
than another might. The ratings from the two study years.
with different dentists conducting exanunations. were com-
pared. Although ratings in the second year were poorer than
in the first, in both years 1atings of “fair” and “poor” outnum-
bered “excellent” and “good"™; also, proportionately more boys
received “fair” and *‘poor™ ratings than girls in each of the
study years. Thus, the high frequency of unsatisfactory dental
ratings did nor appear to be simply an artifact of the examina-
tion procedure (Table XII-1).

. Among 6-11 year old children nationwide, a similar disadvan-

tage was observed for Negro boys relative to Negro girls in the
number of DMF (decayed. missing or filled) among perma-
nent teeth; this runs counter to the difference for white
children (National Center for Health Statistics, 1971b).

- Harlem Hospital does not provide regular dental services;

only oral surgery is available, Thus the higher use of private
dentists is undoubtedly due to the nonavailability of dental
services from other sources. such as clinics.

This hypothesis will be tested by comparing the interview
reports of utilization behavior in the examined and non-ex-
amined samples.

Chapter Xill

. At the time the project began, there was no other place in

Harlem where the examinations could have been done. But
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recent innovations in the organization of community health
services outside of hospitals may present attractive alternative
arrangements for such examinations—in Harlem and else-
where as well.
. The medical staff, in turn, reported that they had gained new
awareness of the responsiveness of young people to medical
care.

Appendix B

- Conducted for three years (1967-70) by the Harlem Hospital

Center Department of Patient Care and Program Evaluation,
headed by Professor Jack Elinson. The Community Health
Survey is directed by Ms. Patricia Collette.

. Households in the first monthly subsample were used for pre-

testing the procedures in the adolescent health study; thus, the
first year of the adolescent study included monthly subsamples
2-13, the second year monthly subsamples 14-25.

- The original sample listing for this project was done by hand

directly from the files of the larger Harlem survey. As a safe-
guard against error in listing, when sample data from the
larger survey became available on machine printouts, the
handlisting was checked against the processed data; any cases
which fell within the appropriate birthdates and had been
missed carlier were then added to the lists. A small number of
youngsters (25) were subscquently dropped from the sample
because their ages were found to be beyond the limits set for
this study.

. The community survey had a completion rate of interviewing

in occupied housing units in Central Harlem of 75 per cent
during the first year (1967-68) and 70 per cent during the sec-

)
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ond year (1968-69). These completions provided the universe
from which the sample for the adolescent project was drawn.
Whether the households which were missed in the larger com-
munity survey might have presented more adolescent health
problems than the successfully contacted households is conjec-
turab There is reason to believe that there were relatively
fewer adolescents in the missed households because failure to
complete an interview in that survey was more likely to be due
to finding no one at home after numerous visits rather than to
refusal. It seems likely for at least two reasons that the overall
participation rate in the larger community survey did not af-
fect proportionately the listing for the adolescent sample. Ad-
olescents usually live in larger households, where there is a
greater probability of finding someone home. Additionally,
comparing the sex and marital status characteristics in the in-
terviewed sample, there are indications that the larger sample
may underrepresent men not living with their spouses. This is
similar to the Census experience, which is that black men
under age 35 are more likely to be undercounted than anyone
else. For these reasons the rate of completion in the communi-
ty survey can be assumed to be greater in households with ad-
olescents than in some others.

. Analysis has concentrated on this part of the sample because

they are represented in sufficient numbers to draw reliable in-
ferences. (See Appendix C for discussion of confidence limits.)
The number of Spanish background youth was too small for
separate analysis; the totals including these youth do not
change much from those presented for black youth only. The
16-17 year old youths, included in only the second study year,
are analyzed separately in Chapter XI for what they suggest
about age trends in adolescence.




