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Developmental, Learning, and Emotional Problems
Health of Our Nation’s Children, United States, 1988
by Nicholas Zil, Ph.D., Child Trends, Inc., and
Charlotte A. Schoenbom, M.P.H., Division of Heaith Interview Statistics
Introduction households. Childhood learning and  disorders is not well understood.
behavior problems may also be Although there is evidence that
As many of the infectious diseases multiplying because of the increased  counseling and treatment can help
that affected childten in the pastare  survival rate of extremely low-birth- (9,10), there is uncertainty and
conquered or ameliorated, a growing  weight babies (5), the possible effects  sometimes lack of consensus about
share of pediatric practice involves of snvironmental contamination (6),  appropriate modes of treatment for
developmental delays, learning and the rising numbers of babies born  specific disorde rs—for example
difficulties, and emotional and to crack-addicted mothers (7). disputes over the use of the drug
behavioral problems. These conditions, The fact that many young people  Ritalin in treating hyperactive
and others such as allergies, asthma,  are affected by developmental delays,  youngsters (11). Mauy family
and eating disorders, have been learning di.abilities, or emotional physicians have not been adequately
labeled the ““new morbidity of problems does not mean that such trained to recognize and deal with
childhood” (1). All of these conditions disorders are transient or these types of problems, and
have a substantial psychological inconsequential; some have profound  procedures for referring children for
component, and none fits easily into  and lasting effects on family psychological diagnosis and treatment
the physical diszase paradigms with functioning and children’s life chances. are not standardized. There is believed
) Which medicine is used to dealing. These conditions often interfere with a to be a substantial group of young
There are several reasons why these  child’s academic success and peer people with developmental or
conditions should be of concern to relationships and put a strain on behavioral disorders whose problems
public health professionals and parental resources and equanimity. g0 untreated and perhaps even
policymakers. Developmental disorders and mental ~ unrecognized (12, pp. 24-27). There is
To begia with, these kinds of illness in children are also costly and  also concern that, although conduct
c, ?',) conditions appear to be quite burdensome to society, requiring problems of micdle-class white youths
prevalent and may be becoming more  special services in schools and other  are handled within the mental health
¥==x{ so (2 3, pp. 32-34). Increases in institutions and sometimes system, the same sorts of problems
childhood psychological disorders have necessitating long-term care at State  among lower class black or Hispanic
.,) been attributed to the growing expense (8). youths often go untreated, only to be
proportions of children who Another area of concern is that  dealt with eventually by the criminal
mexpe_rience parental divorce, were born  the medical care system is not yet well  justice system.
outside of marriage (4), or are raised  equipped to handle these kinds of Reliable national data on the
in conflict-filled families or low- childhood problems. The etiology of  incidence and prevalence of
income, low-education, single-parcnt  most developmental and behavioral ~ developmental and behavioral
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2 Advance Data

conditions in childhood have becn
hard to come by, partly because of
definitional ambiguities and changes in
medical and educational terminology
(12, chapter 2). Prevalence estimates
based on small and unrepresentative
samples have tended to vary over an
implausibly wide range—for instance,
from 6 percent to 37 percent in one
review of studies of emotional and
behavioral problems in children (2). In
addition, earlier estimates have often
been ambiguous with respect to the
time period involved.

In this report, data from the 1988
National Health Interview Survey of
Child Health (NHIS-CH), conducted
by the National Center for Health
Statistics (NCHS), are presented.
Statistics are given on the proportions
of young people 17 years of age and
under who were reported by their
parents to huve ever had (a) a delay in
growth or development, (b) a learning
disability, or (c) an emotional or
behavioral problem that lasted
3 months or more or required
psychological treatment. Information
is presented on when the condition
was first noticed and whether
treatment, counseling, or special
educational services were received for
it. Survey-based prevalence estimates
are compared with estimates based on
clinical studies, U.S. Department of
Education data on the receipt of
special education services, and earlier
health survey data on the receipt of
psychological help by children and
adolescents. Variations in prevalence
by age, sex, family income, mother’s
education, race, Hispanic origin, and
family structure are examined.
Alternative explanations for observad
group differences and for changes over
time in the receipt of counseling and
educational services for these
conditions are discussed.

Data and methods

Survey procedures

The source of the data reported
here is the 1988 National Health
Interview Survey of Child Health. This
was a survey of 17,110 child+en 17

O s of age and under that was
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cosponsored by the Office of
Maternal and Child Health, the
National Institute of Child Health and
Human Development, and NCHS (13,
Pp. 224-250). NCHS conducts the
National Healih Interview Survey to
collect data on the health status and
medical care use of the U.S.
population, using a probability sample,
drawn by the U.S. Bureau of the
Census, of persons living 1n
households in the United States
{14,15). For NHIS-CH, there was a
further random selection of one child
per famuly in any family with ckildren
17 years of age and under at the time
of the survey.

The data collection method
consisted of in-person interviews by
trained U.S. Bureau of the Census
interviewers with an informed adult
member of the family, usually the
mother. In about 95 percent of cases,
the respondeni was a parent of the
sample child, and in this report, the
respondent is often referred to as the
parent. The overall completion rate
for the child portion of the survey was
91 percent. The interviewers obtained
a considerable amount of background
information on the family and
measures of the child’s physical health,
behavioral and emotional adjustment,
school performance, and receipt of
medical and psychological care. All
data are based on reports by the adult
respondent. The survey questionnaire
has been published (13, pn. 224-250),
and a public use data tape is available
through the Division of Health
Interview Statistics of NCHS. A
similar National Health Interview
Survey of Child Health was conducted
in 1981 (16,17).

Questions on developmental
conditions

Parent respondents to the 1988
NHIS-CH were asked the following
questions:

e ‘“Has ever had a delay in
’s growth or development?”
e “Has ever had a learning
disability?”
® “Has sver had ar: emotional

or behavioral problem that lasted
3 months or more?”

The first question was put to parents
of children of all ages, but the latter
two were put only to those whose
children were ages 3 years and over.

If the respondent answered
affirmatively to any of the questions,
she or he was asked a series of
followup questions on when each
condition was first noticed, whether
the child was treated for the condition
(ever and in the last 12 months), the
effects of the condition on school
attendance and need for special
education, and whether any
medication was taken for the
condition.

Parents of children ages 3-17
years who had not reported that their
child had a developmental, learning, or
behavioral problem were asked, ““Has
ever seen a psychiatrist,
psychologist, doctor, or counselor
about any emotional, mental, or
behavioral problem?” Those who
responded negatively to this question
were asked, “During the past 12
months, have you felt, or has anyone
suggested, that needed help for
any emotional, mental, or behavioral
problem?” If the parent answered
affirmatively to either question, the
child was counted as having had an
emotional or behavioral condition,
even if the parent Lad answered the
initial question about such conditions
in the negative.

This report focuses on the
reported lifetime prevalence of
developmental, learning, and
behavioral problems in the overall
child population and in selected
demogra; hic and social groups. Only
limited information from the follovrup
questions is presented.

Before reporting the prevalence
figures, it might be well t0 mention
some of the specific conditions that
the survey designers thought would be
elicited by each question. It was
expected that respondents who
answered the question on delay in
growth and development in the
affirmative would consist partly of
parents whose children had limited or
temporary deficits in growth or
development, perhaps associated with
premature birth or an early illness or
injury, and partly of parents whose
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children had severe and long-lasting
deficits, such as those produced by
Down syndrome or other
chromosomal abno. malites,
hereditary factors, prenatal infection,
birth injury, or childhood diseases.

Ideally, the item on learming
disability would be answered
affirmatively for children who had
exceptional difficulty learning to read,
write, or do arithmetic but whose
learning problems did not stem from
mental retardation, impairment of
sight or hearing, emotional problems,
or lack of cultural and educational
opportunities. That is the technical
definition of learning disability (18,
p. 395). It is likely, however, that
parents applied the term not only to
children with specific incapacities,
such as dyslexija, but also to some
children with deficits in general
inteiligence or behavioral problems
that interfered with their learning.

The reader may wonder why the
interviewers did not specifically ask
about mental retardation. The reason
is that there was such a question in
the 1981 NHIS-CH, and it produced
only a handful of positive responses.
Nowadays the term “mentally
retarded” is apparently seen as
limiting or stigmatzing by parents of
children with developmental
disorders, and many are reluctant to
use it (19). Clinicians have aiso
become hesitant about applying the
term, especially to minority children.
It was hoped that the “developmental
delay” and “learning disability”
questions would result in more of
these children being identified in the
1988 survey, and this seems to have
been the case.

The question on emotional or
behavioral problems was meant to
identify children with common
psychological syndromes (20), such as
aggressive or antisocial conduct
(21,22), attention-deficit hyperactivity
disorder (23), phobias and anxiety
disorders (24), childhood depression
(25), and adjustment reactions to
traumatic events such as parental
divorce (26). More severe conditions
such as autism and schizophrenia
would also be picked up, but in very
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small numbers. given the rarity of
these conditions (18, chapter 12).

Originally, in an open-ended
followup question, parents were asked
to describe th:e specific emotional or
behavioral disorders their children
had. This question was dcleted in
pretesting when many of the
responses turned out to be vague or
to refer to the situation that led to
the emotional reaction rather than to
the reaction itself. Analysis of
responses to related questions in
NHIS-CH, such as 2 28-item
Behavior Problems Index and items
in the core INHIS questionnaire,
should help to clarify the kinds of
conditions that were identified by
these questions.

Prevalence of problems

According to their parents,

4.0 percent of U.S. children ages 17
years and under have had a delay in
their growth or development

(table 1). This means that an
estimated 2.5 million children have
developmental delays. In addition,
6.5 percent of children ages 3-17
years, or 3.4 million. have had a
learning disability (table 2). Also,
13.4 percent of children ages 3-17
years, or 7 million, have had an
emotional or behavioral problem that
lasted 3 months or more or required
psychological treatment (table 3).
When the items are combined, the
result is taat a total of 19.5 percent
of children ages 3-17 years, or rearly
10.2 million, have had one or more
developmental, learning, or emotional
disorders (table 4). When the 488,000
children ages 2 years and under who
had developmental delays are added
in, the total number affected by one
or more of these conditions comes to
almost 10.7 million.

By way of comparison, here are
the estimated nnmbers of American
young pecple having some of the
chronic physical conditions that are
common in childhood: chronic
bronchitis, 3.5 million; asthma,

3.2 million; dermatitis, 2.2 million;
orthopedic impairmenss, 1.8 million;
heart murmurs, 1.1 miliion (13,

4

table 62). Clearly, the psychological
disorders rank among the most
prevalent heaith conditions of modern
childhood.

Another indication of the
importance of these conditions in the
overall child health picture is that
35 percent of children ages 3-17
years who were currently described as
being in fair or poor health had 2
developmental, learning, or
behavioral problem (table 4).

Treatment

Parents who reported that their
child had a delay in development, a
learning disability, or an emotional or
sehavioral problem were asked
whether the child “has ever received
treatment or counseling” for the
condition (table 5). Two percent of
all children ages 17 years and under
had received treatment or counseling
for a delay in growth or development.
This amounted to 49 percent of those
reported to have had such a delay.
One percent of all children were
reported to have received treatment
for developmental delays within the
previous 12 months.

About 5 percent of all children
ages 3-17 years, or more than three-
quarters of those with learning
disabilities, had received treatment or
counseling for their disabilities. More
than 3 percent of children ages 3-17
years were reported to have received
treatment for learning disabilities
within the previous 12 months.

Ten percent of all children ages
3-17 years, or about three-quarters of
those with emotional or behavioral
problems, had received treatment or
counseling for these problems. Five
percent were reported to have
received this help within the previous
12 months.

Receipt of special educational
services

Parents who reported that their
child had one of the subject
conditinns were also asked whether
the condition made it necessary for
the child “to attend special classes, or
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a special school, or get special help at
school” during the past 12 months.
Less than 1 percent of children ages
6-17 years had received special
educational services because of delays
in growth or developmer't. This
amounted to about 23 percent of
those reported to have had such
delays.

About 5'% percent of all school-
aged children, or about 70 percent of
those reported to have learning
disabilities, received special
educational assistance for their
disabilities. Approximately
1.7 percent of school-aged children,
or one-quarter of those reported to
have emotional or behavioral
problems that had lasted 3 months or
more, received special educational
help because of these problems. (The
question about special educational
services was asked only of parents
who reported that their child had an
emotional or behavioral problem that
had lasted 3 months or more.)

Comparisons with other data
sources

Questions about children’s
psychological disorders have rarely
been asked of parents in large
national sample surveys of children.
Consequently, there are few earlier
data points that are precisely
comparable with those from the
National Health Interview Survey of
Child Health. Prevalence estimates
based on parental reports in
NHIS-CH can be compared with
estimates based on other sources of
information, such as clinical studies
or school-based data on children
receiving special educational services
for specific types of hindicaps. In
addition, there are earlier survey data
on the receipt of psychological help
by children. Some of this comparative
information is summarized in the
following sections.

De refopmental delays

As mentioned in the introduction,
it was expected that the question
about delays in growth or

QO relopment would identify childrcn
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with mental retardation and other
profound developmental disorders, as
well as some with less devastzting
abnormalities. Before the term
“mentally retarded” became
unfashionable, it was common to see
estimates that the retarded
constituted 3—4 percent of the overall
popuiation (27). In recent years, the
term has been restricted to more
severe cases, and prevalence
estimates of 1-2 percent are now
given (20, p. 189). Autism and other
pervasive developmenta! disorders are
comparatively rare, with estimates of
their prevalence ranging from around
10 to 15 cases per 10,000 population
(20, p. 189).

Data from the U.S. Department
of Education show that the
proportion of students receiving
special educational services for the
mentally retarded was 1.6 percent of
total public school enroliment in
1987, down from 2.2 percent in 1977
(28, table 61). In contrast, the
proportion of children in NHIS-CH
who were reported to have
developmental delays and fo have
received special educational services
1or them was just 0.9 percent. Thus,
there would appear to have been
some underidentification or
underreporting of retardation in
NHIS-CH. It is also possible that
some parents with retarded
youngsters described their children as
having learning disabilitics. As
described below, the under-
identification of retardation is likely
to have been concentrated among
black and Hispanic children.

Learning disabilities

In contrast to the apparent
underreporting of retardation, the
proportion of children who were
reported in NHIS-CH to have
learning disabilities was higher than
the proportion known to be receiving
special educational services according
to school-records data. Of total public
school children, 4.8 percent were
recorded as receiving special
educational services for learning
disabilities in 1987, more than double
the 1.8 percent recorded in 1977 (28,
table 61). As noted above, however,

S

6.5 percent of all children ages 3-17
years were reported in the 1988
NHIS-CH to have learning
disabilities, and 5.5 percent of those
ages 6-17 years were reported to have
attended special classes or a special
school because of such disahilities.
The relatively small discrepancies
between the survey estimates and the
school-records figures may represent
children who were in the process of
being qualified for special education
services or inaccuracies in school
records. They may also represent
misunderstanding by some parents as
to the types of help their children
were getung in school. Figures are
not available from the U.S.
Department of Education on the
number of children who were in need
of special educational services but did
not receive them. Despite the
apparent excess of learning
disabilities in the survey data, there is
evidence (discussed below) that
learning disabilities were
underidentified by minority parents.

Emotional and behavioral
problems

The Institute of Medicine, the
Office of Technology Assessment,
and other groups have estimated that
12-15 percent of U.S. children suffer
from mental disorders (3; 12, chapter
2). These estimates would appear to
be in close agreement with the figure
of 13.4 percent of children with
emotional or behavioral problems
found in NHIS-CH. However, the
clinical estimates are ambiguous with
respect to the conditions they include
and the tirae period to which they
refer. Doss ths figure of 12-15
percent refer to children who have
ever had a mental disorder, to those
who have had one within the last
year, or to those who have one riznt
now? A close look at the clinical
studies on which the estimates ar
baced also shows a good deal of
unexplained variation from study to
study. NHIS—CH and clinic2l studies
agree, though, in finding behavioral
disorders to be among the most
prevalent chronic conditions of
childhood.
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An earlier survey of child health.
the 1981 National Health Interview
Survey, included a question about the
receipt of psychological help by
children and youths. In that survey, it
was found that 6.5 percent of
children ages 3-17 years had seen a
psychologist or risychiatrist at some
point about an emotional, mental, or
behavioral problem (29). The
comparable proportion in the 1988
NHIS-CH was 10 percent, indicating
that the use of psychological
assistance for children had increased
by more than 50 percent between the
two surveys. (Part of the increase may
have been due to differences in the
questions used in the two surveys, but
it is unlikely that this is the full
explanation for the rise in the use of
psychological help.)

Although serious emotional and
behavioral problems appear to be
widespread among today’s youth,
relatively few receive special
educational assistance for these
problems. According to U.S.
Department of Education data, only
about 1.0 percent of public school
students were recorded as receiving
special education for the seriously
emotionally disturbed in 1987 (28,
table 61). This was less than the
1.7 percent of children ages 6-17
years who were reported in
NHIS-CH to have attended special
classes for emotional or behavioral
probiems (table 5). Again, the
discrepancy may have been due to the
processing of children for special
education, to inaccuracies in school
records, o7 to misunderstanding by
parents as to what kinds of help their
children were gertiag in school. There
are also conditions, such as the
attention deficit-hyperactivity
syndrome, that straddle the boundary
bewween behavioral problems and
leainirg disabilities.

Age trends

Developmental delays

It was expected that almost all of
the delays in growth and development
u{ould have occurred or been evident
\‘ . .

arly ckildhood. Therefore, little or
ERIC™™
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no increase in the prevalence of
delays after the first years of life was
anticipated. Except for minor
sampling fluctuations, this is what was
founa. The proportion of children
with developmental delays was

4.3 percent for 2 years of age and
under, 4.4 percent at ages 3-5 years,
4.1 percent at ages 6-11 years, and
3.6 percent in the adolescent years,
ages 12-17 (table 1).

When parents were asked the
child’s age at the time they first
noticed the developmental delays,

25 percent of those who reported
delays said they had been apparent
since birth (table 6). Forty-five
percent of delays were noticed before
the child’s first birthday. The median
age at which delays in growth or
development were noticed was 1 year
2 months (table 7).

Learning disabilities

In contrast to developmental
delays, most learning disabilities are
not fully apparent until the child gets
to school and starts trying to read,
write, and calculate. Therefore, a
substantial rise in the prevalence of
learning disabilities as children
reached school age was expected.
This is what was found. The
proportion of children with learning
disabilities jumped from 1.6 percent
at ages 3-5 years to 6.8 percent in
the elementary school ages, 6-11
yeats. There was a further increasc,
to 8.8 percent, in the junior high and
high school ages, 12-17 years
(table 2).

When parenis were asked at what
age their children’s learning
disabilities were first noticed, only
about 6 percent of those who
reported learning problems said they
had been apparent since birth or
before the child’s first birthday
(table 6). One-quarter of the learning
disabilities became apparent during
the nursery school or kindergarten
years (ages 3-5 years), and another
45 percent were first noticed in early
elementary school (ages 6-8 years).
The median age at which learning
disabilities were noticed was 6 yecars
7 months (table 7). Learning
disabiliti .s were not picked up until

late elementary or secondary school
for about 16 percent of the children.

Emotional and behavioral
problems

The most severe and pervasive
disorders of childhood tend to appear
before the age of 2% years, as with
autism, or after the age of 12 years,
as with schizophrenia (18, p. 420; 30).
Less drastic emotional and behavioral
problems may occur in children of
any age, depending on the timing of
stressful life events and the unfolding
of developmental processes that are
not well understood. Some of these
problems are resolved within a few
months, perhaps to reemerge at a
later age. Others continue for years
or indefinitely.

Thus, the cumulative proportion
of children who have ever had
emotional or behavioral problems
should increase fairly steadily with
age. Continued increases were found
in NHIS-CH, although the rate of
increase was found to decline after
the early elementary years. The
proportion of children who had ever
had an emotional or behavioral
problem rose from 5.3 percent at
ages 3-5 years, to 12.7 percent at
ages 6-11 years, to 18.5 percent at
ages 12-17 years (table 3).

Parents who reported that their
children had emotional or behavioral
problems that had lasted 3 months or
more were asked at what age the
emotional or behavioral problems
were first noticed. Only 5 percent
said it was before the child’s first
birthday (table 6). Less than
15 percent of the emotional problems
were noticed during the first 3 years
of life. One-quarter emerged during
the preschool years (3-5) and another
quarter, during the early elemeatary
years (6-8). The rate of problem
emergencc tapered off in the late
clementary years, with 15 percent of
the conditions appearing during ages
9-11 years. Twenty-two percent
became evident during the adolescent
years (12-17). The median age at
which persistent emotional or
behavioral problems were noticed was
7 years 2 months (table 7).
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Based on evidence from the
National Survey of Children (31) and
other earlier surveys, it seems
poscible that the increase in the
lifetime prevalence of behavioral
problems with age would be more
pronounced were 1t not for parental
forgetting. When responding to
surveys, parents sometimes do not
recall emotional problems that their
children had several years earlier,
even when those problems were
severe enough to require professional
assistance.

Combined problems

As would be expected frcm the
above findings, the combined lifetime
prevalence of developmental,
learning, and emotional problems
increased substantially with age, more
than doubling from ages 3-5 years
(9.5 percent) to 12-17 years
(25.2 percent), as shown in table 4.
One teenager in four was reported t>
have had a developmental delay,
learning disability, or emotional or
behavioral problem.

Sex differences

Previous research has shown that
males are more vulnerable than
females to a variety of developmental
disorders. Sex differences are
especially pronounced for learning
disabilities, with boys outnumbering
girls in special education classes by
more than 2 to 1. Male pupils also
outnumber females in classes for the
mentally retarded, but by smaller
margins (32, table 6). Sex differences
in emotional and behaviora! probletns
depend on the type of problem
involved, with males predominating
among youths who show a;gressive or
hyperactive conduct, but 'with sex
ratios being more nearly equal or girls
predominating for problems such as
depression and anxiety (33). Overall,
the prevalence of emotional and
behavioral problems tends to be
higher among boys (18,34).

The results of the 1988
NHIS-CH were generally consistent
with these earlier findings.
Differences were relatively slight for
O _elopmental delays, however, with
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males exceeding females by only

11 percent overall—4.2 percent of
males versus 3.8 percent of females
were reported to have had delays in
growth or development—and some
age groups showing minimal
differences or even reversals

(table 1).

In contrast, the rate of learning
disabilities was almost twice as high
among males as among females,

8.6 percent versus 4.4 pe-cent for
ages 3-17 years. By adolescence,
more than twice as many males as
females—12.1 percent versus

5.2 percent—were described a<
hawving learning disabilities (table 2).

For emotional and behavioral
problems, the overall prevalence was
35 percent higher among males:
15.4 percent versus 11.3 percent for
females. Sex differences were most
pronounced for children of
elemen:ary school age (6-11 years),
with 15.6 perceat of the boys versus
9.8 percent of the girls in this age
range experiencing such problems
(table 3).

For all three types of problems
combined, the prevalence for ma..s
exceeded that for females by
43 percent: 22.9 percent comparcd
with 16.0 percent. Among adolescents
{ages 12-17 years), the male rate
exceeded the female rate by
40 percent: 29.2 versus 20.8 percent
(table «}. Nearly 3 teenage boys in 10
had had & developmental delay,
learaing disability, or emotional or
behavioral problem.

Differences related tu parental
education and family income

There are several reasons for
expecting learning difficultie< and
emotional and behavioral problems to
be more common among children
from families with low parental
education and income levels than
among those with more educated and
affluent parents. Children in the
former group are less likely to receive
intellectual stimulation at home
(35,36) and more likely to be exposed
to a variety of environmental hazards
(37-39). In addition, it could be
argued that, because of a tendency to

7

downward social mobility, parents
with low intelligence or emotional
disorders are more likely to be found
among lower education and income
groups (40j.

Education- and income-related
differences in achievement indicators
such as grade repetition, cognitive
test scor~c, remedial instruction and
special educauon placement, and high
school completion have consistently
been found (32,41—43). Similar
differences in children’s emotional
and hehavioral problems have been
observed, although the findings are
not as extensive and consistent
(32,34,44). The evidence for class-
related differences in cevelopmental
dclays is even less clear cut.
Chromosomal abnormalities, prenatal
:nfections, and birth complications
can occur amoag infants of any class,
and some developmer.tal disabilities,
such as autism, are actually more
common among middle and upper
class families (18, pp. 425-426).

One phenomenon that
complicates the measurement of
class-related differences in child
development through household
surveys is that better educated
parents tend to be more “productive”
survey respondents than do less
educated parents (45). If
developmental problems are more
common among children of less
educated parents, differences in
comprehension and recall will tend to
reduce class-related differences,
because better educated parents
report proportionately more of their
children’s problems to survey
interviewers than do less educated
parents. As a consequence, income-
and education-related differences are
usually morc pronounced when
problem indicators are ba->d un test
scores, teacher reports, or official
records than when they are based on
survey reports of parents.

Developmental delays

Differences across parental
education and income groups in the
proportion of children who had
delays in growth or development were
relatively small and, for tiie most
part, not statistically significant
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(table 1). Among family income
groups, only the contrast between the
lowest category—Iless than $10,000
per year—and the highest—$40,000
or more per year—was statistically
refiable. Of children in the former
group, 5.4 percent had developmental
delays, but of those in the latter
group, 3.9 percent had delays.

Learning disabilities

Of the three types of childhood
problems discussed here, learning
disabilities showed the strongest
relationships with parental education
and family income: The prevalence of
learning problems decreased with
increasing years of education or
increasing income. Thus, the
proportion of youngsters reported to
have learning disabilities was
8.7 percent for children of mothers
with less than 12 years of schooling,
6.3 percent for those whose mothers
had 12 years of education, and
4.9 percent for children whose
mothers had more than 12 years of
schooling. Similar patterns were
observed in all age groups (table 2).

The prevalence of learning
disabilities was 8.4 percent among
children from families with incomes
less than $10,000 per year and
decreased as income rose, reaching
5.8 percent among children in
families with incomes of $40,000 or
more. Except for a few nonsignificant
fluctuations, similar patterns wcre
found for all age groups (table 2).

Emotional and behavioral
problems

The prevalence of childhood
emotional and behavioral problems
showed significant variation across
family income groups, with children
from less advantaged backgrounds
standing a somewhat greater chance
of exhibiting such problems. The
prevalence declined from
15.8 percent among children from
families with incomes less than
$10,000 per year to 12.8 percent
among those with family incomes of
$40,000 or more. Income-related

(37"ersnces were more pronounced
E MC »ng elementary school childrcn
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and adolescents than among
preschoolers (table 3).

The total proporticn of emotional
or behavioral problems did not vary
meaningfully with parental educauon.
However, when those problems that
had pers.sted for 3 months or more
were examined, some significant
differences were found across
maternal education groups. The
prevalence of persistent prablems was
7.2 percent among children whose
mothers had not completed high
school, 6.1 percent among children of
high school graduates, and
5.5 percent among children whose
mothers had more than 12 years of
schoolirig. Similar patterns were
observed within specific age groups,
although with some fluctuations.

Combined problems

Significant variation by family
income, but not by parental
education, was found when all three
types of corditions were combined.
The proportion of children ages 3-17
years with one or more of these
problems feil from 22.8 percent
among children in families with
incomes below $10,000 to
18.6 percent among those with family
incomes of $40.000 or more (table 4).
The proportioa was 20.3 percent
among child:en of mothers with less
than 12 years of education and
19.3 percent among thoss whose
mothers had more than 12 years of
schooling.

It seems likeiy that differences in
childhood learning and behavioral
problems across education and
income groups were understated
because of the association between
these variables and minority ethnic
status. As described in the next
section, there was an apparent
underreporting of children’s learning
and behavioral problems by black and
Hispanic parents.

Ditferences by race and
Hispanic origin

In the 1988 National Health
Interview Survey of Child Health,
black parents were less likely than
white parents to report that their
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children had developmental delays or
emotional problems and about
equally likely to report learning
disabilities. Hispanic parents also
reported slightly fewer developmental
problems in their children than did
non-Hispanic parents. Thus, the
overall prevalence of developmental
delays was 2.1 percent among black
and 4.4 percent among white
children; 3.4 percent among Hispanic
and 4.2 percent among nona-Hispanic
children (table 1).

The proportion ages 3-17 years
with learning disabilities was
6.2 percent among black and
6.7 percent among white children;
5.8 percent among Hispanic and
6.6 percent among non-Hispanic
children (table 2). The proportion
ages 3-17 years reported to have had
emotional or behavioral problems was
10.3 percent among black and
14.2 percent among white children;
12.0 percent among Hispanic and
13.6 percent among ron-Hispanic
children (table 3). When all three
types of childhood conditions ‘were
combined, the proportion of children
with one or more conditions was
14.9 percent among black and
20.7 percent among white children;
17.2 percent among Hispanic and
19.9 percent among non-Hispanic
children (table 4).

On the average, black and
Hispanic families have lower parental
education and income levels than
white non-Hispanic families (28). In
addition, black children are known to
be overrepresented among low-birth-
weight babies, children in
single-parent and foster-care familics,
reported abuse and neglect cases,
special education and remedial
instruction classes, and pupils who
are suspended or expelled from
school for conduct problems (28,32).
For these reasons, one would expect
black and Hispanic children to show a
higher than average prevalence of
learning and emotional problems and
at least an average prevalence of

_developmental delays.

One explaration for the observed
results is that black and Hispanic
parents were less familiar than
ncnminority parents witk. the terms
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used in the three questions listed
above and so were apt to answer
them in the negative. Such lack of
famuliarity could be a product of
lower literacy levels, lower quality
pediatric care and educational
counseling, or both. Differential recall
of past events mzy also have played a
role.

Differences in reporting by race
or ethnic group have been found in
other aieas of child health. For
example, black parents typically
report fewer acute illnesses, injuries,
and restricted-activity days for their
children than white parents do, even
though black parents are more likely
to rate their children as being in poor
or fair health /%3).

Differences by family structure

Prev.ous research has shown that
children in single-parent families are
at greater risk of emotional problems
and academic difficulties than those
in intact, two-parent families (26,47).
The differences are partly due to the
stress of family conflict and
disruption and the deprivations of a
single-parent upbringing.
Single-parent families also tend to
have lower parental education and
income levels than two-parent
families. Children in stepfamilies
show an elevated risk of
maladjustment and school failure,
even though the income levels of
these families are more like those of
families in which both biological
parents are present (29).

Based on previous findings, it was
expected that there would be
significant differences in the
prevalence of emotional and
behavioral problems across fumily
types and that learning disabilities
would show similar but less
pronounced differences. It was not
expected that developmental delays
would show significant variation by
family structure, although there was
the possibility that couples whose
children had developmental
difficuities would be more likely to
vet divorced than those with normal
L dren

ERIC*™
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Developmental delays

The prevalence of developmental
delays showed little significant
variation across family types
(table 1). The prevalence of
developmental delays was 3.8 percent
among children from mnther-father
families, 4.5 percent among children
in mother-only families, 3.7 percent
in mother-stepfather families, and
4.8 percent in all other family
situations (children living with fathers
only or fathers aud stepmothers, with
grandparents or other relatives, or in
adoptive or foster families).

Learning disabilities

There was significant variation
across family types in the prevalence
of learning disability, with children n
disrupted or reconstituted families
showing higher rates of learning
problems than those in mother-father
families. Children in mother-
stepfather families appeared to show
slightly higher rates of learning
problems than those in mother-only
families, but this may be attributable
to the fact that black and Hispanic
persons, with their lower rates of
problem reporting, were
overrepresented in the mother-only
group but not in the mother-
stepfather group. The nrevalence of
learning disabilities was 5.5 percent
among children in mother-father
families, 7.5 percent in mother-only

" families, 9.1 percent in mother-

stepfather families, and 8.3 percent
in other family situations (table 2).

Emotional and behavioral
problems

As expected, the frequency of
emotional and behavioral pr< blems
showed the greatest variation across
family types, with children in single-
parent families and stepfamilies
showing higher problem rates than
those in mother-father families.
Children in other types of families
also showed elevated rates. The
prevalence of emotional and
behavioral problems was 8.3 percent
in mother-father families,

19.1 percent in mother-only families,
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23.6 percent tn mothel -stepfather
families, and 22.2 nercent in other
family situations (table 3). Again, the
frequency of problems among
children in mother-oniy families may
have been understated because of the
large proportions of black and
Hispanic persons in this group.

Combined problems

Children in disrupted families
were nearly twice as likely as those in
mother-father families to have had a
developmental, learning, or
behavioral problem. The prevalences
for children ages 3-17 years were
14.6 percent in mother-fathcr
families, 24.8 percent in mother-only
families, 29.6 percent in
mother-stepfather families, and
28.2 percent in other family types
(table 4).

Summary and conclusions

The datz presented in this report
show that developmental, learning,
and behavioral disorders are among
the most prevalent chronic conditions
of childhood and adolescence.
Overall, nearly 20 percent of young
people ages 317 years were found to
have had one or more of these
conditions. By the time they reached
ages 12-17 years, 1 in 4 adolescents,
and nearly 3 in 10 male adolescents,
had experienced one of these
disorders. When very young children
with developmental delays were
included, the total number of U.S.
children affected came to about 10.7
million.

As high as these figures may
seem, it is altogether possible that
they arc underestimates of the true
prevalence of the conditions. The
only childhood disorders counted in
NHIS-CH were those that had been
recognized by parents or identified by
physicians, psychologists, or teachers
and communicated to parents with
sufficient clarity that the parents were
able to report them to survey
interviewers. There is reason to
believe that some developmental,
‘earning, and emotional disorders of
child-en are not recognized as such,
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or the assessments of tcachers or
health professionals are not
understood or not accepted by
parents. Confusion over changing
diagnostic terminology and simple
forgetting of problems that occurred
in the past probably work to reduce
the reporting of these conditioas as
well.

Despite the limitations of
parental reporting, it is useful to have
data on the prevalence of
psychological discrders in young
people based on standard survey
quesiions put to the parents of a
large and nationally representative
sample of children. Estimates derived
from NHIS-CH provide national
benchmarks on the overall frequency
of recognized psychological disorders
in children and on the relative
frequency of such problems in
different population groups. The
findings with regard to overall
prevalence were tha: 4.0 percent of
all children 17 years of age and under
had delays in growth cr development,
6.5 percent of children ages 3-17
years had learning disabilities, and
13.4 percent had significant
emotional or behavioral problems.
The proportions of all children ages
3-17 years who had ever received
treatment or counseling for the
coaditions were about 2 percent for
developmental delays, just over
5 percent for learning disabilities,
and more than 10 percent for
emotional or behavioral problems.

These proportions fail within the
range of prevalence estimates that
have appeared in the literature.
However, comparisons with an earlier
NHIS-CH indicate that the
proportion of young people who have
received treatment or counseling for
emotional or behavioral problems
increased by more than 50 percent
from 1981 to 1988, rising from
6.5 percent to 10 percent of all
children ages 3-17 years. It is not
clear whether the increase was due to
an =xpansion of the underlying need
for psychological help, to greater
availability and acceptability of
mental health services, or both. It is
:lear that the proportion of U.S.

‘ o . ,

EMC dren not living with both parents

Text Provided by ERI

has grown over ume and that the
prevalence of emotional problems
and the rate of use of psycaological
services are higher for these children
than for those living with both
biological parents.

Survey findings with regard to
variations in prevalence across
demographic groups were generally in
agreement with what was expected
based on developmental theory and
the results of previous research. Thus,
the prevalence of a delay in growth
and development was found to vary
little with age, and most delays were
detected within the first 2 years of
life. In contrast, the prevalence of
learning disabilities increased
markedly as children reached school
age, indicating that most of these
conditions were detected in school.
The lifetime prevalence of emotional
or behavioral problems also rose with
age, with significant increases
continuing into the adolescent years.

Learning disabilities were nearly
twice as common among males as
among females, and the frequency of
emotional or behavioral problems
among males exceeded that among
females by 36 percent. In contrast,
developmental dclay showed no
significant gender differences. A
similar pattern prevailed with respect
to family income and parental
education groups. Learning
disabilities showed the greatest
variation ac oss these groups;
emotional or behavioral problems
showed significant but smaller
fluctuations; and developmental
delays showed practically no
socioeconomic variation. Learning
and behavioral problems were
comewhat more common ainong
children from low-income and low-
education families than among those
from more advantaged families. Even
the largest differences were relatively
modest, however. It is possible that a
greater awareness of childhood
problems among more educated
parents and fuller survey reporting by
these parents worked to artificially
lessen the size of socioeconomic
disparities in problem prevulence.

Black and Hispanic parents
reported fewer developmental,
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learn*ng, and behavioral problems in
their children than did norminony
parents. However, teacher reports
and school records suggest that
psychological problems are more
common among minority children.
The disparity between parent- ana
school-based data may be due to
cultural divergences in the awareness
and acceptance of childhood
psychological disorders or to
differences in survey recall and
reporting.

Young people from single-parent
families or stepfamilies were 2 to 3
times more likely to have had
emotional or behavioral problems
than those who haa both of their
biological parents present in the
1ome. Learning disabilities showed
similar but less pronounced
differences; delays in development
varied little by family type.

The alarmingly high prevalence of
emotional and behavioral probleins
among today’s children and the
observed relationship between family
disruption and youthful problem
behavior reinforce public concerns
about the increasing number of U.S.
children who are being raised in
something other thar harmonious
two-parent families. The survey
findings also underscore concerns
about minority youth and the extent
to which their learning and behavioral
problems go unrecognized and
untreated. Further research is needed
to understand the apparent under-
reporting of childhood lear:iing and
emotional problems by black and
Hispanic parents and the extent to
which it reflects inadequacies in the
medical care and educa'onal
counseling that they and their
children receive.
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Table 1. Percent of children 17 years of age and under who ever had a delsy in growth or development, by age and selected
characteriev. .8: United States, 1988

[Data are based on housshoid interviews of the cwiian nonnstitutionalzed population. The survey design, general oualificabons. and information on the reliab:ty of
the estitvates are grven i the lectvwcal notes)

Al ages
17 yoars 2 yoars 3-3 611 12-17
Characterstic and under and under yoars yours yoars
Percent
Alchddren'. . . ..................... 40 43 Y] 4.1 3.6
Sex
Mae ............... ... e, 4.2 40 4.6 4.0 4.4
Female. .... ..................... s 4.6 4.2 4.2 27
Race '
Whe. . . ... ... .. e, 4.4 4.5 4.7 4.5 4.0
Blask................... [ 21 25 1.4 23 2.0
Hispanic ongin
Hsparwe. ... .................... . 3.4 1.8 42 37 37
NonMsparwe. . ..................... 4.2 47 45 4.2 3.6
Family income
loeshan$10000. .. ................. 8.4 6.9 5.8 S.é 38
$317°00-$24999 ... ............ Cee 4.0 44 4.1 3.3 44
$25.000-839.980 ... ................. 4.0 26 6.1 4.5 23
$400000rmore. ... ................. 9 5.0 25 43 3.6
Place of residence
MSA ... ... ... e 38 7 3.3 4.2 3.8
Cortralcty. ........ ............. 3.1 2.8 31 3.6 29
Notoentrslety ... ................. 4.2 44 8 4.6 4.0
NOtMSA. ......................... %4 6.1 71 7 38
Assessed heaith status
Excellent, very good, orgood. . ... ........ 37 7 37 s 3.5
Fairorpoor. . ...................... 18.2 21.0 245 ‘.0 8.8
Mother's educabon
lessthan 12yemss .. . ....... ........ 3.3 4.2 4.3 3.2 26
12y, ... . ... . 4.2 48 54 38 38
Morethan 12yeenm. . ................. 42 8 4 5.0 4.2
Family structure
Blologicel motherand father . . . ... .... ... .8 A4 44 36 39
Slological mother and fupuhu .......... 7 10.1 6 4.5 26
Biological motheroniy®. .. .. ... ... ...... 4.5 L¥ ] A 48 42
Nother...................ccvvn.. 48 9.5 4.5 8.4 28

'inetuges ether rmoss and uninewn sooademegraphis Ind healh charcterton.
famies in which the mether ived with the chill™  JaNGMeher of ether aduRt relative.

NOTE: MBA is mevepsstan sttistical aren.

O

ERS 13

Aruitoxt provided by Eic:
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Table 2. Percent of children 3-17 ysars of age wh . ever nad a learning disability, by age and selected characteristics: United States,
1988

[Oata sre based on housshoid interviews of the cwiian nonnstitutionalized populahon. The survey desgn, general ¢ Jaifications, and infofmation on the reliabiity of
the estmates are grven in the technical notes |

Al ages I35 811 12-17
Cherscterstic 3-17 years yoars yoars yoars
Percent
ARChidron'. . ... 85 16 a8 88
Sex
L P 88 1.7 8.4 121
FOmBle ... .. ... ... e et et e e 4.4 1.6 8.1 5.2
Race
White. . .. ... ... it it e i 87 1.8 7.0 9.2
-7 8.2 20 8.6 78
Hisparvc ongin
Hisparwe. . . . . e et e e e 58 21 8.8 8.7
Non-Hspame. . . . ittt ettt e e 4] 16 88 8.9
Family income
Less then$10.000 . . ..........couemmennanennenannnn. 84 * 38 9.1 103
$10.000-824.900 .. . ...............iie i . 7.2 1.4 7.3 0.8
$29.000-839.990 . . ... ..... .. ... it et 8.2 1.7 8.5 $4
$40.000ormore. . ... ... i 58 1.2 8.5 72
Place of resxdence
L s 1.6 7.1 a8
GO CRY. . . ..ottt e e 59 1.8 6s 78
NOLCONIBI CHY . . .. ...... .« oemrenneanennenenenenn 89 1.5 7.4 9.1
L L %] 1.8 59 9.5
Assesvxi neakth status
Excollont, vory good. or ood . . . ... ... il e 83 1.4 (X1 as
FRIP OF POOF. . ... ... ... itteenenntonneoneneennasennas 181 23 17.7 15.8
Mother’s education
Lesathan 12years .. ............... e 87 26 8.0 11.7
T2YOmIB. . . . ... e e et 88 .9 78 as
Morethan 12 years. . ... .............0viiiiiiinnnnnnn 49 09 5.2 74
Farmily structure
Biclogical motherand father . . . .. ... .................c.c.. 55 1.2 87 82
Bfobgumm?nplmr ........................... 9.1 3.1 9.2 10.1
Biological motheronly™ . . .. .............. ... ..., 78 3.0 7.2 9.3
RO . . . . ... it ittt i it e e e 8.3 1.1 10.6 8.8
\inctudes ather races ana GraonC and health CAA/acnetics.

Muummmmuwmmw-omuw“m
NOTE: MBA s metropoitan suasical area.
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Table 3. Parcent of children 3-17 years of age who ever had an emotional or behavioral problem that lasted 3 months or more or
required peychological help, by age and selected characteristics: United States, 1988

[Ouata are Besed On housshold intervews of the civiian n ninsttutonalaed populaton. The survey deaign, general qualificahons. and information on the rehabiity of

the estimates are Qrvan i the techmcal Nowe|

Al ages X5 8-11 12-17
Churactenstc 3=17 yoars yoars yours yoars
Percent
Alchidren'. ... ... ... ... 134 53 127 1858
Sex
T 15.4 8.1 158 20.4
FOMBI . ... ... .. ... it i i e e 1.3 4.5 9.8 188
Race
R L1 14.2 56 13.8 198
[ T 103 24 92 18.1
{spamc ongin
Hspanio. . ....... .. ... i 120 45 13.4 148
Nom-HSpBNIC. . . .. ... ... ... ittt iiiiite tiiiee e 13.8 5.4 12.7 189
Farmily income
Less than 810,000 . .. ............ .. iih it aeaen 15.8 47 16.2 225
$10,000-824.990 . . ... ... ... ... ... it e 1453 8.0 15.0 19.3
$23.000-830.809 . . ..... ......... i i e, 13.4 59 1.8 198
S40,000 OF MOM. . . .. ......0uvvuennennennns toneenns 128 4.8 1.4 17.8
Place of residence
MBA . .. i e et i e e 13.7 52 12.9 19.1
CONM CRY. . . . ... ... ...t e it e e 13.8 47 131 19.1
NOtCONMIB CIlY . . ... ..........00tviemnnnnnnnnnnennns 13.8 %] 128 19.1
L 124 58 12.0 18.5
Assessed health status
Excollont very good. of 00D . . . .. . ... ..l 13.1 s.0 12.5 18.1
R Or POOF. . . ... .. ittt teneneennneeennnas 223 8.4 20.4 31.8
Mother's education
lossthan 12years . . . ........ ... ... i it 13.8 82 12.3 185
12years. . ... S 128 6.2 11.8 18.7
Morethan 12years. . . ... ... ... ittt 13.7 42 13.3 20.1
Family structure
Biological motherand father . . . .. ........................ 8.3 4.0 8.0 11.8
wu mother and fum ............................ 286 120 19.8 29.1
Blological motheronly” .. .. ...................... et 19.1 (X} 8.9 25.5
Alother. ...... ettt ettt ISP 22 10.0 26 258

'MMMNMW“MM
amiies in which 1he mother ived with the Child's Orandmother or Other adul reiaiive.

NOTE: MBA is mevopoiten sialisticsl area.

O
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Table 4. Percent of children 3-17 years of age who ever had a delay in growth or deveiopment, a learning disability, or an emotional
problem that lasted 3 months or more or required psychological help, by age and selected characteristics: United States, 1988

{Oaia are based on household interviews of the cvilian noninsitutionakred population. The survey design, general qualifications, and information on the rehability of
the estmates &re given i the techrucal notes|

Al ages S 6-11 12-17
Charactenstrc J3-17 years yoars yoars yoars
Percent
AchBdren'. . . . ... ... 19.5 9.5 19.1 25.2
Sex
MBIE . ... ... e e et i e e 29 1.8 28 29.2
FOMaIe . ... ... . .. it i i e i i i e 3.0 85 18.4 20.8
Race
WhHE. . ... e e e e e 20.7 10.0 203 208.7
L2 149 50 14.8 19.5
Hsparsc ongin
Hispanc. . . ... e e et e eeee e 17.2 8s 198 19.2
NONHBDEMG. . .. ... ittt it iieeiaeenre canann 19.9 9.7 9.1 2538
Family income
Lossthan 810,000 ... ............¢c0iiiininnnnnennnnns 28 1.5 238 288
$10,000-824.999 . .. . ...... . ... e e e 21.0 10.1 21.3 273
$25.000-830.000 . .. .. ... .. ... e 19.5 113 17.8 28.0
$40,000 OF MOMB. . . ... ......0vvivietnrinnensronennnsas 18.8 8.8 18.0 24.1
Place of resdence
[ L 7 19.8 8s 19.5 25.4
CONba ClY. . . . ... ... i e e et e 18.7 8.0 19.2 241
Notcental oty . .......... ...ttt iiitiinnnenennnnnns 20.1 8.9 19.8 28.1
NOEMSA . .. .. ... L e e e e 19.4 123 17.9 24.8
Assessed heakh sta\us
Excollont. vary good. or @ood . ... ... ...t 19.1 8.9 18.7 24.8
PR O POOP. . . .. ittt ittt it ittt it et 383 25.7 35.7 39.3
Mother's education
L than 12Years . ... . ... ... ... i i e 20.3 10.2 18.4 28.2
T2 OB, L . e e 19.0 1.2 18.8 23.2
MOr thAn 12 Years. . . . ... . ... ittt ittt innins e inennn 193 7.3 19.4 28.3
Family structure
Blological motherand father . . . . ... ... ... .ccvuvnneenennn. 148 8.1 14.4 19.2
wu mother and ?tophm. ......................... 208 144 27.0 348
Biologicai motheronly® . ................. ... ... ... ..., 248 1.7 24.5 31.4
o -1 P 282 13.8 29.7 31.4

'M“mmuﬂmwmnmm
'lmmmammmmmmhmuagmmammlm

NOTE' M3A » metropoitan stabsticel area.

Q 16
ERIC

Aruitoxt provided by Eic:



|

ERI

16 Advance Data
Tnblo S. Proportion of children ever treated and proportion receiving special education for delays in growth or development, learning
disabilities, and emotional cr behavioral problems: United States, 1988

{Osta are based on household intervews of the cmiian nominstitubonalized population. The survey design, general quaifications, and informaton on the retiabity of
the estimates are grven in the techmical nows)

Delays n grown Learrwng Emotonal or
or development disabiides behaweoral probieme
Percant distnidution Percent distnbution Percent distribution
Treatment and special Percent of of all chidren Percent of of all chiidren Percent ot N all children
educanon stelus all chidren with condioon &l chiidren with condiion &l chidren with condition
Ever recenved treatment Ages Ages
of counseing for condition Ages 0-17 years Ages 3-17 years 3-17 years 3-17 years
Total. . ........co0vinnn. 4.0 100.0 8s 100.0 13.4 100.0
Yoo . .................. 20 49.4 S.1 777 10.0 74.3
Within last 12 months. . . ... . 1.1 28.1 33 503 5.1 38.0
More than 12 months loo 0.9 233 1.8 27.4 4.7 35.3
NO. .. oii i 20 50.8 1.5 23 34 25.5
Attended special classes or
specal school in past Ages |
12 months because of conditon Ages 5-17 years Ages 6-17 years 6-17 years™ Ages 617 years
Total. .. ........c 0t 3.9 100.0 7.8 100.0 89 100.0
Yoo ... ... ... 0.9 27 LX) 89.9 1.7 249
NO.......oiiiiiii 3.0 773 23 30.1 52 75.1

'Immmmwmtmummmmm
about recet of specal ed askad only of those who an sonal or ) problem that lasted 3 months or longer

NOTE. Numbers may not add 10 totaie becauss of rounding.

Table 6. Percent distribution and cumulative distribution of children 3-17 years of age with developmental, learning, and emotional
probiems by age at which condition wae first noticed, according to type of problem: United States, 1988

{Oata are based on househoid inteniews of the chilian nonnstautionsiized population. The survey design, general quaificatons. and informaton on the reliabitty of
the estimates are given in the techmcal notes)

Delays n gmml‘v Emovonal or 2
or devwiopment Leaming disabiities behavioral probierms
Cumuisbve Cumuiatve Cumuistive
Age at which condition Percent percent Percent percent Percent percent
was first novced distnbution distnbubon distnbubon distnbution distnbuton distnbuton
Abith .. ............... 25 25 4 4 3 3
Before 1year......... 20 43 2 8 2 L
1-2yearm. ... ... ......... 8 71 8 14 9 "
FSyeamn. . .............. 12 8 25 39 25 39
6-8yeare. ............... 9 92 45 84 24 &
llyemrs. .. ............ S 97 1 95 13 n
12-17yoare. ............. 3 100 - 100 2 100
14000 0-17 yours.

AbOut 800 when noticed asked only of thoes who reported an emotional or behavioral problem that lasted 3 months or longer.

Table 7. Selected atatistics on children 3-17 years of age with developmental, learning, and emotional problerns, by type of problem:
United States, 1989

{Oata are based on K aehold intervews of the civillan noninstitutionalized population. The suivey design, general qualificabons, and informaton on the reliability of
the estimates £re grven in the technical notes)

' Delays in i
M Leamning M-mq
Remn or development disabilitiss problems
Median age atfirstnotice . . . .. ........ 1 year 2 months G years 7 months 7 years 2 months
WN .................... [ 5] 882 a
Populstion estimate . .. . ............ 2,542,800 3,393,600 3,184,700
Aollo-wyom.
MMnMowmmomwhmndm~ or beh or that jasted 3 months or longer.
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Technical notes

The estimates presented in this
report are based on data from the
National Health Intervisw Survey
(NHIS), an ongoing survey of
households in the Unitcd States
conducted by the National Center for
Health Statistics. Each week, a
probability sample of the civilian
noninstitutionalized population of the
United States is interviewed by
personnel of the U.S. Bureau of the
Census. Interviewers obtain
information about the health and
other charactenstics of each member
of the households included tn the
NHIS sample.

NHIS consists of two parts: (3) a
basic health questionnaire that
remains the same each year and is
completed for each household
member and (b) special topics
questionnaires that vary from vear to
year and usually are asked of just one
person in each family. In 1988, the
special topics included acquired
immunodeficiency syndrome (AIDS)
knowledge and attitudes, medical
device implants, occupational health,
alcohol, and child health. These data
sets can be linked to provide
additional sources for analysis.

The total sample interviewed for
1988 for the basic health Questionnaire
consisted of 47,485 households
containing 122,310 individuals. The
total response rate was 95 percent.
For the National Health Interview
Survey on Child Health (NHIS-CH),
one sample child under the age of 18
years was selected from each famly
with children in that age range.
Information about the sample child
was collected by face-to-face interview
with the adult member of the family
present who knew most about the
sample child’s health, in most cases
the mother. Interviews were
completed for 17,110 children 17 years
of age and under, 95 percent of those
identified as eligible on the basis of
the basic health questionnaire. The
overall response rate for NHIS-CH
was 91 percent, the product of the
response rates for the basic and the
child health questionnaires. Item
nonresponse was 2—} percent for the
questions discussed in this report.

Because the estimates shown in
this report are based on a sample, they
are subject to sampling error. The
standard error is a measure of the
sampling error. Approximate standard
errors for estimated percents in this

18

report are deterimned using the
formula

SE=\/<.&3£_P>_<1_‘£>
Y

where SE is the standard error, pis
the estimated percent, and yis the
estimated base of the percent. The
bases of the percents are shown in

table [.
The approximate standard error of

a difference between percents is given
by the formula

SE (x, — x) = VSE(x,)? — SE(x.)}

where x, ard x, are the two percents
being compared, x, = x, is the
difference between them, and SE(x))
and SE(x,) are the standard errors of
the two percents.

All differences cited in this report
are statistically significant at the 0.05
level. The t-test, with a critical value of
1.96, was used to test all comparisons
that are discussed. Lack of comment
regarding the difference between any
two estimates does not mean that the
difference was tested and found not to
be statistically significant.
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Table I. Number of children 17 years of age and under, by age and seiected characteristics: United States, 1988

{Osta are based on household interviews of the crvikan noninsttutionaiized population. The survey design, general quaifications, and informaton on the renabilty of
the estmates are given in the techrucal notes}

AN ages
17 yoars 2 yoars 317 -5 6-11 12-17
Characternte and under and under yours yoars yeoan yeoars
Number In thousands
Allchidren'. . ... ......... 83.569 11.360 52.209 10.748 20,966 20,495
Sex
Male .................. ..... 32,526 5,908 26.621 5.428 10.522 10,842
Female................. 31.043 5 455 25,588 5,320 10,414 9.854
Race
White. . . . .............. 51,380 9,066 42.214 8.762 16,968 16,568
Black.......... .. . L ..... 9.820 1.810 6.009 1,526 3,267 3.217
Hispame ongin
Hispamc. .. ..... ...... 7.239 1,274 5,965 1,263 2,519 2,182
Non-Hspame. . . ............ 55,03+ 9.512 45,519 9,132 18.242 18,145
Family incoma
Less than §10000. . . ... ... .. 7.924 1,705 6.219 1,342 2,760 2,118
$10,200-824.999 .. ...... 16,708 3,274 13,435 3.008 5.520 4.903
$25,000-839,999 .. ......... 15,737 2,750 12.9686 2,800 5,207 4,979
$400000rmore. .. ... .... ..... 16,071 2,432 13.638 2,473 5234 5.931
Place of residence
MSA ......... ... i 48.314 6,793 39,521 8,132 15,808 15.504
Comtralcty. .......... 18,972 3.763 15,210 3.275 6.102 5,833
Not central city 29,242 5,030 24,311 4,856 9,784 9.671
NOtMSA. ....... ......... 15,255 2.567 12,688 2,616 5,080 4,992
Assessed health status
Excellent, very good. orgood. . .. ......... 61,173 10,868 50,307 10,332 20.282 19.713
Fairorpoor. . .............  ...... 1,788 375 1.413 290 500 615
Mother's education
Lessthan 12years . . ........ .. ..... 12,479 2,118 10.362 1,041 4,104 4,419
12years. ... ........ ... 28,791 4.475 22315 4,596 9,105 8.615
Morethan 12years . ... ........... 22,899 4,484 18,416 4,120 7422 6.874
Farmuly structure
Biological mother and tather . . ... ....... 38,999 8,143 30,856 7,327 12,643 10,887
Biological mother and ?ttpmhor ........... 4,477 109 4,369 396 1,789 2,164
Biologicai motherony® .. ... . ........ 13,716 2,392 11,323 2,196 4,573 4555
ANlother . ..............cco0vvvunn. 8,377 718 5681 829 1,962 2,871
Yinciudes other races ana 9 and heam

famdns in wivch the mother ived winh the chid's grandmother or other AUl relative.

NOTE: MBA is metropoitian swmbstical arsa.
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